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HUMAN SERVICES

Centers for Medicare & Medicaid
Services

42 CFR Parts 405 and 419
[CMS-1206-FC and CMS-1179-F]
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Medicare Program; Changes to the
Hospital Outpatient Prospective
Payment System and Calendar Year
2003 Payment Rates; and Changes to
Payment Suspension for Unfiled Cost
Reports

AGENCY: Centers for Medicare &
Medicaid Services (CMS), HHS.

ACTION: Final rule with comment period.

SUMMARY: This final rule with comment
period revises the Medicare hospital
outpatient prospective payment system
to implement applicable statutory
requirements and changes arising from
our continuing experience with this
system. In addition, it describes changes
to the amounts and factors used to
determine the payment rates for
Medicare hospital outpatient services
paid under the prospective payment
system. These changes are applicable to
services furnished on or after January 1,
2003. This rule also allows the Secretary
to suspend Medicare payments “in
whole or in part” if a provider fails to
file a timely and acceptable cost report.

In addition, this rule responds to
public comments received on the
November 2, 2001 interim final rule
with comment period (66 FR 55850) that
set forth the criteria the Secretary will
use to establish new categories of
medical devices eligible for transitional
pass-through payment under the
Medicare’s hospital outpatient
prospective payment system. Finally,
this rule responds to public comments
received on the August 9, 2002
proposed rule for revisions to the
hospital outpatient prospective payment
system and payment rates (67 FR
52092). CMS finds good cause to waive
proposed rulemaking for the assignment
of new codes to Ambulatory Payment
Classifications and for the payment of
influenza and pneuomococcal vaccines
under reasonable cost; justification for
the waiver will follow in a subsequent
Federal Register notice.

DATES: Effective date: This final rule is
effective January 1, 2003.

Comment date: We will consider
comments on the ambulatory payment
classification assignments of Healthcare
Common Procedure Coding System
codes identified in Addendum B with

condition code NI, and on
§419.23(d)(3), if we receive them at the
appropriate address, as provided below,
no later than 5 pm on December 31,
2002.

FOR FURTHER INFORMATION CONTACT:
Anita Heygster, (410) 786—0378—
outpatient prospective payment issues;
Lana Price, (410) 786—4533—partial
hospitalization and end-stage renal
disease issues; Gerald Walters, (410)
786—2070—payment suspension issues.

SUPPLEMENTARY INFORMATION:

Availability of Copies and Electronic
Access

Copies: To order copies of the Federal
Register containing this document, send
your request to: New Orders,
Superintendent of Documents, P.O. Box
371954, Pittsburgh, PA 15250-7954.
Specify the date of the issue requested
and enclose a check or money order
payable to the Superintendent of
Documents, or enclose your Visa or
Master Card number and expiration
date. Credit card orders can also be
placed by calling the order desk at (202)
512—1800 (or toll-free at 1-888—293—
6498) or by faxing to (202) 512-2250.
The cost for each copy is $10. As an
alternative, you can view and
photocopy the Federal Register
document at most libraries designated
as Federal Depository Libraries and at
many other public and academic
libraries throughout the country that
receive the Federal Register.

This Federal Register document is
also available from the Federal Register
online database through GPO Access, a
service of the U.S. Government Printing
Offi ce. The Web site address is: http:/
/www.access.gpo.gov/nara/index.html.
To assist readers in referencing sections
contained in this document, we are
providing the following table of
contents.
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ERCP Endoscopic retrograde
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TEFRA Tax Equity and Fiscal
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I. Background

A. Authority for the Outpatient
Prospective Payment System (OPPS)

When the Medicare statute was
originally enacted, Medicare payment
for hospital outpatient services was
based on hospital-specific costs. In an
effort to ensure that Medicare and its
beneficiaries pay appropriately for
services and to encourage more efficient

delivery of care, the Congress mandated
replacement of the cost-based payment
methodology with a prospective
payment system (PPS). The Balanced
Budget Act of 1997 (BBA) (Pub. L. 105—
33), enacted on August 5, 1997, added
section 1833(t) to the Social Security
Act (the Act) authorizing
implementation of a PPS for hospital
outpatient services. The Balanced
Budget Refinement Act of 1999 (BBRA)
(Pub. L. 106—-113), enacted on November
29, 1999, made major changes that
affected the hospital outpatient PPS
(OPPS). The Medicare, Medicaid, and
SCHIP Benefits Improvement and
Protection Act of 2000 (BIPA) (Pub. L.
106-554), enacted on December 21,
2000, made further changes in the
OPPS. The OPPS was first implemented
for services furnished on or after August
1, 2000.

B. Summary of Rulemaking for the
Outpatient Prospective Payment System

* On September 8, 1998, we
published a proposed rule (63 FR
47552) to establish in regulations a PPS
for hospital outpatient services, to
eliminate the formula-driven
overpayment for certain hospital
outpatient services, and to extend
reductions in payment for costs of
hospital outpatient services. On June 30,
1999, we published a correction notice
(64 FR 35258) to correct a number of
technical and typographic errors in the
September 1998 proposed rule
including the proposed amounts and
factors used to determine the payment
rates.

e On April 7, 2000, we published a
final rule with comment period (65 FR
18434) that addressed the provisions of
the PPS for hospital outpatient services
scheduled to be effective for services
furnished on or after July 1, 2000. Under
this system, Medicare payment for
hospital outpatient services included in
the PPS is made at a predetermined,
specific rate. These outpatient services
are classified according to a list of
ambulatory payment classifications
(APGCs). The April 7, 2000 final rule
with comment period also established
requirements for provider departments
and provider-based entities and
prohibited Medicare payment for
nonphysician services furnished to a
hospital outpatient by a provider or
supplier other than a hospital unless the
services are furnished under
arrangement. In addition, this rule
extended reductions in payment for
costs of hospital outpatient services as
required by the BBA and amended by
the BBRA. Medicare regulations
governing the hospital OPPS are set
forth at 42 CFR part 419.
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e On June 30, 2000, we published a
notice (65 FR 40535) announcing a
delay in implementation of the OPPS
from July 1, 2000 to August 1, 2000. We
implemented the OPPS on August 1,
2000.

* On August 3, 2000, we published
an interim final rule with comment
period (65 FR 47670) that modified
criteria that we use to determine which
medical devices are eligible for
transitional pass-through payments. The
August 3, 2000 rule also corrected and
clarified certain provider-based
provisions included in the April 7, 2000
rule.

* On November 13, 2000, we
published an interim final rule with
comment period (65 FR 67798). This
rule provided for the annual update to
the amounts and factors for OPPS
payment rates effective for services
furnished on or after January 1, 2001.
We implemented the 2001 OPPS on
January 1, 2001. We also responded to
public comments on those portions of
the April 7, 2000 final rule that
implemented related provisions of the
BBRA and public comments on the
August 3, 2000 rule.

e On August 24, 2001, we published
a proposed rule (66 FR 44672) that
would revise the OPPS to implement
applicable statutory requirements,
including relevant provisions of the
Medicare, Medicaid, and SCHIP
Benefits Improvement and Protection
Act of 2002 (BIPA) and changes arising
from our continuing experience with
this system. It also described proposed
changes to the amounts and factors used
to determine the payment rates for
Medicare hospital outpatient services
paid under the PPS. The changes
applied to services furnished on or after
January 1, 2002.

* On November 2, 2001, we
published a final rule (66 FR 55857) that
announced the Medicare OPPS
conversion factor for calendar year
2002. In addition, it described the
Secretary’s estimate of the total amount
of the transitional pass-through
payments for CY 2002 and the
implementation of a uniform reduction
in each of the pass-through payments
for that year.

* On November 2, 2001, we also
published an interim final rule with
comment period (66 FR 55850) that set
forth the criteria the Secretary will use
to establish new categories of medical
devices eligible for transitional pass-
through payments under Medicare’s
OPPS.

* On November 30, 2001, we
published a final rule (66 FR 59856) that
revised the Medicare OPPS to
implement applicable statutory

requirements, including relevant
provisions of BIPA, and changes
resulting from continuing experience
with this system. It addition, it
described the CY 2002 payment rates for
Medicare hospital outpatient services
paid under the PPS. This final rule also
announced a uniform reduction of 68.9
percent to be applied to each of the
transitional pass-through payments for
certain categories of medical devices
and drugs and biologicals.

* On December 31, 2001, we
published a final rule (66 FR 67494) that
delayed, until no later than April 1,
2002, the effective date of CY 2002
payment rates and the uniform
reduction of transitional pass-through
payments that were announced in the
November 30, 2001 final rule. In
addition, this final rule indefinitely
delayed certain related regulatory
provisions.

* On March 1, 2002, we published a
final rule (67 FR 9556) that corrected
technical errors that affected the
amounts and factors used to determine
the payment rates for services paid
under the Medicare OPPS and corrected
the uniform reduction to be applied to
transitional pass-through payments for
CY 2002 as published in the November
30, 2001 final rule. These corrections
and the regulatory provisions that had
been delayed became effective on April
1, 2002.

* On August 9, 2002, we published a
proposed rule (67 FR 52092) that would
revise the OPPS to implement
applicable statutory requirements and
changes arising from our continuing
experience with this system. The
changes would be applicable to services
furnished on or afterJanuary 1, 2003.
This rule also proposed to allow the
Secretary to suspend Medicare
payments “in whole or in part” if a
provider fails to file a timely and
acceptable cost report.

C. Authority for Payment Suspensions
for Unfiled Cost Reports

Authority for the provision regarding
payment suspensions for unfiled cost
reports is contained within the authority
for subpart G of 42 CFR part 405, that
is, sections 1102, 1815, 1833, 1842,
1866, 1870, 1871, 1879, and 1892 of the
Social Security Act (42 U.S.C. 1302,
1395g, 13951, 1395u, 1395cc, 1395gg,
1395hh, 1395pp, and 1395ccc) and 31
U.S.C. 3711.

D. Summary of Changes in the August
9, 2002 Proposed Rule

1. Changes Relating to the OPPS

On August 9, 2002, we published a
proposed rule (67 FR 52092) that set

forth proposed changes to the Medicare
hospital OPPS and CY 2003 payment
rates including changes used to
determine these payment rates. The
following is a summary of the major
changes that we proposed and the issues
we addressed in the August 9, 2002
proposed rule.

a. Changes Required By Statute

We proposed the following changes to
implement statutory requirements:

* Add APCs, delete APCs, and
modify the composition of some
existing APCs.

» Recalibrate the relative payment
weights of the APCs.

» Update the conversion factor and
the wage index.

* Revise the APC payment amounts
to reflect the APC reclassifications, the
recalibration of payment weights, and
the other required updates and
adjustments.

* Cease transitional pass-through
payments for drugs and biologicals
(including blood and blood products)
and devices (including brachytherapy),
that will, on January 1, 2003, have been
paid under transitional pass-through
methodology for at least 2 years.

b. Additional Changes to OPPS

We proposed the following additional
changes to the OPPS and Payment
Suspension Provisions:

* Creation of new evaluation and
management service codes for
outpatient clinic and emergency
department encounters for
implementation no earlier than January
1, 2004.

» Changes to the list of services that
we do not pay in outpatient
departments because we define them as
inpatient only procedures.

» Changes to our policy of
nonpayment for procedures on the
inpatient only list in special cases
involving death or transfer before
inpatient admission.

» Changes to our policy governing
observation in cases of direct admission
to observation.

» Changes to status indicators for
Healthcare Common Procedure Coding
System (HCPCS) codes.

» Changes to our policies governing
dialysis for end-stage renal disease
(ESRD) patients and regarding partial
hospitalization.

C. Changes to the Regulations Text

A. We proposed to make the following
changes to our regulations:

Amend §419.66(c)(1) to specify that
we must establish a new category for a
medical device if it is not described by
any category previously in effect as well
as an existing category.

2. Changes Relating to Payment
Suspension for Unfiled Cost Reports
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We proposed to revise § 405.371(c) to
specify that we may suspend Medicare
payments “in whole or in part” if a
provider has failed to timely file an
acceptable cost report. This provision is
consistent with the existing provisions
in §405.371(a) governing the
suspension of Medicare payments “in
whole or in part” under certain
conditions. We believe the Medicare
program would benefit because
immediate complete payment
suspension can be disruptive to
providers and may negatively affect the
care of Medicare patients.

E. Summary of the November 2, 2001
Interim Final Rule with Comment Period

On November 2, 2001, we published
an interim final rule with comment
period in the Federal Register (66 FR
55850) that set forth the criteria for
establishing new categories of medical
devices eligible for transitional pass-
through payments under Medicare’s
hospital OPPS as required by section
1833(t)(6)(B)(ii) of the Act, as amended
by BIPA.

In the April 7, 2000 final rule with
comment period (65 FR 18480), we
defined new or innovative devices using
eight criteria, three of which were
revised in our August 3, 2000 interim
final rule with comment period (65 FR
47673—74). These criteria remained
applicable when defining a new
category for devices, (that is, devices to
be included in a category must meet all
previously established applicable
criteria for a device eligible for
transitional pass-through payments) but
we revised the definition of an eligible
device to conform the requirements of
amended section 1833(t)(6)(B)(ii) of the
Act.

We also clarified our criterion that
states that a device must be approved or
cleared by the Food and Drug
Administration (FDA).

In establishing the criteria for
establishing additional categories, the
Act mandates that new categories be
established for devices that were not
being paid for as an outpatient hospital
service as of December 31, 1996 and for
which no categories in effect (or
previously in effect) are appropriate, in
such a way that no device is described
by more than one category and the
average cost of devices to be included in
the category is not insignificant in
relation to the APC payment amount for
the associated service. Based on these
requirements, we used the following
criteria to establish a category of
devices:

» Substantial clinical improvement.
The category describes devices that
demonstrate a substantial improvement

in medical benefits for Medicare
beneficiaries compared to the benefits
obtained by devices in previously
established categories or other available
treatments, as described in regulations
at new §419.66(c)(1).

* Cost. We determine that the
estimated cost to hospitals of the
devices in a new category (including
any candidate devices and the other
devices that we believe will be included
in the category) is “not insignificant”
relative to the payment rate for the
applicable procedures.

We received five timely items of
correspondence on the November 2,
2001 interim final rule with comment
period. Summaries of the public
comments and our responses to those
comments are set forth below under the
appropriate section heading of this final
rule with comment period.

F. Public Comments and Responses to
the August 9, 2002 Proposed Rule

We received approximately 1,000
timely items of correspondence
containing multiple comments on the
August 9, 2002 proposed rule. Of that
total, we received eight comments
relating to the payment suspension
provision described in section 1.D.2.
Summaries of the public comments
received on other provisions and our
responses to those comments are
provided below in section L.F.2 of this
preamble.

1. OPPS

We received comments from various
sources including but not limited to
health care facilities, physicians, drug
and device manufacturers, and
beneficiaries. Hospital associations and
the Medicare Payment Advisory
Commission (MedPAC) generally
supported our proposed approach to
revising the relative weights and
incorporating the drugs and devices into
payment for APCs. Pharmaceutial and
medical device manufacturers and some
individual hospitals that furnish
particular devices or drugs were
concerned with the proposed reductions
in payment for medical devices and
drugs. We received many thoughtful
comments from a wide range of
commenters with regard to
methodological issues in OPPS. In
addition, several comments provided
data to support their assertions. The
following are the major OPPS related
issues addressed by the commenters:

+ Expiration of pass-through payment
for most devices and drugs/biologicals.

 Extent of reduction in payments for
devices compared to payments in 2002.

* Potential impact on access to care of
proposed payments.

* The proposal to package drugs with
a per line cost less than $150 and to pay
separately for others.

» Assignment and reassignment of
codes to APGCs (including assignments to
procedural APCs from new tech APGCs).

* Quality, quantity and content of
claims data used to set payment
weights.

* Continuation of a list of procedures
that are not paid under OPPS because
we believe that they should be
performed as inpatient services.

* Policy on payment for outpatient
observation care.

* Creation of evaluation and
management codes for OPPS use.

Summaries of the public comments
received and our responses to those
comments are set forth below under the
appropriate headings of this final rule
with comment period.

2. Payment Suspension for Unfiled Cost
Reports

Comments and Responses

Comment: All of the commenters
stated that the rule provides for
increased flexibility and a reduction in
the financial impact of payment
suspensions on providers. They
indicated the increased flexibility
would allow providers to receive partial
payments from Medicare, which would
lessen the financial impact of payment
suspensions.

Response: We appreciate the hospital
associations supporting this change.

Comment: One commenter suggested
that payment suspension be limited to
those payments directly determined by
the cost report.

Response: We believe that immediate
suspension of all payments when a cost
report is not filed timely may not always
be the appropriate response. However, if
we require a provider to file a cost
report, it is important for the cost report
to be filed in a timely manner regardless
of the amount of payment that is
determined based on the cost report. We
need flexibility in determining the
amount of a provider’s payments to
suspend if its cost report is not filed
timely. This could include the potential
suspension of payments that are not
determined by the cost report. Thus, we
will retain §405.371 of the regulation as
set forth in the proposed rule.

II. Changes to the Ambulatory Payment
Classification (APC) Groups and
Relative Weights

Under the OPPS, we pay for hospital
outpatient services on a rate-per-service
basis that varies according to the APC
group to which the service is assigned.
Each APC weight represents the median
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hospital cost of the services included in
that APC relative to the median hospital
cost of the services included in APC
601, Mid-Level Clinic Visits. The APC
weights are scaled to APC 601 because
a mid-level clinic visit is one of the
most frequently performed services in
the outpatient setting.

Section 1833(t)(9)(A) of the Act
requires the Secretary to review the
components of the OPPS not less often
than annually and to revise the groups
and related payment adjustment factors
to take into account changes in medical
practice, changes in technology, and the
addition of new services, new cost data,
and other relevant information. Section
1833(t)(9)(A) of the Act requires the
Secretary, beginning in 2001, to consult
with an outside panel of experts when
annually reviewing and updating the
APC groups and the relative payment
weights.

Finally, section 1833(t)(2) of the Act
provides that, subject to certain
exceptions, the items and services
within an APC group cannot be
considered comparable with respect to
the use of resources if the highest
median or mean cost item or service in
the group is more than 2 times greater
than the lowest median cost item or
service within the same group (referred
to as the ““2 times rule”).

We use the median cost of the item or
service in implementing this provision.
The statute authorizes the Secretary to
make exceptions to the 2 times rule “in
unusual cases, such as low volume
items and services.”

For purposes of the proposed rule and
for this final rule with comment period,
we analyzed the APC groups within this
statutory framework.

A. Recommendations of the Advisory
Panel on APC Groups

1. Establishment of the Advisory Panel

Section 1833(t)(9)(A) of the Act,
requires that we consult with an outside
panel of experts when annually
reviewing and updating the APC groups
and the relative weights. The Act
specifies that the panel will act in an
advisory capacity. The expert panel,
which is to be composed of
representatives of providers, is to review
and advise us about the clinical
integrity of the APC groups and their
weights. The panel is not restricted to
using our data and may use data
collected or developed by organizations

outside the Department in conducting
its review.

On November 21, 2000, the Secretary
signed the charter establishing an
““Advisory Panel on APC Groups” (the
Panel). The Panel is technical in nature
and is governed by the provisions of the
Federal Advisory Committee Act
(FACA) as amended (Pub. L. 92-463).
To establish the Panel, we solicited
members in a notice published in the
Federal Register on December 5, 2000
(65 FR 75943). We received applications
from more than 115 individuals
nominating either themselves or a
colleague. After carefully reviewing the
applications, we chose 15 highly
qualified individuals to serve on the
Panel. The first APC Panel meeting was
held on February 27, February 28, and
March 1, 2001, to discuss the 2001 APCs
in anticipation of the 2002 OPPS.

We published a notice in the Federal
Register on December 14, 2001, to
announce the location and time of the
second Panel meeting, a list of agenda
items, and that the meeting was open to
the public. We also provided additional
information through a press release and
on our Web site. We convened the
second meeting of the Panel on January
22 through January 24, 2002.

2. General Issues Considered by the
Advisory Panel

In the proposed rule, we summarized
the Panel’s discussion of a
recommendation by the Panel’s
Research Subcommittee concerning the
format of written submissions and oral
presentations to the Panel and of several
general OPPS payment issues.

Content for Future Presentations to the
Panel

During the 2001 meeting, the Panel
members felt that requiring consistency
for all presentations with regard to
format, data submission, and general
information would assist them in
analyzing the submissions and
presentations and making
recommendations. Therefore, upon the
Panel’s recommendation, the Research
Subcommittee was established during
the 2001 meeting.

The Panel began its 2002 meeting by
considering the Research
Subcommittee’s recommendation to the
Panel on requirements for written
submissions and oral presentations. The
Research Subcommittee recommended
that all future oral presentations and

written submissions contain the
following:

» Name, address, and telephone
number of the proposed presenter.

 Financial relationship(s), if any,
with any company whose products,
services, or procedures are under
consideration.

* CPT codes involved.

* APC(s) affected.

* Description of the issue.

 Clinical description of the service
under discussion, with comparison to
other services within the APC.

* Description of the resource inputs
associated with the service under
discussion, with a comparison to
resource inputs for other services within
the APC.

* Recommendations and rationale for
change.

» Expected outcome of change and
potential consequences of no change.

The Panel adopted the Subcommittee
s recommendation. Presentations for the
2003 meeting must contain, at a
minimum, this information.

Inpatient Only List

At its February 2001 meeting, the
Panel discussed the existence of the
inpatient list. The Panel favored its
elimination. At the January 2002
meeting, Panel members noted that
hospitals receive no payment for a
service performed in an outpatient
department that appears on the
inpatient list, even though the physician
performing that service will receive
payment for his or her services. The
Panel believes the physician should
determine what procedure to perform
and that both the hospital and the
physician should receive payment for
the procedure. We continue to disagree
with the position taken by the Panel
regarding the inpatient list for reasons
that we discuss in detail in the April 7,
2000 final rule (65 FR 18456).

Prior to the 2002 Panel meeting, we
received requests from hospital and
surgical associations and societies to
remove certain procedures from the
inpatient list. We reviewed those
requests and presented to the Panel the
requests for which we were unable to
make a determination based on the
information submitted with the request.

The Panel considered removing the
following procedures from the inpatient
list:

Description

CPT
21390 .oiiiiiie e Treat eye socket fracture
27216 .eoveiiiiieieeeee Treat pelvic ring fracture
27235 oo Treat thigh fracture
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Description

Drain, precut, lung lesion
Insert a precut device
Incision of gallbladder
Implant spinal canal cath
Remove sympathetic nerves
Revision of aortic valve
Revision of mitral valve
Revision of pulmonary valve
Pul art balloon repr, precut
Pul art balloon repr, precut

As the Panel recommended, we
solicited comments and additional
information from hospitals and medical
specialty societies that have an interest
in these procedures. At their 2003
meeting, the Panel also recommended
that we present to them any such
comments that we receive to assist in
their evaluation of whether to
recommend removing the codes from
the inpatient list.

The Panel did recommend that we
remove from the inpatient list CPT code
47001, Biopsy of liver, needle; when
done for indicated purpose at time of
other major procedure. We agreed with
the Panel’s recommendation and we
proposed to remove 47001 from the
inpatient list. We further proposed to
assign it status indicator “N” so that
costs associated withCPT code 47001
would be packaged into the APC
payment for the primary procedure
performed during the same operative
session.

In section II.B.5 of the proposed rule,
we discussed additional procedures,
which were not considered by the
Panel, that we proposed to remove from
the inpatient list. We discussed in detail
our reasons for proposing these
additional changes, and we proposed
two new criteria that we would adopt in
the future when evaluating whether to
make a procedure on the inpatient list
payable under the OPPS. Table 6 in
section II.B.5 of the proposed rule lists
all the procedures we proposed to
remove from the inpatient list,
including those discussed by the Panel.
We considered the removal of CPT code
33967, Insertion of intra-aortic balloon
assist device, percutaneous from the
inpatient list, but did not include it in
Table 6. The Panel considered this code
for removal from the inpatient list and
had concerns about whether performing
this procedure in an outpatient setting
is appropriate. Further, we were not
able to confirm that this procedure is
being performed on Medicare
beneficiaries in an outpatient setting.
We solicited comments, including
clinical data and specific case reports,

which would support payment for CPT
33967 under the OPPS.

Our discussion of the comments we
received on this issue, our response and
the statement of final action regarding
what services to remove from the
inpatient list is contained in section
II.B.5.

Multiple Bills

During its February 2001 meeting, the
Panel received oral testimony
identifying CMS exclusive use of single
procedure claims to set relative weights
for APCs as a potential problem in
setting appropriate payment rates for
APCs. Therefore, the panel asked its
Research Subcommittee to work with
CMS staff, using the Endoscopic
Retrograde Cholangiopancreatography
(ERCP) code family as a case study, to
explore the use of multiple procedure
claims data for setting relative weights.

The Subcommittee made the
following recommendations to the
Panel, which the Panel approved:

* We should continue to explore the
use of multiple procedure claims data
for setting payment rates but should
continue to use only single procedure
claims data to determine relative
payment weights for CY 2003.

» We should work with the APC
Panel to explore the use of multiple
claims data drawn from OPPS claims for
services such as radiation oncology in
time for the next APC Panel meeting.

* We should educate hospitals on
appropriate coding and billing practices
to ensure that claims with multiple
procedures are properly coded and that
costs are properly allocated to each
procedure.

One presenter to the panel suggested
a method to increase the number of
claims that could be considered as
single claims. Currently, we consider
any claim submitted with two or more
primary codes (that is, a code assigned
to an APC for separate payment) to be
a multiple procedure claim. When these
claims contain line items for revenue
centers without an accompanying
Healthcare Common Procedure Coding
System (HCPCS) code there is no way to

determine the appropriate primary code
with which to package the revenue
center. The presenter suggested that we
consider all claims where every line
contains a separately payable HCPCS
code as a single procedure claim,
reasoning that on such claims we do not
have to determine how and where to
“package” line items not identified by a
separately payable HCPCS code. Where
every line item contains a separately
payable HCPCS code, every cost can
easily be allocated to a separately
payable HCPCS code on the line item
and all costs for each HCPCS code can
then be accurately and completely
determined.

We agreed with that suggestion. In
section II.B.4 of the proposed rule, we
described how we determined the
number of single claims used to set the
APC relative weights proposed for 2003
using this methodology. We requested
comments on our methodology.

Discussion of the comments we
received on this issue, our responses,
and the statement of final action are
contained in section IILA.

Packaging

We sought the Panel’s guidance on
whether we should package the costs of
HCPCS codes for radiologic guidance
and radiologic supervision and
interpretation services whose
descriptors require that they only be
performed in conjunction with a
surgical procedure.

In the proposed rule, we discussed
why we package the costs of certain
procedures. We specified for example,
that ““add-on” procedures and radiologic
guidance procedures should never be
billed on a claim without the code for
an associated procedure. A facility
should not submit a claim for
ultrasound guidance for a biopsy unless
the claim also includes the biopsy
procedure, because the guidance is
necessary only when a biopsy is
performed. A claim for a packaged
guidance procedure (or a supervision
and interpretation procedure whose
descriptor requires it be performed in
association with a surgical procedure)
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would be returned to the provider for
correction and resubmission.

Also, we explained that we use
packaging because billing conventions
allow hospitals to report costs for
certain services using only revenue
center codes (that is, hospitals are not
required to specify HCPCS codes for
certain services). Packaging allows these
costs to be captured in the data used to
calculate median costs for services with
an APC.

After hearing the requests of several
presenters, (details discussed at 66 FR
52098 of the proposed rule) the Panel
concluded that, even though we could
be setting relative weights based on
error claims, we should not package
additional radiologic guidance and
supervision and interpretation
procedures and should continue to
explore methodologies that would allow
these procedures to be recognized for
separate payment. The Panel also
recommended that radiology guidance
codes that were in APC 268 for CY 2001
but that were designated with status
indicator “N”” as packaged services in
2002, be restored as separately payable
services for CY 2003. The Panel
requested that this topic be placed on
the agenda for the next Panel meeting.

Our discussion of the comments we
received on this issue, our responses
and a statement of final action is
contained in section III.B.

Add-On Codes

As discussed in the proposed rule (66
FR 52098), we presented for the Panel’s
consideration several options for
payment of add-on codes, including
assignment of status indicator “N” to
package them into the payment for the
base procedure. After thorough review,
the Panel concluded that we should
continue to pay for add-on codes
separately, setting relative weights with
the use of single procedure claims in
spite of the fact that these were error
claims. The Panel asked us to continue
exploring ways to most appropriately
pay for these services. They requested
that this item also be placed on the
agenda for the next Panel meeting.

We proposed to accept the
recommendations of the APC Panel both
for packaging radiology guidance and
supervision and interpretation codes
and for payment of add-on codes. We
proposed to pay separately in 2003 for
radiology guidance codes that were paid
in APC 268 in CY 2001 but that were
packaged in 2002.

3. Recommendations of the Advisory
Panel and Our Responses

In the proposed rule, we summarized
the issues considered by the Panel, the

Panel’s APC recommendations and our
subsequent action with regard to the
Panel’s recommendations. The most
recent data available for the Panel to
review in considering specific APC
groupings were the 1999-2000 pre-
OPPS claims data that were the basis of
the CY 2002 relative payment weights.
In the proposed rule, we provided a
detailed summary of the Panel
discussion and recommendations (67 FR
52098-52102). See the proposed rule for
more details regarding these
discussions. The APC titles are shown
in this discussion of the APC Panel
recommendations as they existed when
the APC Panel met in January 2002. In
a few cases the APC titles were changed
for the proposed 2003 OPPS and
therefore some APCs do not have the
same title in Addendum A as they have
in this section.

As discussed below, the Panel
sometimes declined to recommend a
change in an APC even though the APC
violated the 2 times rule. In section
I1.B.1 of this preamble, we discuss our
proposals regarding the 2 times rule
based on the CY 2001 data we are using
to recalibrate the 2003 APC relative
weights. Section II.B.1 also details the
criteria we use in deciding to make an
exception to the 2 times rule. We asked
the Panel to review many of the
exceptions we implemented in 2001 and
2002. We refer to the exceptions as
“violations of the 2 times” rule in the
following discussion.

APC 215: Level I Nerve and Muscle

Tests
APC 216: Level III Nerve and Muscle

Tests
APC 218: Level I Nerve and Muscle

Tests

We presented this agenda item
because APC 215 appeared to violate the
2 times rule. In order to remedy this
violation, we asked the Panel to
consider the following changes:

* Move CPT codes 95858, 95921, and
95922 from APC 215 to APC 218.

* Move CPT code 95930 from APC 216
to APC 218.

* Move CPT code 92275 from APC 216
to APC 231.

* Move CPT code 95920 from APC 218
to APC 216.

The Panel recommended that the
changes we asked them to consider be
made, that is, to move CPT codes 95921
and 95922 to APC 218. However, if the
calendar year 2001 data support a move
of 95921 to APC 216, the Panel
recommended that we consider that
move.

APC 600: Low Level Clinic Visits
APC 601: Mid Level Clinic Visits
APC 602: High Level Clinic Visits

APC 610: Low Level Emergency Visits

APC 611: Mid Level Emergency Visits

APC 612: High Level Emergency Visits
We discussed the Panel’s

recommendations related to facility

coding for clinic and emergency

department visits are discussed below,

in (section X.A of this rule).

APC 296: Level I Therapeutic Radiologic
Procedures

APC 297: Level II Therapeutic
Radiologic Procedures

APC 263: Level I Miscellaneous
Radiology Procedures

APC 264: Level II Miscellaneous
Radiology Procedures

APCs 296, 263, and 264 appear to
violate the 2 times rule. We asked the
Panel to consider three options for
reconfiguring these APCs so that they
would conform with the 2 times rule.

Option 1: Create a new APC, Level III
Therapeutic Radiology Procedures, by
moving CPT code 75984 from APC 296
and 74475 from APC 297. Also, move
CPT codes 76101, 70390, and 71060
from APC 263 to APC 264 and move
CPT code 75980 from APC 297 to APC
296.

Option 2: Move CPT codes 76101,
703690, and 71060 from APC 263 to
APC 264 and move CPT code 75984
from APC 296 to APC 264. Move CPT
code 75980 from APC 297 to APC 296.

Option 3: Create a new APC, Level III
Miscellaneous Radiology

Procedures, by moving CPT codes
76080, 7036736, 76101, 70390, 74190,
and 71060 from APC 263. Move CPT
code 74327 from APC 296 to APC 263
and move CPT code 75980 from APC
297 to APC 296. APC 264 remains
unchanged.

The Panel noted that none of the
options that we presented resolve all of
the 2 times violations. However, the
Panel agreed that Option 2 would create
more clinically coherent APCs without
creating a new APC based on
anticipated device costs that would be
billed in 2002. In addition, the Panel
invited the American College of
Radiology and other interested parties to
proposed further changes for the Panel’s
consideration next year.

We proposed to accept the Panel’s
recommendations that option 2 be
implemented.

APC 230: Level I Eye Tests and

Treatments
APC 231: Level IIl Eye Tests and

Treatments
APC 232: Level I Anterior Segment Eye

Procedures
APC 233: Level II Anterior Segment Eye

Procedures
APC 234: Level III Anterior Segment Eye

Procedures
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APC 235: Level I Posterior Segment Eye

Procedures
APC 236: Level II Posterior Segment Eye

Procedures
APC 237: Level III Posterior Segment

Eye Procedures
APC 238: Level I Repair and Plastic Eye

Procedures
APC 239: Level II Repair and Plastic Eye

Procedures
APC 240: Level III Repair and Plastic

Eye Procedures
APC 241: Level IV Repair and Plastic

Eye Procedures
APC 242: Level V Repair and Plastic Eye

Procedures
APC 247: Laser Eye Procedures Except

Retinal
APC 248: Laser Retinal Procedures
APC 698: Level Il Eye Tests and

Treatments
APC 699: Level IV Eye Tests and

Treatments

We asked the Panel to review these
APCs to address clinical inconsistencies
and violations of the 2 times rule. We
suggested creating a new level for
posterior segment eye procedures and
other changes in order to make the
groups more clinically coherent, as
follows:

* Move CPT codes 65260 and 67218
from APC 237 to 236.

* Create a new APC (Level IV Posterior
Segment Eye Procedures) by moving
CPT codes 67107, 67112, 67040, and
67108 from APC 237.

* Move CPT codes 67145, 67105, and
67210 from APC 247 to APC 248.

* Move CPT code 66999 from APC 247
to APC 232.

* Move CPT code 67299 from APC 248
to APC 235.

* Move CPT codes 65855, 66761, and
66821 from APC 248 to APC 247.

* Move CPT code 67820 from APC 698
to APC 230.

* Move CPT code 67208 from APC 231
to APC 235.

* Move CPT codes 92226, 92284,
65205, 92140 from APC 231 to APC 698.

* Move CPT code 92235 from APC 231
to APC 699.

* Move CPT code 68100 from APC 233
to APC 232.

* Move CPT code 65180 from APC 233
to APC 234.

» Create a new APC (Level IV Anterior
Segment Eye Procedures) by moving
CPT codes 66172, 66185, 66180, 66225
from APC 234.

* Move CPT code 92275 from APC 216
to APC 231.

No presenters commented on these
APCs, and, after brief discussion, the
Panel recommended concurrence with
our suggested changes. We proposed to
accept the Panel’s recommendations.
We noted in the proposed rule that

when we were able to use 2001 claims
data to re-evaluate the changes
recommended by the Panel for these
APCs, we found violations of the 2
times rule in the reconfigured APCs.
Nonetheless, we proposed to accept the
Panel’s recommendations because they
result in more clinically coherent APCs.
We solicited comments on further
changes that would address the
violations of the 2 times rule.

APC 110: Transfusion

APC 111: Blood Product Exchange

APC 112: Apheresis, Photopheresis, and

Plasmapheresis

We presented these APCs to the Panel
in 2001 because of their low payment
rates and concern that our cost data
were inaccurate. These APCs were on
the 2002 agenda in order to obtain
further comment on our cost data. We
suggested no changes in the structure of
these APCs.

The Panel recommended that plasma
derivatives be placed in their own APCs
and classified in the same manner as
whole blood products. In addition, the
Panel observed that hospitals incur
additional costs with each unit of blood
product transfused and, therefore,
recommended that APC 110 be revised
to allow for the costs of additional units
of blood product and clinical services.

In section IV.D of this rule, we
discussed our payment proposals for
drugs and biologicals for which pass-
through payments are scheduled to
expire in 2003. Those proposals would
affect payment for blood and blood
products. We proposed not to accept the
Panel’s recommendation to change
current OPPS payment policy for
transfusions.

Panel Recommendations to Defer
Changes Pending Availability of 2001
Claims Data

Regarding the remaining APC groups
that are addressed below, the Panel
recommended that we make no changes
until data from claims billed in 2001
under the OPPS become available for
analysis. The Panel further requested
that we place the APC groups in this
section on the agenda for consideration
at its meeting in 2003. The changes that
we proposed for the APCs in this
section are based upon our review of the
2001 claims data, which did not become
available until March 2002.

APC 203: Level V Nerve Injections
APC 204: Level VI Nerve Injections
APC 206: Level III Nerve Injections
APC 207: Level IV Nerve Injections

Several presenters to the Panel
suggested changes in the configuration
of these APCs because of concerns that
the current classifications result in

payment rates that are too low relative
to the resource costs associated with
certain procedures in the APCs. Several
of these APCs include procedures
associated with drugs or with device
categories for which pass-through
payments are scheduled to expire in
2003. The Panel recommended that we
not change the structure of these APCs
at this time. Because the structure of
these APCs was substantially changed
for 2002, and 2002 cost data was not yet
available, the Panel felt it would be
appropriate to review 2002 cost data
prior to making further structural
changes to these APCs. We proposed to
accept the Panel’s recommendation.

We will place these APCs on the
Panel’s agenda when 2002 cost data
becomes available.

APC 43: Closed Treatment Fracture

Finger/Toe/Trunk
APC 44: Closed Treatment Fracture/

Dislocation, Except Finger/Toe/Trunk

On the basis of 1999-2000 claims
data, these APCs violate the 2 times
rule. The Panel reviewed these APCs
and recommended no changes.

Our subsequent review of 2001 OPPS
cost data shows continuing violations of
the 2 times rule and that costs within
these APCs are virtually identical.
Therefore, we proposed to combine
APCs 43 and 44 into APC 43. The
procedures in the consolidated APC are
clinically homogeneous.

APC 58: Level I Strapping and Cast

Application
APC 59: Level II Strapping and Cast

Application

The Panel reviewed these APCs and
recommended that no changes be made
pending analysis of 2001 claims data.
The Panel did recommend that billing
instructions be developed on the
appropriate use of the codes in these
APCs. We agreed with the Panel’s
recommendation regarding the need for
billing instructions, and we expect to
develop such instructions for hospitals
to use in 2003.

Our subsequent review of 2001 claims
data reveals that, in some cases, costs
for short casts and splints are greater
than costs for long casts and splints.
Moreover, the proposed payments for
these two APCs, based on 2001 OPPS
data, would not differ significantly from
each other. Therefore, we proposed to
combine the codes in APC 58 and APC
59 into a single APC, APC 58.
Combining these APCs does not
compromise clinical homogeneity. The
relative weight of the proposed single
APC is virtually identical to the relative
weight of each of the two current APGCs.
We proposed to continue to work with
hospitals to develop appropriate coding
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for these services and will review the
appropriate APC structure for these
services next year.

APC 279: Level I Angiography and
Venography Except Extremity

APC 280: Level I Angiography and
Venography Except Extremity

Without the benefit of 2001 OPPS
claims data, it was difficult for the Panel
to determine whether the apparent
violation of the 2 times rule in APCs 279
and 280 was attributable to
underreporting of procedures or
inaccurate coding. Therefore, the Panel
recommended no changes pending the
availability of the more recent claims
data. After subsequently reviewing the
2001 claims data, we proposed to move
CPT codes 75978, Transluminal balloon
angioplasty, venous, radiological
supervision and interpretation, and
75774, Angiography, selective, each
additional vessel studied after basic
examination, radiological supervision
and interpretation, to new APC 0668.
This would resolve violations of the 2
times rule and result in clinically
coherent APCs.

APC 115: Cannula/Access Device
Procedures

We proposed to move CPT code
36860, External Cannula Declotting;
without balloon catheter, to APC 103,
Miscellaneous Vascular Procedures. We
believe this makes both APC 115 and
APC 103 more clinically homogeneous
and it resolves a violation of the 2 times
rule in APC 115 that was caused by the
presence of CPT code 36860.

APC 93: Vascular Repair/Fistula
Construction

APC 140: Esophageal Dilation without
Endoscopy

APC 141: Upper GI Procedures

APC 142: Small Intestine Endoscopy

APC 143: Lower GI Endoscopy

APC 144: Diagnostic Anoscopy

APC 145: Therapeutic Anoscopy

APC 146: Level I Sigmoidoscopy

APC 147: Level II Sigmoidoscopy

APC 148: Level I Anal/Rectal Procedure

APC 149: Level II Anal/Rectal Procedure

Our subsequent review of 2001 claims
data suggests that the cost data for APCs
144 and 145 are aberrant. The cost data
for these APCs yield relative weights
and payments that are significantly
higher than the relative weights for
APCs 146 and 147, which consist of
similar procedures performed through a
sigmoidoscope rather than an anoscope.
As currently arranged, the APC
configuration for these services could
provide a financial incentive for
hospitals to perform unnecessary
anoscopic procedures, either alone or
with a sigmoidoscopy. To rectify this

problem, we proposed to move the
procedures in APCs 144 and 145 to APC
147 with the exception of CPT code
46600, Anoscopy; diagnostic, which we
proposed to assign to APC 340, Minor
Ancillary procedures. We believe these
changes would result in clinically
coherent APCs with appropriate relative
weights and payment rates.

APC 363: Otorhinolaryngologic
Function Tests

Based on 2001 claims data, we
proposed to move CPT codes 92543,
92588, 92520, 92546, 92516, 92548, and
92584 to new APC 0660 (Level III
Otorhinolaryngolgic Function Tests).
This change would resolve a 2 times
rule violation and create clinically
coherent APCs.

APC 96: Non-Invasive Vascular Studies

APC 265: Level I Diagnostic Ultrasound
Except Vascular

APC 266: Level II Diagnostic Ultrasound
Except Vascular

APC 267: Vascular Ultrasound

APC 269: Level I Echocardiogram
Except Transesophageal

APC 270: Transesophageal
Echocardiogram

The APC Panel recommended making
no changes in the configuration of these
APCs. Based on 2001 claims data, we
proposed to make several changes in
order to resolve 2 times rule violations
and to make these APCs more clinically
coherent. Specifically, we proposed to
move CPT code 43499 from APC 0140
to APC 141; CPT code 93721 from APC
0096 to APC 368; CPT code 93740 from
APC 0096 to APC 367; CPT code 93888
from APC 0267 to APC 266; and CPT
code 93931 from APC 0267 to APC 266.
We also proposed to move CPT codes
78627, 76825, and 93320 from APC
0269 to new APC 0671 to achieve more
clinical coherence. We also proposed to
create new APC 0670 for intravascular
ultrasound and intracardiac
echocardiography consisting of CPT
codes 37250, 37251, 92978, 92979, and
93662.

APC 291: Level I Diagnostic Nuclear
Medicine Excluding Myocardial
Scans

APC 292: Level II Diagnostic Nuclear
Medicine Excluding Myocardial
Scans

Subsequent to the APC Panel meeting,
we received comments on these APCs
from the Nuclear Medicine Task Force.
After a thorough review of that proposal
within the context of the 2001 claims
data, we proposed to accept the
recommendations of the Nuclear
Medicine Task Force, which would
result in a complete reconfiguration of
APCs 290, 291, and 292. Although the

reconfiguration would create violations
of the 2 times rule, we agree with the
Task Force that the reconfigured APCs
are more clinically coherent. We note
that APCs 290, 291, and 292 as currently
configured would also violate the 2
times rule. Therefore, we solicited
comments on the proposed
reconfiguration of APCs 290, 291, and
292 and on alternative groupings that
would achieve clinical coherence
without violating the 2 times rule.
APC 274: Myleography
APC 179: Urinary Incontinence
Procedures
APC 182: Insertion of Penile Prosthesis
APC 19: Level I Excision/Biopsy
APC 20: Level II Excision/Biopsy
APC 21: Level IV Excision/Biopsy
APC 22: Level V Excision/Biopsy
PC 694: Level III Excision/Biopsy
Based on 2001 claims data, we
proposed to move several codes from
APC 19 to APC 20 and several codes
from ACP 20 to APC 21. Additionally,
we proposed to move CPT codes 11770,
54105, and 60512 to APC 22. We also
proposed to move CPT code 58999 to
APC 191 and CPT code 37799 to APC
35. These changes would result in
clinically coherent APCs that do not
violate the 2 times rule.

APC 24: Level I Skin Repair
APC 25: Level II Skin Repair
APC 26: Level III Skin Repair
APC 27: Level IV Skin Repair
APC 686: Level V Skin Repair

Based on 2001 claims data, we
proposed to move CPT code 43870 from
APC 0025 to APC 141; and CPT codes
with high costs from APC 26 to APC 27.
We also proposed to move the codes
remaining in APC 26 to APC 25. APC 26
would then be deleted. These changes
would result in a more compact APC
structure without compromising the
clinical homogeneity of the reconfigured
APCs and without violating the 2 times
rule. See Table 1 for the final list of
codes to be moved from APC 26 to APC
25 or APC 27.

TaBLE 1.—HCPCS CODES TO BE
MovED FrRoM APC 26 INTO APC
25 orR APC 27

2003 | 2003
APC | APC
25 27

2002 APC 26

11960
11970
12037
12047
12057
13150
13160
14000
14001
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TaBLE 1.—HCPCS CODES TO BE
MovED FrRoM APC 26 INTO APC
25 or APC 27—Continued

2003 | 2003
APC | APC
25 27

2002 APC 26

14020
14021
14040
14041
14060
14061
14300
14350
15000
15001
15050
15101
15120
15121
15200
15201
15220
15221
15240
15241
15260
15261
15351
15400
15401
15570
15572
15574
15576
15600
15610
15620
15630
15650
15775
15776
15819
15820
15821
15822
15823
15825
15826
15829
15835
20101
20102
20910
20912
20920
20922
20926
23921
25929
33222
33223
44312
44340

15580—Code Deleted
15625—Code Deleted

APC 77: Level I Pulmonary Treatment
APC 78: Level Il Pulmonary Treatment
APC 251: Level I ENT Procedures

APC 252: Level I ENT Procedures
APC 253: Level III ENT Procedures
APC 254: Level IV ENT Procedures

APC 256: Level V ENT Procedures

Based on 2001 claims data, we
proposed to address violations of the 2
times rule by moving CPT codes 40812,
42330, and 21015 from APC 0252 to
APC 253 and by moving CPT codes
41120 and 30520 to APC 254.

We are adopting the changes
discussed in the proposed rule as final
except as noted in our discussion of
specific APC changes in section II.B,
below.

B. Other Changes Affecting Ambulatory
Payment Classification (APC)
Assignments

1. Limit on Variation of Costs of
Services Classified Within a Group

Section 1833(t)(2) of the Act provides
that the items and services within an
APC group cannot be considered
comparable with respect to the use of
resources if the highest cost item or
service within a group is more than 2
times greater than the lowest cost item
or service within the same group.
However, the statute authorizes the
Secretary to make exceptions to this
limit on the variation of costs within
each group in unusual cases such as
low-volume items and services. No
exception may be made, however, in the
case of a drug or biological that has been
designated as an orphan drug under
section 526 of the Federal Food, Drug,
and Cosmetic Act.

Taking into account the APC changes
discussed in relation to the APC panel
recommendations in this section of this
preamble and the use of 2001 claims
data to calculate the median cost of
procedures classified to APCs, we
reviewed all APCs to determine which
of them would not meet the 2 times
limit. We use the following criteria
when deciding whether to make
exceptions to the 2 times rule for
affected APCs:

* Resource homogeneity.

* Clinical homogeneity.

* Hospital concentration.

 Frequency of service (volume).

* Opportunity for upcoding and code
fragmentation.

For a detailed discussion of these
criteria, refer to the April 7, 2000, final
rule (65 FR 18457).

We received several comments on this
proposal. A summary of these
comments and our responses are
provided below.

Comment: One commenter
recommended that we move CPT code
47556 (Biliary endoscopy with dilation
of biliary stricture with stent) from APC
0152 to APC 0153 because its placement
in APC 0152 violated the 2 times rule.

Response: We will not make any
changes at this time, but we will present

this issue to the APC Advisory Panel.
We do not use low-volume procedures
in determining whether an APC violates
the 2 times rule because there is a high
potential for miscoding of such
procedures and because our cost data is
less reliable. The cost data that we do
have for CPT 47556 indicates that APC
0152 is appropriate.

Comment: Several commenters
thanked us for creating a separate APC
for Computed Tomographic
Angiography (CTA) but requested that
we not use claims data to develop a
payment rate. These commenters
asserted that our claims data was faulty
because hospitals had not developed
specific charges for CTA and were using
charges for other Computed
Tomography (CT) when billing for CTA.
They recommended that we use either
the relative ratio of charges from
hospitals that billed CTA at a higher rate
than CT and use that ratio to determine
a payment rate for CTA, or use a proxy
model that the commenter had
developed.

Response: Our payment rates for CT
and CTA are different and our claims
data indicates that CTA costs more than
CT. Using claims data only from
hospitals that charge more for CTA than
CT is inappropriate, and the proxy
model has not been validated.
Therefore, we will update our payment
for CTA next year based on 2002 claims
data.

Table 2 contains the final list of APCs
that we exempt from the 2 times rule
based on the criteria cited above. In
cases in which compliance with the 2
times rule appeared to conflict with a
recommendation of the APC Advisory
Panel, we generally accepted the Panel
recommendation. This was because
Panel recommendations were based on
explicit consideration of resource use,
clinical homogeneity, hospital
specialization, and the quality of the
data used to determine payment rates.

The median cost for hospital
outpatient services for these and all
other APCs can be found at Web site:
http://www.cms.hhs.gov.

TABLE 2.—TABLE OF APCS EXEMPTED
FROM 2 TIMES RULE

APC Description

0012 ..... Level | Debridement & Destruction

0019 ..... Level | Excision/ Biopsy

0020 ..... Level Il Excision/ Biopsy

0025 ..... Level Il Skin Repair

0032 ..... Insertion of Central VVenous/Arterial
Catheter

0043 ..... Closed Treatment Fracture Finger/
Toe/Trunk

0046 ..... Open/Percutaneous Treatment
Fracture or Dislocation
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TABLE 2.—TABLE OF APCS EXEMPTED
FrRom 2 TIMES RUuLE—Continued

TABLE 2.—TABLE OF APCS EXEMPTED
FrRom 2 TIMES RULE—Continued

APC Description APC Description
0058 ..... Level | Strapping and Cast Appli- 0602 ..... High Level Clinic Visits
cation 0660 ..... Level Il Otorhinolaryngologic
0074 ..... Level IV Endoscopy Upper Airway Function Tests
0080 ..... Diagnostic Cardiac Catheterization 0692 ..... Electronic Analysis of
0081 ..... Non-Coronary  Angioplasty  or Neurostimulator Pulse Genera-
Atherectomy tors
0093 ..... Vascular Repair/Fistula Construc- 0694 ..... Mohs Surgery
tion 0698 ..... Level Il Eye Tests & Treatments
0097 ..... Cardiac and Ambulatory Blood
Pressure Monitoring 2. Procedures Moved From New
0099 ..... Electrocardiograms Technol APCs to Clinicall
0103 ..... Miscellaneous Vascular Proce- echnology S to Linically
dures Appropriate APCs
0105 ... Ri’:gg?/ge\r);os\ﬁlaorf Pacemakers, In the November 30, 2001 final rule,
0121 ..... Level | Tube changes and Repo- W€ made final our proposal to change
sitioning the period of time during which a
0140 ..... Esophageal Dilation without En- service may be paid under a new
doscopy technology APC (66 FR 59903), initially
0147 ... Level Il Sigmoidoscopy established in the April 7, 2000 final
0148 ..... Level | Anal/Rectal Procedure rule. That is, beginning in 2002, we will
8122 """ tgzz: IIIIIArL]J?:ﬁer;tzlnzr%r?glu?roce- retain a service within a new technology
""" dures APC group until we have acquired
0170 ... Dialysis adequate data that allow us to assign the
0179 ... Urinary Incontinence Procedures  service to a clinically appropriate APC.
0191 ..... Level | Female Reproductive Proc  This policy allows us to move a service
0192 ..... Level IV Female Reproductive from a new technology APC in less than
Proc o 2 years if sufficient data are available,
0203 ..... Level VI Nerve Injections and it also allows us to retain a service
0207 .| Level Il Nerve Infecion in a new technology APC for more than
0218 ..... Level Il Nerve and Muscle Tests 3 years if s.u.fﬁment data.upon which to
0225 ..... Implantation of Neurostimulator base a decision for reassignment have
Electrodes not been collected.
823(1) ----- Il:eve: :”Eée T_‘T_Stst &&T_rreatr{]ents; Effective in 2003, we will move
..... eve e Tests & Treatments
0233 ... Level Il Anyterior Segment Eye Pro- sAeggral pr().ce?dures from new technology
cedures s to clinical APCg. Those
0235 ... Level | Posterior Segment Eye prqcedures and tl}e ghnlcal APCs to
Procedures which we are assigning the procedures
0238 ..... Level | Repair and Plastic Eye for payment in 2003 are identified in
Procedures Table 3. Based upon our review of the
0239 ..... Level Il Repair and Plastic Eye 2001 outpatient prospective payment
Procedures system (OPPS) claims data, we believe
0252 ..... Level Il ENT Procedures that we have sufficient information
8260 """ Level | Plain Film Except Teeth upon which to base assignment of these
74 ... Myelography L. .
0286 ... Myocardial Scans prpcedures .to c}lnlcal APQS. In making
0290 ... Level | Diagnostic Nuclear Medi- this determination, we reviewed both
cine Excluding Myocardial Scans  single and multiple procedure claims. In
0291 ..... Level Il Diagnostic Nuclear Medi- the proposed rule at 67 FR 52103, we
cine Excluding Myocardial Scans  discuss the procedures that we followed
0294 ... Level I Therapeutic Nuclear Medi- to make this determination. In some
cine , . cases we proposed classification of a
0297 ... Le;f(l)cel(ljur'(l;r;erapeutlc Radiologic 6y technology procedure in an APC
0303 ..... Treatment Device Construction With procedur(?s that are similar both
0304 ..... Level | Therapeutic Radiation clinically _and in terms of resource
Treatment Preparation consumption. In other cases, we
0330 ..... Dental Procedures proposed to create a new APC for a new
0345 ... Level | Transfusion Laboratory technology procedure because we do
Procedures not believe any of the existing APCs
0354 ..... Administration of Influenza/Pneu- ontain procedures that are clinically
monia Vaccine similar and similar in terms of resource
0356 ..... Level Il Immunizations . s s
0367 .. Level | Pulmonary Test consumption. We sohqted comments
0368 ... Level Il Pulmonary Tests on our proposed reassignment of the
0370 ... Allergy Tests new technology procedures listed in
0373 ... Neuropsychological Testing Table 3 of the proposed rule (67 FR
0600 ..... Low Level Clinic Visits 52103-52104).

We received several comments on this
proposal which are summarized below.

Comment: Several commenters
brought to our attention that, as a result
of moving codes for proton beam
radiation therapy out of APC 0710 and
APC 0712 (new technology codes) and
into APC 0664 (Proton beam radiation
therapy), simple treatments would
receive a higher payment while
intermediate and complex treatments
would receive a lower payment.
Commenters requested that these codes
remain in APCs 0710 and 0712 or be
split into separate APCs.

Response: We thank the commenters
for bringing this to our attention, and we
agree that codes for simple proton beam
radiation therapy (CPT 77522 and CPT
77520) should be placed in a different
APC than codes for intermediate (CPT
77523) and complex (CPT 77525)
radiation therapy. However, it would be
inappropriate to return these codes to
their previous new technology APCs
(0712 and 0712) due to our having
sufficient claims data to place them in
their own APCs. Therefore, we will
place codes for simple radiation therapy
(CPTs 77522 and 77520) in APC 0664
and codes for intermediate (CPT 77523)
and complex (CPT 77525) therapy in the
newly created APC 0650.

Comment: Numerous commenters
expressed concern over the movement
of HCPC G0173 (Stereo radiosurgery,
complete) from APC 0721 (New
Technology Level XV $5,000-$6,000) to
APC 0663 (Stereotactic radiosurgery),
resulting in lower payment.
Commenters requested that HCPCS
G0173 be returned to APC 0721 (New
Technology Level XV $5,000-$6,000)
because our current data includes both
linear accelerator and multi source
treatments.

Response: We agree with commenters
and have returned HCPC G0173
(Stereotactic radiosurgery, complete) to
APC 0721 (New Technology Level XV
$5,000-%$6,000). We will review our
claims data for next year’s proposed rule
to determine appropriate placement for
all stereotactic radiosurgery procedures.

Comment: Many commenters brought
to our attention that G0251 (Stereotactic
radiotherapy, multisession) was
erroneously omitted from the proposed
rule. Commenters asserted that G0251
differs substantially from G0173 and
G0243, and they requested that G0251
be reinstated and placed in an APC that
pays more than APC 0721 (New
Technology Level XV $5,000-$6,000).

Response: We thank the commenters
for bringing this to our attention, and we
agree that the elimination of G0251 in
the proposed rule was in error.
However, we do not agree with the
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placement of G0251 in an APC that pays
more than APC 0721 (New Technology
Level XV $5,000-$6,000). Although
there are significant fixed costs for all
stereotactic radiosurgery procedures,
our review of cost data does not show
that our current APC assignment for
G0251 (APC 713) is inappropriate. We
will review the APC assignments for all
stereotactic radiosurgery procedures
next year when we have 2002 claims
data available.

Comment: A commenter expressed
concern over the bundling of payments
for CPT 77370 (Special medical
radiation physics consultation) and CPT
77336 (Continuing medical physics
consultation) into code G0242
(Multisource photon stereotactic plan)
based on the understanding that G0242
is unrelated to CPT 77370 and CPT
77336. The commenter requested that
CPT 77370 and CPT 77336 be
unbundled from G0242.

Response: We want hospitals to bill
all resources associated with G0242 in
one code. G0242 includes the work of a
physicist and other staff, therefore it is
appropriate that the resources used for
CPT 77370 and CPT 77336 remain
bundled with G0242. Separate payment
for 77370 and 77336 would result in
duplicate payment.

Comment: Many commenters
expressed concern that FDG PET
procedures are moving to a new clinical
APC 0667 (Nonmyocardial positron
emission tomography) with a payment
of $971—a reduction of $404. The
commenters asserted that although the
proposed rule would continue separate
pass-through payment for FDG (in APC
1775), the proposed new payment
would not cover the cost of the PET
procedure and would undermine access
to care.

Response: We agree that our claims
data may not accurately reflect the cost
of FDG PET procedures.

On June 29, 2001, CMS announced its
intention to issue a national coverage
determination (NCD) limiting the type
of technology that can be used to
perform Medicare-covered PET scans.

This NCD became effective January 1,
2002. We believe that our claims data
includes a significant number of PET
scans performed on coincidence
cameras that are no longer covered by
Medicare. This could have the effect of
lowering the median cost as compared
to our future claims data that will reflect
(due to the NCD) only the use of full-
ring or partial-ring PET scanners. For
this reason, until we are confident that
our claims data reflects the predominant
use of dedicated PET scanners, we will
continue to pay for FDG PET in APC
714 (New Technology—Level IX $1250—
$1500) until further review of claims
data for the 2004 final rule.

Comment: A commenter expressed
concern about our proposal to reassign
digital mammography from New
Technology APC 0707 to a clinical APC
(0699). Commenters recommended that
we retain the assignment to New
Technology APC 0707 for 1 more year
until further data analysis can be
performed.

Response: We disagree with the
commenter. Hospitals billed for
approximately 7,000 occurrences of
digital mammography in 2001,
providing us with sufficient data upon
which to calculate a median cost.

New Technology APC Issues

Comment: A manufacturer was
pleased that we designated endometrial
cryoablation as eligible for new
technology service APC payment, but
was displeased at the delay in reaching
our decision as well as the specific new
technology service APC in which the
service was placed. We proposed to
place endometrial cryoablation into new
technology service APC 980, which has
a payment rate of $1,875. The
commenter contended that endometrial
cryoablation has similar resource costs
as cryoablation of the prostate and
should be assigned to new technology
service APC 984, at $4,250, which
would cover the cost of a cryoablation
probe also. It provided a brief cost
analysis from a single major medical
center.

Response: We assigned endometrial
cryoablation into new technology
service APC 980 based on cost data
submitted.

New Technology APC for Preview
Planning Software

Comment: A manufacturer
commented on our proposal to reassign
the procedure related to Preview
Treatment Planning Software (C9708)
from its current APC 975, which pays
$625, to APC 973, which pays $250. The
manufacturer of Preview asserted that
its sales records, which it provided,
demonstrate that the cost to hospitals of
providing Preview support the
assignment of APC 975. It contended
that we must have based the new APC
assignment on faulty claims data.

Response: For the final rule, we had
access to a larger number of claims for
C9708, and we have moved it back to
APC 975.

Comment: A manufacturer was
pleased that we designated endometrial
cryoablation as eligible for new
technology service APC payment, but
was displeased at the delay in reaching
our decision as well as the specific new
technology service APC in which the
service was placed. We proposed to
place endometrial cryoablation into new
technology service APC 980, which has
a payment rate of $1,875. The
commenter contended that endometrial
cryoablation has similar resource costs
as cryoablation of the prostate and
should be assigned to new technology
service APC 984, at $4,250, which
would cover the cost of a cryoablation
probe also. It provided a brief cost
analysis from a single major medical
center.

Response: We assigned endometrial
cryoablation into new technology
service APC 980 based on cost data
submitted.

Table 3 below is the final list of
Healthcare Common Procedure Coding
System (HCPCS) reassignments of new
technology procedures.

TABLE 3.—CHANGES IN HCPCS ASSIGNMENTS FROM NEW TECHNOLOGY APCs TO PROCEDURE APCS FOR 2003

o 2002 2003

HCPCS Description 2002 Sl | 2003 SI APC APC
BX breast preCut W/ABVICE ........cueiiiiiiiiiiiie ittt S T 0710 0658
Implant pat-active ht record ... S S 0710 0680
DeCIOt VASCUIAr DBVICE .....ccvveiieiiie ettt e e e e e tee e e nnneee s T T 0972 0677
Prostatic miCrowave thermMOtX ..o T T 0982 0675
Prostatic rf thermotx .................. T T 0982 0675
Cryoablate prostate ......... T T 0982 0674
Dual energy x-ray study .. S S 0707 0288
Dual energy x-ray study ............ S S 0707 0665
Proton trmt, simple w/o comp ... S S 0710 0664
Proton trmt, SIMPIE W/COMP ..eciiiieeeiie ettt e e e naee s S S 0710 0664
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TABLE 3.—CHANGES IN HCPCS ASSIGNMENTS FROM NEW TECHNOLOGY APCs TO PROCEDURE APCs FOR 2003—

Continued
- 2002 2003
HCPCS Description 2002 Sl | 2003 SI APC APC
Proton trmt, intermMediate ........cccveeviiiiiiiiiie e S S 0712 0664
Proton treatment, complex . S S 0712 0664
Auditor evoke potent, limit . S S 0707 0218
MEQ, SPONTANEOUS ......eviiiieieieiitie et e e e e e e e e e ees T S 0972 0717
Meg, eVOKEd, SINGIE ....veiiiiiee e T S 0972 0714
Meg, evoked, each addl .. T S 0972 0712
Hyperbaric oxygen .................... S S 0707 0659
Preview TX Planning SOftWAre ..........cccociiiiiiiieiiiiieeiee e T T 0975 0973
PET img WhBD Sgl PUIM FING oot T S 0976 0667
Extrnl counterpulse, per tx ........ T T 0972 0678
Wound closure by adhesive T X 0970 0340
Stereo radoisurgery, COMPIELE ........coocuiiiiiiiiiiiiee e S S 0721 0663
Diagnostic mammography digital .............cccooieiiiiiiiiii e S S 0707 0669
Diagnostic mammaography digital . S S 0707 0669
PET img whbd ring dxlung ca ...... S S 0714 0667
PET img whbd ring init IUNG .......eoieiiiiiiiiie e S S 0714 0667
PET img whbd ring restag [un ..o S S 0714 0667
PET img whbd ring dx colorec .. S S 0714 0667
PET img whbd ring init colre ..... S S 0714 0667
PET img Whbd reStag COl .......cocuiiiiiiiiiiie e S S 0714 0667
PET img whbd ring dX Melanom ..........cccceiiiiiiiiiiii e S S 0714 0667
PET img whbd ring init melan ...... S S 0714 0667
PET img whbd ring restag mel .... S S 0714 0667
PET img whbd ring dx lymphom ... S S 0714 0667
PET img whbd ring init lymph ..o S S 0714 0667
PET img whbd ring resta lymp .... S S 0714 0667
PET img whbd reg ring dx hea .... S S 0714 0667
PET img whbd reg ring ini NEa ..o S S 0714 0667
PET img whbd ring restag hea .........ccccoiiiiiiiiii e S S 0714 0667
PET img whbd dx esophag .......... S S 0714 0667
PET img whbd ring ini esopha S S 0714 0667
PET img whbd ring restg esop S S 0714 0667
PET img metabolic brain ring S S 0714 0667
PET myocard viability ring ........... S S 0714 0667
PET WhBD colorec; gamma cam ... S S 0714 0667
PET WhBD lymphoma; gamma CaM .........coccueieiriiiieniieeeiiiee s e sieee e S S 0714 0667
PET WhBD melanoma; gamma CamM ........ccoiueieeiiieenniieeesiieessieeessneeeessneesssseeens S S 0714 0667
PET WhBD pulm nod, gamimMa CAM .........eeoiurierniirieniieeesireessieeessieeeessneeesseeeens S S 0714 0667

3. APC Assignment for New Codes 2002, we opened the assignments to
Created During Calendar Year (CY) 2002 public comment in the proposed rule. In
addition, in the proposed rule, we
proposed to create several new HCPCS
codes and APC assignments with an

During CY 2002, we created several effective date of January 1, 2003 and we
HCPCS codes to describe services newly solicited comments on these proposed
covered by Medicare and payable under codes and proposed APC assignments.
the hospital OPPS. While we have Table 4 below includes new procedural
assigned these services to APCs for CY =~ HCPCS codes either created for

and Selected Codes and APC
Assignments for 2003

implementation in July 2002, which we
intend to implement in October 2002, or
which we will implement in January

2003.

Table 4 does not include new codes
for drugs and devices for which we
established or intend to establish pass-
through payment eligibility in July or
October 2002.

TABLE 4.—NEW G CODES FOR 2002 AND 2003 FOR WHICH THERE ARE FINAL APC ASSIGNMENTS

Code Long descriptor

Effective

Final APC

Sl

G0245 ... Initial physician evaluation and management of a diabetic patient with diabetic sensory neu-
ropathy resulting in a loss of protective sensation (LOPS) which must include: 1. The diag-
nosis of LOPS, 2. A patient history, 3. A physical examination that consists of at least the
following elements: (a) Visual inspection of the forefoot, hindfoot, and toe web spaces, (b)
Evaluation of a protective sensation, (c) Evaluation of foot structure and biomechanics, (d)
Evaluation of vascular status and skin integrity, and (e) Evaluation and recommendation of

footwear. 4. Patient education.

7/1/2002

0600
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TABLE 4.—NEW G CODES FOR 2002 AND 2003 FOR WHICH THERE ARE FINAL APC ASSIGNMENTS—Continued

Code Long descriptor Effective Final APC Sl
G0246 ....... Follow-up physician evaluation and management of a diabetic patient with diabetic sensory 7/1/2002 | 0600 \Y
neuropathy resulting in a LOPS to include at least the following: 1. A patient history. 2. A
physical examination that includes: (a) Visual inspection of the forefoot, hindfoot, and toe
web spaces, (b) Evaluation of protective sensation, (c) Evaluation of foot structure and bio-
mechanics, (d) Evaluation of vascular status and skin integrity, and (e) Evaluation and rec-
ommendation of footwear. 3. Patient education.
G0247 ....... Routine foot care by a physician of a diabetic patient with diabetic sensory neuropathy result- 7/1/2002 | 0009 T
ing in a loss of protective sensation (LOPS) to include if present, at least the following: (1)
local care of superficial wounds, (2) debridement of corns and calluses, and (3) trimming
and debridement of nails.
G0248 ....... Demonstration, at initial use, of home INR monitoring for patient with mechanical heart 7/1/2002 | 0708 S
valve(s) who meets Medicare coverage criteria, under the direction of a physician; includes:
demonstrating use and care of the INR monitor, obtaining at least one blood sample, provi-
sion of instructions for reporting home INR test results, and documentation of patient ability
to perform testing.
G0249 ....... Provision of test materials and equipment for home INR monitoring to patient with mechanical 7/1/2002 | 0708 S
heart valve(s) who meets Medicare coverage criteria. Includes provision of materials for
use in the home and reporting of test results to physician; per 4 tests.
G0250 ....... Physician review, interpretation and patient management of home INR testing for a patient 7/1/2002 | N/A E
with mechanical heart valve(s) who meets other coverage criteria; per 4 tests (does not re-
quire face-to-face service).
G0252 ....... PET imaging, full and partial-ring PET scanners only, for initial diagnosis of breast cancer 10/1/2002 | 0714 S
and/or surgical planning for breast cancer (e.g., initial staging of axillary lymph nodes).
G0253 ....... PET imaging for breast cancer, full and partial-ring PET scanners only, staging/restaging of 10/1/2002 | 0714 S
local regional recurrence or distant metastases (i.e., staging/restaging after or prior to
course of treatment).
G0254 ... PET imaging for breast cancer, full and partial-ring PET scanners only, evaluation of re- 10/1/2002 | 0714 S
sponse to treatment, performed during course of treatment.
G0255 ... Current perception threshold/sensory nerve conduction test, (SNCT) per limb, any nerve ........ 10/1/2002 | N/A E
G0258 ....... Intravenous infusion during separately payable observation stay, per observation stay (must 1/1/2003 | 0340 De- X
be reported with G0244). leted
with 90-
day
grace
period
G0257 ....... Unscheduled or emergency dialysis treatment for an ESRD patient in a hospital outpatient 1/1/2003 | 0170 S
department that is not certified as an ESRD facility.
G0259 ....... Injection procedure for sacroiliac joint; arthrography ...........cccoeeiiieiiiniene e 1/1/2003 | N/A N
G0260 ....... Injection procedure for sacroiliac joint; provision of anesthetic, steroid and/or other therapeutic 1/1/2003 | 0204 T
agent and arthrography.
G0256 ....... Prostate brachytherapy using permanently implanted palladium seeds, including 1/1/2003 | 0649 T
transperitoneal placement of needles or catheters into the prostate, cystoscopy and appli-
cation of permanent interstitial radiation source.
G0261 ....... Prostate brachytherapy using permanently implanted iodine seeds, including transperitoneal 1/1/2003 | 684 T
placement of needles or catheters into the prostate, cystoscopy and application of perma-
nent interstitial radiation source.
G0263 ....... Direct admission of patient with diagnosis of congestive heart failure, chest pain or asthma 1/1/2003 | N/A N
for observation.
G0264 ....... Initial nursing assessment of patient directly admitted to observation with diagnosis other than 1/1/2003 | 0600 S
congestive heart failure, chest pain, or asthma.
G0290 ....... Transcatheter placement of a drug eluting intracoronary stent(s), percutaneous, with or with- 1/1/2003 | 0656 E
out other therapeutic intervention, any method; single vessel.
G0291 ....... Transcatheter placement of a drug eluting intracoronary stent(s), percutaneous, with or with- 1/1/2003 | 0656 E
out other therapeutic intervention, any method; each additional vessel.

HCPCS Codes Created During CY 2002

The G codes G0245 through G0250
were created to implement payment for
newly covered Medicare services due to
national coverage determinations. The G
codes G0252—-G0255 were established
October 1, 2002, as a result of national
coverage policies that became effective
October 1, 2002. These codes were
created to accurately describe the
services covered, to ensure that they
were reported correctly, to track their
utilization, and to establish payment.

We solicited comments on the APC
assignment of these services. The codes
describing evaluation and management
services were assigned to clinic visit
APCs containing similar services, and
the codes describing procedural services
were assigned to new technology APCs
or to APCs containing procedures
requiring similar resource consumption.
Because G0250 is a professional service
furnished by a physician, it is not
payable under OPPS.

We did not receive any comments on
the codes or APC assignments for
(0245, G0246, G0247, G0248, G0249,
G0250, or G0255. Therefore, we are
finalizing them as shown.

We are also finalizing APC
assignments for G0252, G0253, and
G0254. The comments and responses for
these services are discussed elsewhere
in this preamble.

We implemented HCPCS code G0258
(Intravenous Infusion(s) During
Separately Payable Observation Stay)
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effective October 1, 2002, to describe
infusion therapy given during a
separately payable observation stay. We
assigned it to APC 0340 because we
believed APC 0340 appropriately
accounts for the resources used for
infusion during observation. As
discussed in section X.B, we received
many comments opposing creation of
this code. Therefore, we will delete it
effective January 1, 2003.

New HCPCS Codes for January 1, 2003,
for Which We Proposed APC
Assignments in the August 9, 2002
Proposed Rule

In the August 9, 2002, proposed rule,
we proposed to create several new
HCPCS codes for 2003 to address issues
that have come to our attention, to
describe new technology procedures, to
implement policy proposals discussed
in the rule, and to allow more
appropriate reporting of procedures
currently described by (physician’s)
current procedural terminology (CPT)
(HCPCS Level I) codes. The codes we
proposed are as follows:

(1) GOFFF—Bone Marrow Aspiration
and Biopsy Services—we proposed to
create this code to describe bone
marrow aspiration and biopsy
performed through the same incision.
We proposed to place this code in APC
0003. This code also appears in the
proposed rule for the physician fee
schedule, published in the June 28,
2002, issue of the Federal Register (67
FR 43846). This code would facilitate
proper reporting of this procedure.

As discussed under general comments
and responses below, we received many
comments that objected to the
proliferation of G codes for the services
for which the CPT or HCPCS level II
process could be used to create a code.
After review of the comments, we agree
that this code should go through the
CPT process. Therefore, we have not
implemented the G code we proposed.
We will instead, submit a code for
“Bone Marrow Biopsy and Aspiration
Performed in the Same Bone” to CPT in
time for the 2004 CPT code cycle.

(2) G0257—Unscheduled and
Emergency Treatment for ESRD
Patients—we proposed this code to
facilitate payment for dialysis provided
to ESRD patients in the outpatient
department of a hospital that does not
have a certified ESRD facility. The
comments, responses, and final action
regarding these services are discussed in
section X.F of this rule.

(3) G0259 and G0260—Sacroiliac Joint
Injections—we proposed to create these
two codes to replace CPT code 27096,
Injection procedure for sacroiliac joint,
arthrography and/or anesthetic steroid.

CPT code 27096 describes two distinct
procedures requiring different resource
consumption. Moreover, our policy of
packaging injection procedures for
imaging required packaging of this
procedure even when it was used to
report injection of a steroid or
anesthetic. In these cases, it was
appropriately billed without another
procedure and should have been
payable. Therefore, in order to facilitate
appropriate reporting and payment for
the procedures described by CPT code
27096, we proposed to create G0259,
Injection procedure for sacroiliac joint,
arthrography, and G0260, Injection
procedure for sacroiliac joint, provision
of anesthetic and/or steroid. We
proposed to give G0259 status indicator
N, and we proposed to assign G0260 to
APC 0204.

Comment: Many commenters raised
concern over nonpayment for sacroiliac
joint injections. The commenter brings
to our attention that when a sacroiliac
joint injection, CPT code 27096
(Injection procedure for sacroiliac joint,
arthrography and/or anesthetic steroid),
is performed for anesthetic/steroid
purposes, the procedure is not being
paid since the costs are only packaged
into the arthrography imaging
component.

Response: We appreciate this concern
and agree with the commenter that
payment should be made for sacroiliac
joint injections when administered for
anesthetic/steroid purposes. Therefore,
in order to facilitate appropriate
reporting and payment for the
procedures described by CPT code
27096 (Injection procedure for sacroiliac
joint, arthrography and/or anesthetic
steroid), we have created the following
new G-codes to replace CPT code 27096:
G0259 (Injection procedure for
sacroiliac joint, arthrography) and
G0260 (Injection procedure for
sacroiliac joint, provision of anesthetic
and/or steroid). G0259 has been given
status indicator N, and G0260 has been
assigned to APC 0204.

(4) GOKKK—Prostate Brachytherapy—
we proposed this code to implement our
policy decision discussed in section
III.C.3 of the proposed rule (section IV.E
of this rule). As a result of comments we
created two new codes G0256 and
G0261. See section IV.E. for the
discussion of prostate brachytherapy.

(5) G0263 and G0264—Observation
Care—we proposed to create these codes
to describe observation care provided to
a patient who is directly admitted from
a physician’s office to a hospital for
observation care. We discussed these
codes in detail in section VIIL.B of the
proposed rule. Our discussion of the

final action, comments, and responses is
contained in section X.B of this rule.

(6) G0290, G0291; Drug Eluting
Stents—We discuss these codes in the
immediately following section.

Drug-Eluting Stents

In the August 9, 2002 proposed rule,
we discussed the exceptional
circumstances that led us to propose a
departure from our standard OPPS
payment methodology as we have done
under the inpatient PPS for Federal
fiscal year (FY) 2003 (67 FR 50003—
50005). We made this unusual proposal
to ensure consistent payment for drug-
eluting stents in both the inpatient and
outpatient settings; to ensure that
hospital resources are not negatively
affected by a sudden surge in demand
for this new technology if FDA approval
is received; and to ensure that Medicare
payment does not impede beneficiary
access to what appears to be a
potentially landmark advance in the
treatment of coronary disease.
Consistent with the special approach we
implemented in the inpatient PPS final
rule, we proposed to create two new
HCPCS codes and a new APC that may
be used to pay for the insertion of
coronary artery drug-eluting stents
under the OPPS to be effective if these
stents receive FDA approval for general
use. Of course, as with other new
procedures, FDA approval does not
mean that Medicare will always cover
the approved item. Medicare coverage
depends upon whether an item or
service is medically necessary to treat
an illness or injury as determined by
Medicare contractors based on the
specifics of individual cases.

The new HCPCS codes that we
proposed are as follows:

G0290—Transcatheter placement of a
drug eluting intracoronary stent(s),
percutaneous, with or without other
therapeutic intervention, any method;
single vessel

G0291—Transcatheter placement of a
drug eluting intracoronary stent(s),
percutaneous, with or without other
therapeutic intervention, any method;
each additional vessel

We proposed to assign G0290 and
G0291 to new APC 0656, Transcatheter
Placement of Drug-Eluting Coronary
Stents, with a status indicator of T.

To establish a payment amount for the
proposed new APC, we proposed to
apply the same assumptions that we
used in establishing the weights for
diagnosis-related group (DRG) 526
(Percutaneous Cardiovascular Procedure
with Drug-Eluting Stent with AMI) and
DRG 527 (Percutaneous Cardiovascular
Procedure With Drug-Eluting Stent
Without AMI) as described in the final
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rule implementing the FY 2003
inpatient PPS. That is, we assume a
price differential of approximately
$1,200 when drug-eluting stents are
used. We assumed an average of 1.5
stents per procedure, and we proposed
to add $1,200 to the median costs
established for APC 0104 based on 2001
claims data to determine the payment
rate for APC 656. We proposed to
calculate a relative payment weight and
payment rate for APC 0656 in
accordance with the methodology that
we discuss in section IILB. of this
preamble.

We proposed to implement payment
under APC 0656 effective April 1, 2003,
consistent with the effective date for
implementation of the drug-eluting
DRGs under the OPPS and contingent
upon FDA approval by that date. If the
FDA grants approval prior to April 1,
2003, hospitals would be paid for
insertion of coronary artery drug-eluting
stents under APC 104. Such claims may
qualify for outlier payments.

We proposed to establish the new
HCPCS codes and APC group for
coronary artery drug-eluting stents to
allow close tracking of the utilization
and costs associated with these services.
In the proposed rule, we invited
comments on this proposed
methodology for recognizing the
additional costs of drug-eluting stents
under the OPPS.

Comment: All of the commenters who
addressed our payment proposal for
drug-eluting stents supported our taking
proactive steps to create an APC for this
new technology in anticipation of FDA
approval by April 2003. However, most
of the commenters expressed concern
about the level of payment proposed for
APC 656, stating that $1,200
significantly understates the added cost
of the drug-eluting stents. One
commenter suggested that indications
from the market are projecting a cost of
$2,000 per stent. Another commenter
cited vendors who indicate that drug-
eluting stents will cost 3 times the cost
of the current stent for an approximate
cost of $3,360 each. Several commenters
stated that the incremental cost between
a bare metal and a drug-eluting stent is
expected to be $2,000. Two commenters
urged us to set the rate for APC 656
based on the actual price difference
between the current and drug-eluting
stents, and one commenter
recommended setting the initial
payment amount at a level that is 60
percent above the probable hospital
acquisition cost. One commenter asked
why we added $1,200 to APC 656 rather
than $1,800. The basis for this request
was that the incremental payment for

inpatient care was $1,800 for an average
of 1.5 stents per procedure.

Response: To establish a payment rate
for APC 656, we proposed to add $1,200
to the median cost of stent insertion
procedures in APC 104, based on
assumptions that we applied to
establish the weights for DRGs involving
drug-eluting stents under the inpatient
PPS. Based on the median cost
established for APC 104 using the 2001
claims data that were reflected in the
August 9, 2002 proposed rates, we
determined that an additional $1,200
would offset the incremental cost of an
average of 1.5 drug-eluting stents per
procedure.

We do not agree that the incremental
payment should be $1,800. Although it
is true that 1.5 stents are typically
placed per procedure, it is rare for two
stents to be placed in one coronary
artery in an outpatient setting.
Furthermore, hospitals can bill under
the OPPS a separate code for each vessel
in which a stent is placed, unlike the
inpatient PPS. Because hospitals will in
most cases be able to report each stent
placement separately in the outpatient
setting, making an incremental payment
of $1800 would significantly overpay for
each stent.

As we explain elsewhere in this
preamble, the payment rates that this
final rule implements are based on more
current data than those that were
available when we set the rates
proposed in the August 9, 2002 rule.
The rates in this final rule also reflect
adjustments intended to level the
transition from rates based on pre-OPPS
data and estimated pass-through device
and drug costs to rates based entirely on
OPPS data that reflect actual device and
drug costs reported by hospitals.

Comment: One commenter expressed
concern about our expectation that a
new technology must “transform”
medical care and be the object of
substantial demand in order to justify
making an exception to our standard
OPPS payment methodology. The
commenter believes that our rationale
for making an exception for drug-eluting
stents establishes an almost unattainable
threshold for other technologies to reach
in order to receive similar treatment in
the future. Conversely, another
commenter expressed concern that by
establishing codes and payment rates for
drug-eluting stents, we are setting a
precedent that will likely increase the
pressure to create new temporary codes
for non-breakthrough technologies. This
commenter encouraged us to maintain
highly selective criteria when creating
new codes for new technologies in the
future.

Response: As we explain at length in
the August 9, 2002 proposed rule, we
believe that drug-eluting stents are
potentially a revolutionary approach to
the treatment of coronary disease.
Ordinarily, we would expect a new
technology like the drug-eluting stent to
qualify for a pass-through payment or
for payment under a new technology
APC.

However, because the drug-eluting
stent does not meet the criteria
established for these two methods of
payment for new technology under the
OPPS, we were compelled to seek an
alternative approach in order to ensure
beneficiary access to this extraordinary
new treatment, once it receives FDA
approval, without placing an
extraordinary burden on hospital
resources. We expect that either a pass-
through payment or assignment to a
new technology APC will, in the
overwhelming preponderance of cases,
provide adequate and timely payment
under the OPPS for new technology. We
agree with the commenter who
supported maintaining highly selective
standards when establishing codes for
new technology. The threshold for such
an approach must be exceptionally high
and applicable only in the most
extraordinary and unusual cases.

Comment: One commenter asked that
we clarify how we will adjust the 2003
OPPS payment rates if FDA approval is
not given for drug-eluting stents by
April 1, 2003. The commenter is
concerned about the adverse effect on
the rates for other services that would
result from our having recalibrated and
scaled the relative payment weights for
all services, taking into account
additional payment for drug-eluting
stents that turns out not to be an
expenditure.

Response: We have reviewed the
impact of the drug-eluting stents on the
total recalibration exercise and
determined that excluding the
additional allowance for the drug-
eluting stents would not result in a
significant redistribution of funds for
other services if FDA approval were not
issued by April 1, 2003, triggering
payment under the OPPS. We estimated
that slightly fewer than one-third of the
cases paid under APC 104
(approximately 5,400 procedures)
would be performed using drug-eluting
stents during the three quarters of 2003
when payment would be made for APC
656, assuming FDA approval is issued
by April 1, 2003. Payment for the use of
drug-eluting stents represents
approximately 0.17 percent of the total
APC weights. Restoration of these
payments to the pool of weights for
other services would not measurably
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change the weights of the other APCs.
Therefore, we would not revise the 2003
APC weights if payment for drug-eluting
stents were not allowed beginning April
1, 2003.

Comment: One commenter expressed
concern that the general use of data
from other countries to set the national
payment rate for a new device in the
absence of hospital claims and cost data
raises long term issues regarding the
impact this approach would have on
manufacturers’ investment and pricing
strategies, both abroad and in the United
States. The commenter recommended
that we consider these issues in more
depth.

Response: We respond to this issue in
our discussion of MedPAC comments in
section XI.

Comment: One commenter
recommended that we carefully monitor
the use of APCs for which the national
payment rate is established based on
pricing in countries other than the
United States and the costs reported by
hospitals for those APCs. Another
commenter stated that the new HCPCS
codes for the drug-eluting stent
procedures should be temporary and
that we should ask the CPT Editorial
Board to develop national CPT codes as
soon as possible.

Response: As we indicated in the
August 9, 2002 proposed rule, we
intend to closely track the utilization
and costs associated with the drug-
eluting stents. We established the G-
codes for the use of drug-eluting stents
precisely in order to permit us to collect
these data. However, the cost data taken
from hospital claims associated with the
use of the drug-eluting stents will
ultimately be incorporated into the
current CPT codes for coronary stent
placement. We believe that the current
CPT codes describe the procedure
adequately and that separate permanent
codes specific to the use of drug-eluting
stents are not necessary based on the
expectation that drug-eluting stents will
eventually become the standard of care.

Effective for services furnished on or
after April 1, 2003, contingent upon
FDA approval of the drug-eluting stents,
we are implementing payment under
APC 656, Transcatheter Placement of
Drug-Eluting Coronary Stents, for two
temporary HCPCS codes:

G0290 Transcatheter placement of a
drug-eluting intracoronary stent(s),
percutaneous, with or without other
therapeutic intervention, any method;
single vessel.

G0291 Transcatheter placement of a
drug-eluting intracoronary stent(s),
percutaneous, with or without other
therapeutic intervention, any method;
each additional vessel.

Note that Table 6 and Addendum B
show status indicator E for HCPCS
codes G0290 and G0291 since payment
under these codes will not be effective
before April 1, 2001. However, we
include the APC for drug eluting stent
procedures (APC 0656) in Addendum A
with the payment rate and status
indicator of T to identify how these new
codes will be paid once they are
implemented.

If the FDA grants approval before
April 1, 2003, hospitals will be paid for
placement of drug-eluting stents under
APC 104. If the FDA does not grant
approval by April 1, 2003, we will
announce a new effective date for APC
0656 and for HCPCS codes G0290 and
G0291 by Program Memorandum.

G codes for Outpatient Services Under
National Clinical Trials

We have created three new G codes
for use in reporting services furnished
in hospital outpatient departments
under national clinical trials: G0292
Administration(s) of experimental
drug(s) only in a Medicare qualifying
clinical trial (includes administration
for chemotherapy and other types of
therapy via infusion and/or other than
infusion), per day.

G0293 Noncovered surgical
procedure(s) using conscious sedation,
regional, general or spinal anesthesia in
a Medicare qualifying clinical trial, per
day.

G0294 Noncovered surgical
procedure(s) using either no anesthesia
or local anesthesia only, in a Medicare
qualifying clinical trial, per day.

On September 19, 2000, Medicare
issued a national coverage decision
stating that Medicare will pay for the
routine costs of clinical trials. This
policy is published as section 30-1 of
Medicare’s Coverage Issues Manual.
Because the experimental intervention
is not covered but items and services
required solely because of the
intervention are covered, we needed to
identify ways to properly code for and
pay for the routine costs when delivered
in a hospital outpatient department.

We believe that to accurately pay for
the covered services associated with the
administration of drugs as part of a
clinical trial, we need to create a new
code to allow for correct billing and
payment for routine costs, as defined by
the national coverage determination.
Therefore, the code G0292,
“Administration(s) of experimental
drug(s) only in a Medicare qualifying
clinical trial (includes administration
for chemotherapy and other types of
therapy via infusion and/or other than
infusion), per day,” should be billed
when only experimental drugs are

administered as part of a Medicare
qualifying clinical trial. When an
experimental drug is being administered
in conjunction with payable drugs or on
the same day as payable drugs, G0292
should not be used. Instead, the
appropriate drug administration code
should be billed.

There are also procedures that may be
performed in the hospital outpatient
department as part of a qualifying
clinical trial. Because the intervention is
not covered under Medicare’s clinical
trial policy, we need a mechanism to
pay the hospital for its covered fixed
costs associated with providing the
service under the clinical trial. We have
created two codes to allow for correct
billing of procedures performed as the
focus of qualifying clinical trials, G0293
and G0294. G0293 is defined as
“Noncovered surgical procedure(s)
using conscious sedation, regional,
general or spinal anesthesia in a
Medicare qualifying clinical trial, per
day,” and G0294 is defined as
“Noncovered surgical procedure(s)
using either no anesthesia or local
anesthesia only, in a Medicare
qualifying clinical trial, per day.”

All three of these codes are for OPPS
use only. Other provider types may not
bill these codes.

The interim APC assignments for
G0292, G0293, and G0294 are APC
0708, 0710, and 0707, respectively. The
status indicator for these three codes is
S. As discussed below, this APC
assignment is subject to comment
during the comment period discussed in
section I of this rule.

General comments on creation and use
of G codes

Comment: Several commenters were
concerned about the creation of G codes
with long descriptors that appear
complex and specific to OPPS rules. In
addition, we received comments
indicating that the hospital coding
community was less familiar with G
codes and requesting that CMS consider
other existing code sets.

Response: Prior to the creation of any
G code, we examine alternative
mechanisms for implementing coverage
and payment policy in a timely fashion.
In the event no other appropriate
mechanism exists, we create a G code to
allow accurate payment given
applicable statutory and regulatory
requirements. After the creation of a G
code, we work with the American
Medical Association’s Current
Procedural Terminology (CPT) Editorial
Panel whenever possible to create a
replacement CPT code. We are deleting
25 G codes this year as a result of this
process. However, there are instances
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where G codes cannot be converted to
CPT codes due to the unique nature of
the statutory and regulatory
requirements. In these situations, we
work to educate the provider
community as to the appropriate use of
these codes. Part of this educational
effort includes the development of
comprehensive descriptors at the time
the G code is created.

Comment: Two commenters indicated
they would like to see a shorter
timeframe between the FDA approval
for a new drug and the development of
a HCPCS code for that drug.

Response: The FDA approval process
is one source of information we use in
reviewing new drugs. However, the FDA
process does not address the statutory
and regulatory requirements of the
Medicare program. We perform our
review of new drugs as expeditiously as
possible given these requirements. We
are conscious of the need to streamline
this process and we will continue to
seek ways to do so.

Public Comments on Interim APC
Assignments for Codes New for 2003

As discussed in section I, we are
accepting public comment on the
interim APC assignments for the new
codes shown in Addendum A with the
indicator NI. These codes are new for
2003 and the APC assignment was not
subjected to public comment in the
August 9, 2002 proposed rule. We are
not accepting comment on APC
assignments that were proposed in the
August 9, 2002 proposed rule and are
being shown as NF in Addendum B
since they have already been subjected
to public comment and are made final
in this rule.

Comment: Several commenters
expressed concern about the increasing
frequency of G codes issued by CMS.
Commenters asserted that, in the
interest of coding standardization,
clarity, and accuracy, G codes should be
developed only as a last resort.
Commenters also stated that G codes
sometimes overlap or duplicate other
code sets. One commenter
recommended a single, standardized
process for establishment of temporary
HCPCS Level II codes, ensuring that a
duplicate or overlapping code is not
anticipated in another coding set (for
example, CPT).

Response: We agree that, where
appropriate, G codes should be
temporary. Unfortunately, it is
sometimes necessary to develop G codes
to accommodate changes in legislation,
regulation, coverage, and payment
policy. Not only is the timetable for
such changes inconsistent with the
timetable for CPT publication, but

frequently these changes must be made
on a quarterly basis.

In 2002, CMS and CPT staff, working
together, reviewed all existing G codes
and agreed to transition over 20 of them
to CPT codes. Therefore, for 2003 many
G codes will be deleted in favor of
newly created CPT codes. We believe
that an annual review of G codes by
CMS and CPT staff is the best way to
determine which G codes should be
transitioned to CPT codes and the
process to use for such a transition.
Therefore, we plan to continue working
with CPT staff on an annual basis to
continue transitioning existing G codes
to CPT codes. We believe such an
annual, comprehensive review will
address the commenters’ concerns.
However, we do wish to emphasize that
CMS, where appropriate, does consult
with interested providers prior to the
creation of G codes in order to facilitate
coding clarity and minimize the coding
burden on hospitals.

4. Other Public Comments on APC
Assignments and Payment Rates

Comment: One commenter asked us
to create three new tech APCs for
cardiac resynchronization therapy, or,
alternatively, to establish a new tech
APC payment for placement of the left
ventricular lead used in cardiac
resynchronization therapy.

Response: We have placed the CPT
codes for left ventricular lead placement
in new tech APCs. We believe the APC
placement accounts for the cost of the
procedure and for the lead. The cost of
the guidewires and catheters used in the
procedure will be captured in the code
used to report placement of the
pacemaker or cardioverter defibrillator
and other leads.

Comment: Several commenters were
concerned about bundling payment of
radiopharmaceuticals into procedures
and about payment reductions for
myocardial perfusion scanning.

Response: Payment for most
myocardial perfusion scans will
increase in 2003 and the payment
reduction for scans in APC 666 is
commensurate with the costs of
performing those procedures. The issue
of packaging radiopharmaceuticals is
discussed elsewhere in this preamble.

Comment: A commenter expressed
concern about CMS’s decision to
discontinue the pass-through category
C1780 (New Technology Intraocular
Lens (IOLs)). The commenter stated that
the proposal to eliminate this code from
pass through status and separate
payment contradicts existing
regulations.

Response: We do not agree that our
proposal contradicts existing

regulations. We believe the commenter
is referring to § 141 (b) of the Social
Security Act Amendments of 1994
(Public Law 103—432) that requires us to
implement a process under which
interested parties may request a review
of the appropriateness of payment for
IOLs furnished by ambulatory surgical
centers (ASCs). In compliance with this
statutory change, we published
regulations concerning payment for
I0Ls in ASCs (42 CFR 416). Those
regulations do not apply to the payment
for such lenses furnished to patients of
hospital outpatient departments. As
described elsewhere in the final rule,
the cost of IOLs, along with the costs of
other sunsetting pass through devices, is
reflected in the median cost and thus
the payment for the procedures with
which IOLs are used.

Comment: A commenter asserted that
the current description of HCPCS code
J2790 is flawed. According to the
commenter, the description of “1 dose
package” does not accurately describe
the two sizes of dosage units available
in the marketplace for different
indications (50 mcg and 300 mcg). The
commenter expressed hope that an
application for new HCPCS codes
would be approved, and the commenter
also requested that we establish separate
payment rates for this product based
upon the distinction between the two
dosages. The commenter noted that
current ‘“Redbook” average wholesale
price (AWP) for the 50 mcg dose is
$53.90; for the 300 mcg dose, it is
$126.14.

Response: We reviewed the hospital
charge data upon which the payment
amount for this code must be based. In
the absence of separate codes for two
different product sizes, we are unable to
determine a separate median cost per
encounter for the two sizes. We can only
base our determination about this
product on existing data that represents
the current descriptor of this code. We
note that, in using the latest set of OPPS
claims data available for the final rule,
the median cost per encounter of this
code was below the $150 threshold.
Therefore, this code will be packaged in
2003.

Comment: A commenter requested
that we create new HCPCS codes, one
for digital-based computer-aided
detection (CAD) with screening
mammography and one for digital-based
CAD with diagnostic mammography.

Response: When the computer-aided
detection codes were originally
assigned, there was minimal use of CAD
in conjunction with direct digital
mammography. The current descriptors
of both HCPCS G0236 and CPT code
76085 do not explicitly state that these
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services can be billed in conjunction
with either direct digital images or
standard film images converted to
digital images for this reason. We agree
with the commenter that use of CAD
with direct digital images should be
reportable. Therefore, we have revised
the descriptor of HCPCS code G0236 to
include conversion of both direct digital
images and standard film images
converted to digital images.
Additionally, we will request that the
CPT editorial panel review the current
definition associated with the screening
computer-aided detection code (CPT
code 76085) for future revision. Until
any such revision is made to CPT code
76085, hospitals should use CPT code
76085 for reporting application of CAD
to both direct digital screening images
and standard film images.

The descriptor for G0236 has been
revised to read as follows: digitalization
of film radiographic images with
computer analysis for lesion detection,
or computer analysis of digital
mammogram for lesion detection, and
further physician review for
interpretation, diagnostic
mammography (list separately in
addition to code for primary procedure).
We believe that we have sufficient
claims data to use in assigning digital
mammography to an APC.

Comment: Several commenters
expressed concern over the payment
rate reduction for CPT 52353
(Cystoureteroscopy with lithotripsy) in
APC 0163 (Level IV Cystourethroscopy
and other genitourinary procedures).
Commenters also requested that we
place CPT 52353 in APC 0169
(Lithotripsy).

Response: Movement of CPT 52353 to
APC 0169 would result in APC 0169 no
longer being clinically homogenous,
therefore CPT 52353 (Cystoureteroscopy
with lithotripsy) will remain in APC
0163 (Lithotripsy) with other similar
procedures.

Comment: Several commenters
brought to our attention that placing
CPT 52234 (removal of small tumors)
and CPT 52235 (removal of medium
tumors) in APC 163 (Level IV
Cystourethroscopy) instead of APC 0162
(Level III Cystourethroscopy) would
adversely affect the payment rate for
APC 0163, which contains several more
costly procedures. Furthermore,
commenters stated that it seemed
illogical for CPT 52234 (removal of
small tumors) and CPT 52235 (removal
of medium tumors) to be placed in APC
0163 while CPT 52224 (removal of
minor tumors) and CPT 52240 (removal
of large tumors) were placed in APC
0162 (Level III Cystourethroscopy).
These commenters requested that these

four codes be placed together in APC
0162 (Level III Cystourethroscopy).

Response: We agree with commenters
and have placed CPT codes 52234 and
52235 in APC 0162 (Level III
Cystourethroscopy). This result is a
significant increase in payment for APC
0163 while maintaining an appropriate
payment rate for CPT codes 52234 and
52235.

Comment: A commenter stated that
APC 0100 (Cardiac stress tests) carries a
proposed payment rate of $69.69, which
the commenter believes does not
sufficiently cover the cost of CPT 93025
(Microvolt t-wave alternans). The
commenter requested that CPT 93025 be
assigned to an APC that pays in the
$250 range.

Response: CPT 93025 (Microvolt t-
wave assessment) is frequently
performed simultaneously with CPT
93017 (Cardiovascular stress test) (that
is, the patient is placed on a treadmill
once and data for the stress test and
Microvolt t-wave alternans are obtained
simultaneously), achieving significant
economies of scale. Therefore we will
keep CPT 93025 (Microvolt t-wave
assessment) in APC 0100 (Cardiac stress
tests). However, we will review this
request again next year when we have
more claims data for 93025.

Comment: We received several
comments urging that CPT 52647 (Laser
surgery of prostate) be placed in a
higher paying APC than APC 0163
(Level IV Cystourethroscopy and other
genitourinary procedures) in order to
cover the cost of a new laser source
involved in this procedure.

Response: We have significant claims
for this procedure. Any costs associated
with new technology developed to
perform this procedure should be
reflected in future claims data, insofar
as the new technology is used, and will
be reflected in our updated payment
rates. Because we have sufficient claims
data indicating the appropriate
placement of this service is in APC
0163, CPT 52647 (Laser surgery of
prostate) will remain in APC 0163.

Comment: A commenter urged that
we maintain a separate APC for items
currently billed under C1784 (Ocular
device, intraoperative, detached retina).
The commenter stated that separate
coding and payment would ensure that
the procedure groupings maintain their
clinical homogeneity and remain similar
with respect to resource consumption.

Response: We do not agree that a
separate APC for items currently billed
under C1784 (Ocular device,
intraoperative, detached retina) is
necessary to maintain clinical
homogeneity or to remain similar with
respect to resource consumption.

Therefore, items currently billed under
C1784 will not remain in a separate
APC. However, we will present this
issue to the Advisory Panel on
Ambulatory Payment Classification
Groups (the APC Advisory Panel) next
year for further review.

Comment: A commenter expressed
concern over the movement of CPT
15000 (surgical debridement) from APC
0026 (Level III Skin repair) to APC 0025
(Level II Skin repair) due to the
consolidation of these APCs. The
commenter believed that if CPT 15000
and CPT 15342 (Cultured skin graft, 25
cm) were placed in the same APC that
separate payment would not be made
for both procedures.

Response: The commenter is
incorrect. Separate payment will be
made for both procedures even if they
are in the same APC. Because this APC
has a status indicator of “T,” payment
of the full APC amount will be made for
the first procedure and 50 percent of the
APC amount will be paid for the second
procedure. Furthermore, we believe that
the codes within APC 0025 are
clinically homogeneous and do not
violate the 2 times rule. Therefore, we
will not move either of these procedures
into a different APC.

Comment: Several commenters stated
that autonomic nervous system (ANS)
services (HCPCS 95921 and 95922) are
incongruent with the services grouped
in APC 0218. The commenter asserted
that ANS tests are more appropriately
grouped in APC 0216 when evaluated
on the basis of complexity and resources
used.

Response: The APC Advisory Panel
reviewed this issue and recommended
that we move HCPCS 95921 and 95922
to APC 0216 only if our claims data
supported such a move. Since our
claims data did not support such a
move, HCPCS 95921 and 95922 will
remain in APC 0218. However, we will
present this concern to the APC
Advisory Panel again next year.

Comment: A commenter expressed
concern over the combination of skin
tests and miscellaneous red blood cell
tests in APC 0341. The commenter
asserted that the services within this
group cannot be considered comparable
with respect to the resources used. The
commenter recommended the creation
of a new APC titled, “Miscellaneous
Red Blood Cell Tests” and suggested
that the new APC contain the following
HCPCS codes: 86880, 86885, 86886,
86900, and 86901.

Response: We do not agree with the
commenter’s assertion that the skin tests
and miscellaneous red blood cell tests
in APC 0341 are not comparable with
respect to the resources used. However,
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we will present this issue to the APC
Advisory Panel.

Comment: A commenter asserts that
HCPCS 86915 (Bone marrow/stem cell
prep) does not fit within APC 346 (Level
II Transfusion Laboratory Procedures)
and should be moved to the highest
paying Transfusion Laboratory
Procedures APC 347(Level III
Transfusion Laboratory Procedures).
Similarly HCPCS 86932 (Frozen blood
freeze/thaw) is more properly
categorized with its sister codes (HCPCS
86930 and 86931) in APC 347.

Response: We thank the commenter
and agree that CPT code 86915 (Bone
marrow/stem cell prep) is not
appropriately placed in APC 0346
(Level II Transfusion Laboratory
Procedures). Therefore, we have moved
HCPC 86915 to APC 0110 (Transfusion).
This change maintains the clinical
homogeneity of APC 110 and allows a
more appropriate payment for CPT code
86915. We also agree with the
commenter that CPT code 86932 is more
appropriately assigned to APC 0347
based on resource consumption;
therefore, we have assigned HCPC
86932 to APC 0347.

Comment: Several commenters
asserted that the placement of all
prosthetic urological procedures and
devices in APC 0182 (Insertion of penile
prosthesis) does not adequately reflect
the difference in cost between inflatable
and non-inflatable penile prostheses.
These commenters suggested that CPTs
54401, 54405, and 54410 (codes for
inflatable penile prosthesis) be
separated from CPTs 54400, 54402, and
54416 (codes for insertion of penile
prosthesis) and that the status indicator
for APCs 0182 (Insertion of penile
prosthesis) and 0179 (Insertion of
artificial urinary sphincters) be changed
from “T” to “S.”

Response: To the extent that no
facility specializes in implanting
inflatable penile prostheses, the APC
payment should, on average, be
appropriate. Therefore, we will not
make any changes in APC 182 at this
time. However, we will present this
issue to the APC Advisory Panel next
year. In addition, the status indicator for
APCs 0182 (Insertion of penile
prosthesis) and 0179 (Insertion of
artificial urinary sphincters) will remain
a “T.” These APCs will rarely, if ever,
be reported with a higher paying APC
and thus rarely subject to reduction.

Comment: Several commenters were
concerned about the large reduction in
payment for APC 0222 (Implantation of
Neurological Device) and APC 0225
(Implantation of Neurostimulator). They
suggested that we continue the use of
pass through codes or use manufacturer

submitted device cost data, or hospital
invoice data, to determine payment
rates for these procedures. One
commenter also suggested creating a
new APC specifically to capture the
costs of one brand of devices.

Response: We are also concerned
about the payment reduction to these
APCs (and other APCs) and have taken
steps to address these reductions. Such
steps are discussed elsewhere in this
rule. For these APCs, we developed
relative weights using only claims that
contained C codes for devices and in
addition we limited the absolute
payment reduction. Furthermore,
because APCs 0022 and 0225 may be
billed together, we have changed the
status indicator of APC 0225 to “‘S.”
This means that APC 0225 will not be
subject to a 50 percent reduction in
payment when billed with APC 0222.
We believe that the measures we have
taken should address the concerns of
the commenters.

Comment: Several commenters agreed
with our proposal to make separate
payment for radiological guidance
procedures.

Response: We thank these
commenters and are finalizing our
proposal.

Comment: One commenter, who
performs digital reconstruction of
computed tomographic angiography
images, stated that the claims data upon
which we based our proposed payment
rate for C9708 was flawed and that we
should use other data sources in
determining a payment rate for this
code.

Response: In developing the final
rule, we had access to a larger number
of claims for C9708 and have concluded
our proposed payment rate was
inappropriate. Accordingly, we will not
finalize our proposal, and C9708 will
continue to be paid in APC 0975.

Comment: One commenter requested
that guidance be provided on proper use
of codes for strapping and casting (APCs
58 and 59).

Response: We agree with the
commenter and will work with
appropriate experts to provide such
guidance. In view of the similar costs for
all of these procedures in our current
data, we will combine these two APCs
(as we proposed), as this is
administratively easier for hospitals.

Comment: One commenter disagreed
with our proposal to combine APCs
0043 and 0044, as more work is
involved in treating a fractured leg than
a fractured toe.

Response: Our claims data indicates
that the hospital resources involved in
all of these procedures are very similar.

Therefore, we are finalizing our
proposal.

Comment: One commenter agreed
with our moving all procedures in APCs
0144 and 0145 into APC 0147 but
disagreed with our moving CPT code
46600 (diagnostic anoscopy) into APC
0340.

Response: We disagree. We had a
substantial number of single procedure
claims for CPT 46600, and the median
cost for CPT 46600 makes it appropriate
for placement in APC 0340. We are
finalizing our proposal.

Comment: One commenter objected to
our placement of impedence
cardiography in APC 0099. The
commenter stated that even though APC
0099 was clinically homogeneous, the
resources required for impedence
cardiography were greater than the
resources required to perform other
procedures in the APC.

Response: We disagree. The resources
used for the procedures in this APC are
similar, and it is clinically
homogeneous. We are not making any
changes in this APC at this time.

Comment: One commenter requested
that we move CPT code 95955 (EEG
during non intracranial surgery) to APC
213 and that we move CPT code 95904
(Sensory nerve conduction) to APC
0218.

Response: We are not making any
changes at this time because our claims
data indicates that these procedures are
appropriately placed. However, we will
present these concerns to the APC
Advisory Panel.

Comment: One commenter requested
that we move CPT code 0009T
(Endometrial cryoablation) to APC 0984
because it should have a payment rate
similar to prostate cryoablation (CPT
code 55873).

Response: We have placed CPT code
0009T in APC 0980. Based on the
information that we have reviewed, we
believe that is an appropriate
assignment. CPT 0009T is a significantly
shorter procedure than CPT 55873 and
requires the use of fewer resources. The
main cost of CPT 0009T is a disposable
probe, the cost of which is appropriately
accounted for in APC 0980.

Comment: One commenter requested
that we change the status indicator for
CPT code 92974 (Coronary
brachytherapy) to S.

Response: We are not making any
changes at this time, but we will present
this to the APC Advisory Panel next
year to obtain its input.

Comment: A commenter requested
that we move CPT code 57288 (Sling
operation for stress incontinence) from
APC 202 into its own APC. This is
because it is the only procedure in the
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APC that requires use of a device. The
commenter also believed our claims
data was flawed and did not reflect the
true cost of the sling used for the
procedure. The commenter also asked
us to create a special APC payment for
the sling.

Response: We are not making any
changes at this time but will present this
to the APC Advisory Panel. We note that
we had many single procedure claims
for 57288 and that 57288 was by far the
most common procedure performed in
APC 202. This means that 57288
determined the payment rate for the
APC. Therefore, moving 57288 into its
own APC would not change its payment
rate. Furthermore, we do not create
APCs for devices.

Comment: Two commenters were
concerned about reduced payment for
echocardiography.

Response: Review of payment rates
for echocardiography does not show a
significant decrease in payment from
2002 for the most commonly performed
echocardiograms. The reduction in
payment for echocardiograms in APC
671 appropriately reflects the costs of
performing those procedures.

Comment: One commenter asked us
to clarify the payment rate for Zevalin.

Response: As discussed elsewhere in
this rule we have created G codes that
describe the diagnostic and therapeutic
administration of Zevalin. These two G
codes are placed in APCs with payment
rates that account for the procedure and
the cost of Zevalin. We will use claims
data to update the payment rates of
these services when such data becomes
available.

Comment: One manufacturer of
medical devices submitted comments
on a large number of APCs (76, 81, 83,
85, 86, 87, 93, 109, 141, 147, 151, 163,
229, 656, and 670). In general the
commenter was concerned about
seeming violations of the two times rule,
use of improperly coded claims, lack of
use of multiple procedure claims, and
our use of medians to determine
payment rates. The commenter also
asked us to use outside cost data in
setting payment rates and made some
specific requests to move codes to
differentAPCs.

Response: Many of this commenter’s
concerns have been addressed in other
responses to APC issues. We did use
properly coded claims where
appropriate. Specifically, for procedures
that required use of a device we only
used claims that contained C codes. We
also took other measures to mitigate
steep reductions in payment for device
related APCs and we increased the
number of claims we used to set
payment rates (as discussed in the

proposed rule). We believe that many of
the commenter’s concerns have been
addressed by these measures. However,
we will review these comments and
present several of the specific requests
concerning APC changes to the APC
Advisory Panel.

Comment: We received many
comments from physicians, freestanding
breast imaging centers, and others who
believed that the proposed OPPS
payment amounts for percutaneous
breast biopsy (CPT codes 19102 and
19103) would affect the payments made
for physician services and in
freestanding breast imaging centers and
who objected to reduced payments to
physicians and to freestanding breast
imaging centers.

Response: These commenters are
mistaken. The proposed rates affect only
hospital outpatient department
payment. Payment to physicians and to
freestanding facilities is addressed in
the Physician Fee Schedule.

Comment: We received comments
from hospitals and others who
understood that the proposed payments
would be limited to hospital outpatient
department services. Some of these
commenters indicated that the proposed
payments for percutaneous breast
biopsy (CPT codes 19102 and 19103)
would be substantially below payments
to hospitals for open breast biopsy (CPT
code 19101) and that the proposed rule
proposed reductions in payment for
percutaneous breast biopsy while it
proposed increases in payment for open
breast biopsy. They believe that the
proposed payment changes would
create incentives for performing open
breast biopsies instead of less invasive
procedures such as percutaneous
biopsies. This may result, they asserted,
in an increased frequency of open breast
biopsies and a decreased frequency of
percutaneous breast biopsies, resulting
in poorer quality of care and increased
costs to Medicare and to beneficiaries.
One commenter believed that our claims
data do not appropriately account for
the costs of CPT code 19103 because
CPT code 19103 was a new CPT code
in 2001 and hospitals were slow to
transition from using CPT code 19101
for these procedures.

Response: We thank the commenters
for their comments. We note that CPT
codes 19102 and 19103 are never
performed alone. They are always
performed, at minimum, in conjunction
with an imaging guidance procedure.
Therefore, the true payment rate for CPT
codes 19102 and 19103 is the sum of the
APC payments for CPT codes 19102 or
19103 and of the APC payments for
procedures billed with CPT codes 19102
and 19103. In order to determine the

true payments for these procedures, we
examined our claims data and
determined the most common
combination of CPT codes billed when
CPT codes 19102 and 19103 were on the
claim. Our claims data verified that CPT
codes 19102 and 19103 are rarely
performed alone.

Furthermore, we looked at the 10
most frequent combinations of codes
billed with CPT codes 19102 and 19103
and summed the proposed APC
payments that would be made for these
combinations of codes. This represents
the true Medicare payment for CPT
codes 19102 and 19103. For CPT code
19102 (for which the proposed rule
proposed payment under APC 0005 of
$157.01), total payment by Medicare
would range from $181.45 to $549.16
when the 10 most common
combinations of services are provided.
Similarly for CPT code 19103 (for which
the proposed rule proposed payment
under APC 0658 of $289.69), total
payment by Medicare would range from
$532.05 to $681.84. These combination
totals are less than the proposed
payment for open breast biopsy (APC
0028, CPT codes 19105, 19120 and
19125, for which we proposed to pay
$908.04); however, as the commenters
themselves asserted, the resources
required for an open surgical procedure
are greater than those used for a
percutaneous procedure. We agree with
the commenters that the costs to the
Medicare program of an open breast
biopsy are greater than the cost of a
percutaneous biopsy. We also believe
that the relative total payment rates, as
discussed above, for open and
percutaneous procedures are
appropriate.

With regard to hospital miscoding,
even if hospitals took time to transition
from using CPT code 19101 to CPT
codes 19102 and 19103, the cost data for
CPT codes 19102 and 19103 should be
accurate. While it is possible that the
cost data for CPT code 19101 could be
high as it may include some
percutaneous procedures, this would
not be true for cost data from CPT codes
19102 and 19103. Further, we would
note that each of CPT codes 19102 and
19103 were reported over 20,000 times
by hospital outpatient departments and
that we had several thousand single
claims for each code upon which to base
relative weights.

We do not believe that the proposed
payments will create incentives to
perform inappropriate open breast
biopsies. We believe that physicians
will select the procedure that best meets
the needs of the patient and that the
hospital will provide the services
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needed to support the procedure that
the physician provides.

5. Procedures That Will Be Paid Only as
Inpatient Procedures

Section 1833(t)(1)(B)(i) of the Act
gives the Secretary broad authority to
determine the services to be covered
and paid for under the OPPS. In the
April 7, 2000, final rule, we identified
procedures that are typically provided
only in an inpatient setting and,
therefore, would not be paid by
Medicare under the OPPS (65 FR
18455). These procedures comprise
what is referred to as the “inpatient
list.” The inpatient list specifies those
services that are only paid when
provided in an inpatient setting. As we
discussed in the April 7, 2000, and the
November 30, 2001, final rules, we use
the following criteria when reviewing
procedures to determine whether or not
they should be moved from the
inpatient list and assigned to an APC
group for payment under the OPPS:

* Most outpatient departments are
equipped to provide the services to the
Medicare population.

» The simplest procedure described
by the code may be performed in most
outpatient departments.

* The procedure is related to codes
we have already moved off the inpatient
list.

We last updated the inpatient list in
the November 30, 2001 final rule. As we
discuss in section II.A.2 above, the APC
Panel at its January 2002 meeting
reviewed certain procedures on the
inpatient list for which we had received
requests that they be made payable
under the OPPS. As the Panel members
recommended, we solicited comments
and further information about all of
these procedures except for CPT code
47001, which they recommended to be
removed from the inpatient list.

In addition to considering the
comments of the APC Panel, we
compared procedures with status
indicator “C” (status indicator “C” is
assigned to inpatient procedures that are
not payable under the OPPS) to the list
of procedures that are currently on the
ambulatory surgical center (ASC) list of
approved procedures, to procedures that
we proposed to add to the ASC list in
a proposed rule published in the
Federal Register on June 12, 1998 (63
FR 32291), and to procedures
recommended for addition to the ASC
list by commenters in response to the
June 12, 1998, proposed rule. We
concluded that it was appropriate to
propose removal of procedures from the
OPPS inpatient list that are being
performed on an outpatient basis and/or
that we had determined could be safely

and appropriately performed on a
Medicare beneficiary in an ASC under
the applicable ASC rules, which are set
forth in 42 CFR 416.22. Therefore, we
proposed to add the following criteria
for use in reviewing procedures to
determine whether they should be
removed from the inpatient list and
assigned to an APC group for payment
under the OPPS:

* We have determined that the
procedure is being performed in
numerous hospitals on an outpatient
basis; or

* We have determined that the
procedure can be appropriately and
safely performed in an ASC and is on
the list of approved ASC procedures or
proposed by us for addition to the ASC
list.

In addition to the procedures
considered by the APC Panel for
removal from the inpatient list, Table 6
in the proposed rule includes other
procedures that we proposed to remove
from the inpatient list for payment
under the OPPS for 2003. We applied
the criteria discussed above in order to
be consistent with the ASC list of
approved procedures and with
utilization data that indicate the
procedures are being performed on an
outpatient basis. We solicited comments
on whether the procedures listed in
Table 6 of the proposed rule should be
paid under the OPPS. We also solicited
comments on the APC assignment that
we proposed for these procedures in the
event we determine in the final rule,
based on comments, that these
procedures would be payable under the
OPPS in 2003. We asked that
commenters recommending
reclassification of a procedure to an
APC include evidence (preferably from
peer-reviewed medical literature) that
the procedure is being performed on an
outpatient basis in a safe and
appropriate manner.

Following our review of the
comments, we either assigned a CPT
code for a service formerly on the
inpatient list to an APC for payment
under the OPPS or, if the comments did
not provide sufficient information and
data to enable us to make a decision, we
chose to keep the service on the
inpatient list for 2003 and to present the
comments to the APC Panel at its 2003
meeting. Table 6 identifies codes that
were on the inpatient list in 2002 but
are not on the inpatient list in 2003 and
which, therefore, will be payable under
the OPPS on and after January 1, 2003.

We received numerous comments on
this proposal, which we summarize
below.

Comment: In addition to the APC
Advisory Panel, numerous hospital

associations, hospitals, and other
organizations recommended that we
eliminate the inpatient list. They
asserted that the inpatient list interferes
with the practice of medicine and is
unnecessarily intrusive. Most of these
commenters argued that it is the
physician, not the hospital, who
determines what procedures should be
performed and whether a patient’s
condition warrants an inpatient
admission. Numerous commenters
asserted that if CMS insists on retaining
the inpatient list, then the same
payment rules should apply to
physicians as well as to hospitals. These
commenters argued that if CMS believes
Medicare beneficiaries are at risk for
safety and quality issues, then Medicare
should not pay for the professional
services of the physician who performs
a procedure on the inpatient list when
payment for the hospital services is
denied. In addition, several commenters
noted that because the physician
receives payment when a procedure on
the inpatient list is performed on an
outpatient basis, there is no incentive
for the physician to heed whether
Medicare will pay the hospital for the
procedure. A few commenters noted
that the inpatient list sometimes
conflicts with the policy of private
payers, creating confusion among
physicians, patients, and hospitals. One
commenter recommended that it should
be left to medical review to monitor site
of service. Several commenters viewed
the inpatient list as an attempt to punish
hospitals for a decision over which they
have no real control. One commenter
objected to the inpatient list because it
places an unfair financial burden on
beneficiaries, who are liable for
payment if a procedure on the inpatient
list is performed in the outpatient
setting, and because the beneficiary
normally relies on the physician to
determine where a procedure is to be
performed.

Response: Since implementation of
the OPPS in August 2000, we have
engaged in an ongoing review of the
procedures on the inpatient list. In the
August 9, 2002 proposed rule (67 FR
52092), we proposed APC assignments
for 41 procedures that have a current
status indicator designation of “C”. We
continue to move procedures from the
inpatient list to an APC for payment
under the OPPS in response to
comments and recommendations from
hospitals, surgeons, professional
societies, and hospital associations
which demonstrate that a procedure on
the inpatient list meets our criteria for
determining that a procedure can be
performed on an outpatient basis in a
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safe and effective manner. In spite of the
assertions made by commenters, we
have received very few requests since
publication of the November 30, 2001
final rule.

Hospitals or associations representing
hospitals submitted the overwhelming
majority of comments recommending
elimination of the inpatient list. Their
comments expressed considerable
frustration resulting from apparent
conflicts with physicians over which
procedures Medicare will pay for under
the OPPS. Although we understand the
frustration that exists in the hospital
community about the inpatient list, we
believe that appropriate education of
physicians and other hospital staff by
CMS, hospitals, and organizations
representing hospitals is the best way to
minimize any existing confusion. We
are prepared to remove procedures from
the inpatient list as part of the quarterly
OPPS updates. If a physician believes
that a procedure should be payable
under the OPPS, we urge the hospital
and physician to provide operative
reports about specific procedures on the
inpatient list are being performed on
Medicare beneficiaries who are
outpatients. In the meantime, we are
reviewing with CMS provider education
staff ways that we can support carrier
and fiscal intermediary efforts to clarify
the reasons for the OPPS inpatient list
and its billing and payment
implications. Also, in section X.C. of
this preamble, we explain how hospitals
can receive payment under certain
conditions for procedures on the
inpatient list that are performed on an
emergency basis when the status of a
patient is that of an outpatient.

Comment: We received a number of
comments regarding the criteria that we
use in reviewing procedures to
determine whether they should be
removed from the inpatient list and
assigned to an APC group for payment
under the OPPS, including the two new
criteria that we proposed in the August
2002 proposed rule to add to the current
criteria. One commenter asked what we
meant by “numerous” hospitals. Several
commenters commended CMS for
recognizing that surgical procedures
payable in the ambulatory surgical
center (ASC) setting should also be
payable in an outpatient hospital setting
and for removing a number of codes
from the inpatient list that are currently
payable in an ASC. Several commenters
urged CMS to closely monitor and
coordinate the OPPS inpatient list and
the ASC list for consistency and to
ensure that changes in medical practice
are reflected within both lists as
expeditiously as possible. Commenters
expressed concern that more than 60

CPT codes remain on the inpatient list
in Addendum E even though they are
currently on the approved ASC list and
urged CMS to reconcile the disparity
between the two lists.

Response: The criterion that a
procedure is being performed in
“numerous’” hospitals on outpatients
means that the procedure is being
performed nationally in hospitals other
than a few large teaching hospitals that
specialize in innovative surgery. We
intend to continue monitoring for
consistency the procedures that
Medicare pays for in a hospital
outpatient setting with those that are
payable in an ASC as we prepare a final
rule to update the ASC list based on the
additions and deletions that we
proposed in the June 12, 1998 Federal
Register (63 FR 32290).

Comment: One commenter
recommended that CMS remove from
the inpatient list those procedures that
routinely show a one-day inpatient stay.

Response: We believe this
recommendation has merit and we will
endeavor to conduct a study to explore
the issue in preparation for the 2004
OPPS update.

Comment: One commenter stated that
CMS should have a formal process to
solicit and act on suggestions to remove
procedures where community medical
standards and practice can demonstrate
the safety and efficacy of performing the
procedure in an outpatient setting.
Another commenter stated that
physician comments, outcome data,
post-procedure care data, and medical
literature would be better criteria for
determining which procedures are
outpatient.

Response: As we stated above, anyone
interested in having a particular code or
group of codes on the inpatient list
reviewed for payment under the OPPS
need only submit a request to the
Director, Division of Outpatient Care,
Centers for Medicare & Medicaid
Services, Mailstop C4—05-17, 7500
Security Boulevard, Baltimore, MD
21244-1850. The request should
include supporting information and
data to demonstrate that the code meets
the five criteria discussed above. We ask
that evidence be submitted, including
operative reports of actual cases and
peer-reviewed medical literature, to
demonstrate that the procedure is being
performed on an outpatient basis in a
safe and appropriate manner in a variety
of different types of hospitals. We agree
with the commenters suggestions, and
encourage, in addition to medical
literature, the submission of community
medical standards and practice as well
physician comments, outcome data, and

post-procedure care data to reinforce the
point.

When this information is received, it
is thoroughly reviewed by our medical
advisors within the context of the
criteria we have established. Further
information or clarification may be
requested. If, following this review, we
determine that there is sufficient
evidence to confirm that the code can be
safely and appropriately performed on
an outpatient basis, we will assign the
procedure to an APC and include it as
a payable procedure in the next OPPS
quarterly update. The change in
payment status will be subject to public
comment as part of the subsequent
annual OPPS update.

Interested parties may also submit a
request to change the payment status of
a code on the inpatient list for
consideration as an agenda item at the
next meeting of the APC Advisory
Panel.

Comment: One commenter expressed
concern about the inpatient list
becoming a “self-fulfilling prophecy”
because hospitals cannot be paid for
procedures on the list, therefore no data
become available to show that the
procedure is safely done on an
outpatient basis.

Response: Information may be
available on non-Medicare patients
receiving a procedure on the list.
Further, this is not the sole criterion
upon which a change is based, as we
note above.

Comment: One commenter
recommended that CMS establish a
transitional methodology for estimating
appropriate hospital costs for CPT codes
on the inpatient list that are proposed
for payment under the OPPS. The
commenter expressed particular
concern about payment for CPT codes
92986, 92987, and 92990.

Response: The APC assignments for
the CPT codes in Table 6 of the August
2002 proposed rule (67 FR 52115) for
which we propose to make payment
under the OPPS take into account the
expectation that the simplest procedure
described by the codes, and therefore,
relatively, the least resource intensive,
would be performed on an outpatient
basis. Also, we identify APCs that
consist of procedures that are similar
both in terms of clinical characteristics
and in terms of resource consumption.
Finally, we invited comments on the
proposed APC assignment. Over time,
claims data for the newly assigned
codes will confirm either that the
procedures belong in the designated
APC or that they should be moved to
different APC.

Comment: Two commenters
supported our proposal to remove CPT
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code 47001, Biopsy of liver, needle;
when done for indicated purpose at
time of other major procedure, from the
inpatient list. Several commenters
supported generally our proposal to pay
under the OPPS for the procedures in
Table 6 of the proposed rule, but did not
comment on our proposed APC
assignments. One commenter urged that
CPT code 92986, Percutaneous balloon
valvuloplasty; aortic valve, not be
assigned to APC 0083, asserting that this
procedure cannot be performed safely in
an outpatient setting. We received no
other comments opposing payment
under the OPPS for the procedures
listed in Table 6 of the August 9
proposed rule.

Response: We agree with the
commenters and with the APC Panel’s
recommendations that CPT code 47001
be payable under the OPPS beginning in
2003. Because this is an add-on code,
payment will be packaged with the
payment for the surgical procedure with

which it is billed.

We are making final our proposal to
remove this code from the inpatient list,
but we will consider presenting this
concern to the APC Panel. In the
absence of comments disagreeing with
our proposal to pay under the OPPS for
the 41 CPT codes listed in Table 6 of the
August 2002 proposed rule (67 FR
52115), we are making these proposed
changes final.

Comment: One commenter favored
removing CPT 33967, insertion of intra-
aortic balloon assist device,
percutaneous, from the inpatient list,
but did not submit any information to
support this position.

Response: We discussed in the
proposed rule our uncertainty, and that
of the APC Advisory Panel, about
whether or not this procedure should be
removed from the inpatient list. We also
indicated that we were having difficulty
finding data to confirm that the
procedure is being performed on
Medicare beneficiaries in an outpatient
setting. We asked for comments and
clinical data and case reports that would
support payment for CPT 33967 under
the OPPS. No commenters submitted
data in any form to support removing
the procedure from the inpatient list.
Therefore, we have decided not to
remove CPT 33967 from the inpatient
list in 2003.

Comment: One commenter
recommended payment for CPT codes
22612, 22614, 33243, 49000, and 49062
under the OPPS.

Response: Our medical advisors
reviewed these codes and have
determined that CPT 22612,
Arthrodesis, posterior or posterolateral
technique, single level; lumbar (with or
without lateral transverse technique),
and CPT 22614, Arthrodesis, posterior
or posterolateral technique, single level;
each additional vertebral segment (list

separately in addition to code for
primary procedure), are safely and
appropriately being performed on an
outpatient basis. We are assigning these
codes to APC 0208.

We did not propose to remove the
other codes suggested by the commenter
from the inpatient list, and the
commenter submitted no evidence to
support payment for these codes under
the OPPS. Nor could we find any
information to indicate that these codes
meet the criteria for moving them off the
inpatient list. Therefore, we will
continue to designate these CPT codes
with status indicator “C”” in 2003.

* We are adopting two additional
criteria to guide our determination of
whether a procedure should be removed
from the inpatient list:

* The procedure is being performed
in numerous hospitals on an outpatient
basis; or

* The procedure can be appropriately
and safely performed in an ASC and is
on the list of approved ASC procedures
or proposed by us for addition to the
ASC list.

* We are adding CPT codes 22612
and 22614 to APC 0208 effective for
services furnished on or after January 1,
2003.

* We are making final our proposal in
the August 2002 rule to pay under the
OPPS for the CPT codes listed in Table
5, below.

TABLE 5.—PROCEDURES ON THE 2002 INPATIENT LIST WHICH ARE PAYABLE UNDER THE OPPS IN CY 2003

Status

CPT Code Indicator

APC

Description

.......... T 0256

.......... T 0208

0208

0208

0208

0208

0208

0049
0051
0050
0051
0052
0050
0052
0052

0052
0052

4= AAAAAA A

—

0052

OPEN TREATMENT OF ORBITAL FLOOR BLOWOUT FRACTURE; PERIORBITAL APPROACH, WITH
ALLOPLASTIC OR OTHER IMPLANT.

PARTIAL EXCISION OF POSTERIOR VERTEBRAL COMPONENT (EG, SPINOUS PROCESS, LAMINA
OR FACET) FOR INTRINSIC BONY LESION, SINGLE VERTEBRAL SEGMENT; CERVICAL.

PARTIAL EXCISION OF POSTERIOR VERTEBRAL COMPONENT (EG, SPINOUS PROCESS, LAMINA
OR FACET) FOR INTRINSIC BONY LESION, SINGLE VERTEBRAL SEGMENT; THORACIC.

PARTIAL EXCISION OF POSTERIOR VERTEBRAL COMPONENT (EG, SPINOUS PROCESS, LAMINA
OR FACET) FOR INTRINSIC BONY LESION, SINGLE VERTEBRAL SEGMENT; LUMBAR.

PARTIAL EXCISION OF POSTERIOR VERTEBRAL COMPONENT (EG, SPINOUS PROCESS, LAMINA
OR FACET) FOR INTRINSIC BONY LESION, SINGLE VERTEBRAL SEGMENT; EACH ADDITIONAL
SEGMENT (LIST SEPARATELY IN ADDITION TO CODE FOR PRIMARY PROCEDURE).

ARTHRODESIS, POSTERIOR OR POSTEROLATERAL TECHNIQUE, SINGLE LEVEL; LUMBAR (WITH
OR WITHOUT LATERAL) TRANSVERSE TECHNIQUE).

ARTHODESIS, POSTERIOR OR POSTEROLATERAL TECHNIQUE, SINGLE LEVEL; EACH, ADDI-
TIONAL VERTEBRAL SEGMENT (LIST, SEPARATELY IN ADDITION TO CODE FOR PRIMARY
PROCEDURE).

INCISION, BONE CORTEX (EG, OSTEOMYELITIS OR BONE ABSCESS), SHOULDER AREA.

CLAVICULECTOMY; TOTAL.

RESECTION, HUMERAL HEAD.

MUSCLE TRANSFER, ANY TYPE, SHOULDER OR UPPER ARM; SINGLE.

MUSCLE TRANSFER, ANY TYPE, SHOULDER OR UPPER ARM; MULTIPLE.

SCAPULOPEXY (EG, SPRENGELS DEFORMITY OR FOR PARALYSIS).

RADICAL RESECTION FOR TUMOR, SHAFT OR DISTAL HUMERUS;

RADICAL RESECTION FOR TUMOR, SHAFT OR DISTAL HUMERUS; WITH AUTOGRAFT (INCLUDES
OBTAINING GRAFT).

RADICAL RESECTION FOR TUMOR, RADIAL HEAD OR NECK;

RADICAL RESECTION FOR TUMOR, RADIAL HEAD OR NECK; WITH AUTOGRAFT (INCLUDES OB-
TAINING GRAFT).

RADICAL RESECTION FOR TUMOR, RADIUS OR ULNA.
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TABLE 5.—PROCEDURES ON THE 2002 INPATIENT LIST WHICH ARE PAYABLE UNDER THE OPPS IN CY 2003—Continued

CPT Code

Status
Indicator

APC

Description

27235 ...

31582 ..........

31785 ...
32201 ..
38700 ...
42842

43030
47490 ...
47001

62351 ..........

o4 ZAA A-dAA4 A A A A A---d-d

0050
0051
0050
0051
0051
0052

0050

0220

OSTEOPLASTY, RADIUS OR ULNA; SHORTENING.

OSTEOPLASTY, RADIUS OR ULNA; LENGTHENING WITH AUTOGRAFT.

OSTEOPLASTY, RADIUS AND ULNA; SHORTENING (EXCLUDING 64876).

OSTEOPLASTY, RADIUS AND ULNA; LENGTHENING WITH AUTOGRAFT.

REPAIR OF NONUNION OR MALUNION, RADIUS AND ULNA; WITH AUTOGRAFT (INCLUDES OB-
TAINING GRAFT).

DENERVATION, HIP JOINT, INTRAPELVIC OR EXTRAPELVIC INTRA-ARTICULAR BRANCHES OF
SCIATIC, FEMORAL, OR OBTURATOR NERVES.

PERCUTANEOUS SKELETAL FIXATION OF POSTERIOR PELVIC RING FRACTURE AND/OR DIS-
LOCATION (INCLUDES ILIUM, SACROILIAC JOINT AND/OR SACRUM).

PERCUTANEOUS SKELETAL FIXATION OF FEMORAL FRACTURE, PROXIMAL END, NECK,
UNDISPLACED, MILDLY DISPLACED, OR IMPACTED FRACTURE.

LARYNGOPLASTY; FOR LARYNGEAL STENOSIS, WITH GRAFT OR CORE MOLD, INCLUDING TRA-
CHEOTOMY.

EXCISION OF TRACHEAL TUMOR OR CARCINOMA; CERVICAL.

PNEUMONOSTOMY; WITH PERCUTANEOUS DRAINAGE OF ABSCESS OR CYST.

SUPRAHYOID LYMPHADENECTOMY.

RADICAL RESECTION OF TONSIL, TONSILLAR PILLARS, AND/OR RETROMOLAR TRIGONE; WITH-
OUT CLOSURE.

CRICOPHARYNGEAL MYOTOMY.

PERCUTANEOUS CHOLECYSTOSTOMY.

BIOPSY OF LIVER, NEEDLE; WHEN DONE FOR INDICATED PURPOSE AT TIME OF OTHER MAJOR
PROCEDURE.

IMPLANTATION, REVISION OR REPOSITIONING OF TUNNELED INTRATHECAL OR EPIDURAL
CATHETER, FOR LONG-TERM MEDICATION ADMINISTRATION VIA AN EXTERNAL PUMP OR
IMPLANTABLE RESERVOIR/INFUSION PUMP; WITH LAMINECTOMY.

SYMPATHECTOMY; DIGITAL ARTERIES, EACH DIGIT.

0252
0254
0083
0083
0083
0081

o A-dAAA—A—A

0081

RADICAL EXCISION EXTERNAL AUDITORY CANAL LESION; WITHOUT NECK DISSECTION.

MASTOIDECTOMY; COMPLETE.

PERCUTANEOUS BALLOON VALVULOPLASTY; AORTIC VALVE.

PERCUTANEOUS BALLOON VALVULOPLASTY; MITRAL VALVE.

PERCUTANEOUS BALLOON VALVULOPLASTY; PULMONARY VALVE.

PERCUTANEOUS TRANSLUMINAL PULMONARY ARTERY BALLOON ANGIOPLASTY; SINGLE VES-
SEL.

PERCUTANEOUS TRANSLUMINAL PULMONARY ARTERY BALLOON ANGIOPLASTY; EACH ADDI-
TIONAL VESSEL (LIST SEPARATELY IN ADDITION TO CODE FOR PRIMARY PROCEDURE).

C. Partial Hospitalization

Payment Methodology

As we discussed in the proposed rule,
partial hospitalization is an intensive
outpatient program of psychiatric
services provided to patients in the
place of inpatient care. A partial
hospitalization program (PHP) may be
provided by a hospital to its outpatients
or by a Medicare-certified community
mental health center (CMHC). In the
August 1, 2000 final rule (65 FR 18452),
we established a per diem payment
methodology for the PHP APC based on
hospital data. The current per diem
payment amount is $212.27. This
amount represents the hospital or
CMHC overhead costs associated with
the program.

In the August 9, 2002 OPPS proposed
rule, we proposed to revise the PHP
APC using 2001 claims data from
hospitals and CMHCs and computed a
median per diem using the same
methodology as that used for all other
APCs. As we explained in the August 9,

2002 proposed rule, we adjusted the
CMHC costs to account for the
difference between settled and as-filed
cost reports. We proposed that the
resulting per diem is $256.96, of which
$51.39 is the beneficiary’s coinsurance.

In addition, to facilitate proper billing
and ensure comparable reporting of
costs by hospitals and CMHCs, we
proposed to revise § 410.43 (Partial
hospitalization services: Conditions and
exclusions) to add CSW services that
meet the requirements of section
1861(hh)(2) of the Act to the list of
professional services not considered to
be PHP services. Such revision would
mean that hospitals and CMHCs could
bill the carrier for CSW services
furnished to PHP patients.

Comment: One commenter indicated
that the proposed methodology for
ratesetting is appropriate.

Response: As we indicated in the
April 7, 2000 OPPS final rule, payment
to providers under OPPS represents the
facility costs, that is, overhead, support
staff, equipment, and supplies. The

physician and nonphysician
practitioner services excluded from the
definition of PHP services are those
professional services paid through the
physician fee schedule. The facility
continues to incur the overhead costs
associated with provision of the
professional service, for example, room,
heat, lights, mental health technicians,
and nurses. The OPPS is intended to
pay providers for the resource costs
associated with their outpatient
programs, including outpatient
psychiatric programs and PHPs.

As part of our analysis of current
billing instructions for PHP, we
discovered that Addendum B of the
November 30, 2001, CY 2002 OPPS final
rule does not clearly identify all the
HCPCS codes that may be billed for PHP
patients. We plan to revise this
addendum in the 2004 update so that all
PHP services are identified. However, in
order to avoid billing errors, we are
providing the following list of the
current HCPCS codes for PHPs:
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Revenue codes

Description

HCPCS codes

Occupational Therapy

Group Therapy

Psychiatric Testing

Activity Therapy ............
Psychiatric General Services ....
Individual Psychotherapy

Family Psychotherapy .

Education/Training ........

G0129.
G0176.

GO0177.

90801, 90802, 90875, 90876, 90899.

90816, 90817, 90818, 90819, 90821, 90822, 90823, 90824,
90826, 90827, 90828, 90829.

90849, 90853, 90857.

90846, 90847, 90849.

96100, 96115, 96117.

Comment: Two national behavioral
health care organizations commented
that the proposed PHP rate for CY 2003
more adequately represents the
resources needed to provide PHP;
however, they expressed concern that
providers continue to have difficulty in
receiving reimbursement for PHP
services as a result of intermediary
medical review (MR) of claims.

Response: As noted in the comment,
we have issued a program memorandum
to intermediaries regarding medical
review of PHP claims. While we
recognize that MR can have a financial
impact on PHP claims, there is no direct
relationship between MR and the level
of reimbursement for individual claims.

III. Recalibration of APC Weights for
2003

Section 1833(t)(9)(A) of the Act
requires that the Secretary review and
revise the relative payment weights for
APCs at least annually, beginning in
2001 for application in 2002. In the
April 7, 2000 final rule (65 FR 18482),
we explained in detail how we
calculated the relative payment weights
that were implemented on August 1,
2000 for each APC group. Except for
some reweighting due to APC changes,
these relative weights continued to be in
effect for 2001. (See the November 13,
2000, interim final rule (65 FR 67824 to
67827).)

To recalibrate the relative APC
weights for services furnished on or
after January 1, 2003, and before January
1, 2004, we proposed to use the same
basic methodology that we described in
the April 7, 2000 final rule. That is, we
would recalibrate the weights based on
claims and cost report data for
outpatient services. We proposed to use
the most recent available data to
construct the database for calculating
APC group weights. For the purpose of
recalibrating APC relative weights for
CY 2003, the most recent available
claims data are more than 90 million
final action claims for hospital
outpatient department services
furnished on or after April 1, 2001, and
before March 31, 2002, and processed
through July 2002. In the proposed rule,

we proposed to base the 2003 OPPS on
claims for services furnished January 1,
2001 through December 31, 2001.
However, after issuance of the proposed
rule we determined that coding and
charges for the period of April 1, 2001
thru March 31, 2002 would be a better
base for recalculation of weights.

We believe that using claims data
from this period is consistent with
section 1833(t)(9)(A) of the Act, which
directs us to take into account “new cost
data” in our annual review and
adjustment of components of the OPPS.
This is also consistent with our proposal
in the August 9, 2002 proposed rule (67
FR 52108) to use the most recent
available claims data to set the weights.
We had several reasons for using claims
from this period: claims from this
period provide the most recent charge
data available to us. Since we did not
implement the 2002 OPPS until April 1,
2002, we can use the claims for the
period from January 1, 2002, through
and including March 31, 2002, together
with claims data from the period of
April 1, 2001 to December 31, 2001 to
set weights. Using claims data for
services furnished during this period of
time also provides the most reliable
charge data for devices and services that
use medical devices because the device
category codes were in effect for the
entire period. Hence, we believe that
claims from this period are the most
reliable basis for setting relative weights
for CY 2003 OPPS.

Many of the claims from hospitals
were for services that are not paid under
OPPS (such as clinical laboratory tests).
We matched the claims that are paid
under OPPS to the most recent cost
report filed by the individual hospitals
represented in our claims data. The APC
relative weights would continue to be
based on the median hospital costs for
services in the APC groups.

A. Data Issues

1. Treatment of “Multiple Procedure”
Claims

In the August 9, 2002 proposed rule,
we discussed in detail the
circumstances in which we had
difficulty with using the data from

claims that had multiple procedures (67
FR 52108). We solicited public
comment on the methods we considered
for apportioning the total charges to
individual HCPCS codes as described
above. These possible methods
included: dividing the total charges in a
revenue center, or for a packaged
HCPCS code, by the number of payable
HCPCS codes for the multiple
procedures on the claim; apportioning
the charges among the codes based on
physician work relative value units
(RVUs); apportioning the charges among
the codes based on physician
nonfacility practice expense RVUs; or
requiring the hospital to apportion all
charges currently shown in revenue
centers to the HCPCS codes billed so
that we could use all multiple services
claims in the calculation of relative
weights. We also invited suggestions of
other alternative means of apportioning
the total costs on multiple procedure
claims to the HCPCS codes for the
procedures so that we can use more data
from multiple procedure claims in the
2004 update of the OPPS.

We also solicited information on
existing studies that would provide
comparative hospital outpatient
resource inputs by HCPCS code. In
addition, we welcomed suggestions for
studies that we might undertake either
to determine the relative value of OPD
resources by HCPCS code or to provide
a valid means of apportioning the
charges among HCPCS codes when
multiple surgical procedures are billed
on the same claim with a single total
charge for all services.

Finally, we solicited information
regarding the extent to which
efficiencies are realized when multiple
services are furnished during the same
visit or operative session.

The discussion of recalibration of
relative weights in section III.B of this
final rule summarizes the process that
we used to determine the claims that
could be used to set the weights.

Comments and our responses are
summarized below:
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Low Numbers of Services Used To Set
Weights and Failure To Use Multiple
Procedure Claims

Comment: Many commenters
indicated that we used very few of the
claims that were submitted for a
particular service and that using so few
claims resulted in lower weights than
would have occurred if we had used all
claims. Some commenters indicated that
by using only single procedure claims
and data from multiple procedure
claims that met the criteria we set (see
section III.A.L of this final rule), we
significantly reduced the validity of the
cost data. Some commenters stated that
by using median costs for procedures
that can only be done as an add-on to
other procedures, we had based the
payment for the add-on procedure on
data which, by definition, were faulty.
Some commenters suggested that we
needed to develop an allocation strategy
that would enable us to use all multiple
procedure claims, either based on a
study of relative resource allocation or
an arbitrary allocation that could be
refined over the years. Some
commenters asked that we reconsider
our data trimming strategy to examine
each claim that is eliminated by
trimming for validity and to determine
if it should be used. They asked that any
claim that represents new technology be
returned to the data set and used,
notwithstanding its aberrancy.

Response: For 2003, we made great
strides by increasing the number of
claims used to set the OPPS weights
from 39.9 million (66 FR 59885) for the
2002 OPPS to 62.2 million for the 2003
OPPS. We intend to review other means
of using data from multiple claims for
2004. We recognize that it would be
preferable to use data from all claims,
including those with multiple
procedures, in development of the
weights, as long as we can ensure that
the data recovered from those claims are
valid. We were not able to develop and
test a strategy for allocating
undifferentiated charges to multiple
HCPCS codes on a claim for the 2003
final rule. Therefore, in some cases, we
continued to use data from small
numbers of claims because many claims
did not meet the tests for inclusion in
the data set. As discussed in section II,
the APC Panel recommended that we
continue to rely on data from single
procedure claims until we were able to
validly allocate charges to multiple
procedures, even in establishing
payments for add-on codes. In addition,
as requested by some commenters, we
excluded claims for procedures that
could not be performed without a
device when the claim did not contain

the device. This gave us a more valid
base of claims on which to set the
weight for that service but reduced the
number of claims used for these APCs.
It became clear from this activity that
basing the weights on more claims does
not necessarily result in more valid data
because in the cases of these APCs,
deleting claims from the set was
necessary to arrive at a more valid
relative weight.

With regard to the trimming
methodology, it is a routine and
accepted statistical practice that is well
established in inpatient PPS data
examination and has served well in the
past to eliminate anomalies that could
further skew the data. We will consider
whether it is useful and to what extent
it is practical to examine all trimmed
claims to determine if they represent the
first claims for a new technology and
should remain in the body of claims.

Recommendations for Including More
Multiple Procedure Claims

Comment: We received a number of
comments that contained ideas for
allocating charges to multiple
procedures where they exist on the
claim. Some commenters recommended
that we allocate the charges to HCPCS
codes in proportion to the relative
weight of the HCPCS codes or the
relative charges for the HCPCS codes.
Some commenters suggested that we
survey hospitals with regard to the most
common combinations of procedures
that appear on claims to determine
which services and, therefore, which
charges go with which HCPCS code.
Some commenters suggested that we
research the relative resources for each
HCPCS code individually and then
create an algorithm by which we would
allocate charges to HCPCS codes on
multiple procedure claims. One
commenter provided a study that
addressed the efficiency of resource
usage when multiple procedures are
performed on the same day that the
commenter recommended could be
useful in allocating charges for the
second and subsequent procedures on a
claim. One commenter also suggested
that we ensure that the claim assesses
services on the same date of service,
since in many cases, the claim can have
services that are spread over a period of
time and, therefore, are not really
multiple procedures provided at the
same time. Several commenters
submitted detailed descriptions of ways
by which we could allocate charges to
HCPCS codes. Many hospitals objected
to any requirement that hospitals do the
allocation of all charges to HCPCS codes
to show the charges that go with each
HCPCS code; they noted that doing so

would require massive accounting and
cost report changes and thus impose a
burden and cost on hospitals, which
would exist for no purpose other than
to improve the Medicare OPPS claims
data.

Response: We expect to explore a
number of strategies for allocating
charges to HCPCS codes on multiple
procedure claims for the development of
the 2004 OPPS and beyond.

Impact on Data of a Visit and Drug
Administration the Same Day

Comment: Several commenters
applauded our attempt to include some
multiple procedure claims in the
calculation of OPPS payment rates.
They were, however, concerned
whether some properly coded claims,
which included both an administration
code and a J code or claims that
included an evaluation and
management visit in addition to an
administration code and a J code, were
eliminated as multiple procedure
claims.

Response: Where an evaluation and
management visit and an administration
code and J code were billed on the same
claim, they would have been considered
to be a multiple procedure claim and
would not be used because there would
be no way of knowing how to allocate
the charges in revenue centers to the
visit versus the administration code. As
we explained in detail in the August 9,
2002 proposed rule, there would be no
way to know to what extent charges in
revenue centers, such as sterile
supplies, were associated with the visit
versus the administration code. We are
concerned about this problem and are
exploring ways to do an allocation of
charges that would enable us to use all
multiple procedure claims. However,
we were not able to do it for this final
rule.

2. Calendar Year 2002 Charge Data for
Transitional Pass-Through Device
Categories

In the August 9, 2002 proposed rule,
we discussed our concerns with the
claims data for the devices losing
eligible for transitional pass-through
status in CY 2003 (67 FR 52110). We
had been advised that during the period
in which the 2001 OPPS was in effect,
hospitals may not have billed properly
for devices eligible for transitional pass-
through payments. We acknowledged in
the 2002 proposed rule that changes in
billing format and systems for
implementation of the OPPS may have
compounded the problems of billing
using the device-specific codes during
the first 9 months of the OPPS. We had
been informed that these problems were
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further compounded by the creation and
requirement to use category codes on
and after April 1, 2001. In general, we
had been advised that hospitals may
have been underpaid for transitional
pass-through devices (because they did
not bill separately for them and,
therefore, did not get the pass-through
payment) and that our data will not
correctly show the charges associated
with the devices (because the devices
were not coded with device-category
codes on the claim).

We proposed to package payment for
devices into payment for the procedure
in which they were furnished because
doing so is consistent with the concept
of a prospective payment system and
because we believed that it would give
us the best data on which to pay devices
once they ceased to be paid at cost via
the pass-through methodology. We
thought that by packaging the cost of the
devices into the cost of the procedure

with which they were used, we would
capture the charges for the devices
whether billed in revenue centers or
with the HCPCS code for the device.

Our subsequent review of the data for
the period of April 1, 2001, through
March 31, 2002, indicated that there
was a notable absence of hospital billing
for devices category codes, even when
the procedure billed could not be done
without a pass-through device. We
calculated the median costs for the
APCs containing procedures that we
believed required use of devices
(including both claims with and claims
without device C codes on the claim)
and compared them to the median costs
for the procedures from only claims that
were billed with devices. We found that
the median costs on claims billed with
devices were more consistent with the
median costs that we would expect to
see for these APCs. Hence, for these
APCs, we used the median costs

calculated from claims that reported a
device C code in place of the median
costs calculated from all claims (claims
billed both with devices and without
device C codes). We did not eliminate
claims that did not contain a device C
code where HCPCS codes within an
APC indicated that the procedure did
not require a pass-through device. In
such cases, HCPCS codes were,
appropriately, rarely reported with C
codes. The APCs for which we used the
medians from claims with device C
codes billed are listed in Table 6. This
methodology resulted in higher median
costs and, therefore, higher weights for
these APCs than would have occurred
had we included claims that did not
contain coding for a device. The
medians we used for all APCs are
contained in Addendum C, which is on
our Web site at http://www.cms.hhs.gov.

TABLE 6.—APC RATES WHICH ARE SET BASED ONLY ON CLAIMS THAT CONTAINED CODES FOR DEVICES

APC

Description

Insertion of Central Venous/Arterial Catheter.

Arthroplasty with Prosthesis.

Diagnostic Cardiac Catheterization.

Non-Coronary Angioplasty or Atherectomy.

Coronary Atherectomy.

Coronary Angioplasty and Percutaneous Valvuloplasty.

Level Il Electrophysiologic Evaluation.

Ablate Heart Dysrhythm Focus.

Cardiac Electrophysiologic Recording/Mapping.
Insertion/Replacement of Permanent Pacemaker and Electrodes.
Insertion/Replacement of Permanent Dual Chamber Pacemaker.
Insertion/Replacement of Pacemaker Pulse Generator.
Insertion of Patient Activated Event Recorders.

Vascular Reconstruction/Fistula Repair with Device.
Transcatheter Placement of Intracoronary Stents.
Insertion/Replacement/Repair of Pacemaker and/or Electrodes.
Insertion of Cardioverter-Defibrillator.
Insertion/Replacement/Repair of Cardioverter-Defibrillator Leads.
Cannula/Access Device Procedures.

Implantation of Devices.

Level Il Tube changes and Repositioning.

Insertion of Intraperitoneal Catheters.

Level Il Urethral Procedures.

Urinary Incontinence Procedures.

Insertion of Penile Prosthesis.

Level VIl Female Reproductive Proc.

Implantation of Neurological Device.

Implantation of Neurostimulator Electrodes.

Implantation of Drug Infusion Reservoir.

Implantation of Drug Infusion Device.

Transcatherter Placement of Intravascular Shunts.

Level VI ENT Procedures.

Intravenous and Intracardiac Ultrasound.

Insertion of Patient Activated Event Recorders.

Knee Arthroplasty.

Breast Reconstruction with Prosthesis.

Application of Cost-to-Charge Ratio to
Charges Not Resulting in Costs

Comment: Many commenters stated
that the application of a departmental

cost-to-charge ratio to the high cost of
devices would not result in the true cost
of the device because hospitals would
have to mark up the cost by 300 percent
or more for that to be the result.

Response: See the discussion of the
comments on cost to charge ratios and
charge compression in section III.B of
this final rule.
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Absence of Devices on Claims

Comment: Many commenters
indicated that hospitals did not bill for
the devices that were paid under the
pass-through mechanism in 2001, and
therefore the median costs for the APCs
for which most of the cost is a device
are grossly understated.

Response: As discussed previously,
we believe the commenters have a
point. For the APCs for which the
service cannot be furnished without a
pass-through device, we eliminated
claims that were not billed with a
device C code from the claims used to
calculate the median cost for those
APCs. By taking these steps as well as
packaging the device cost billed with
both revenue centers and device
category codes, we believe our final
rates for these procedures are more
appropriate. The APCs for which we
used only claims with devices are
identified in Table 6 above.

B. Description of How Weights Were
Calculated for CY 2003

As discussed previously in this
section, we first selected claims for
services provided from April 1, 2001
through March 31, 2002. The
methodology we followed to calculate
the final APC relative payment weights
for CY 2003 is as follows:

* We excluded from the data claims
for those bill and claim types that would
not be paid under the OPPS (for
example, bill type 72X for dialysis
services for patients with ESRD).

* We eliminated 1.6 million claims
from hospitals located in Maryland,
Guam, and the U. S. Virgin Islands.

» Using the most recent available cost
report from each hospital, we converted
billed charges to costs and aggregated
them to the procedure or visit level first
by identifying the cost-to-charge ratio
specific to each hospital’s cost centers
(“cost center specific cost-to-charge
ratios” or CCRs) and then by matching
the CCRs to revenue centers used on the
hospital’s 2001 outpatient bills. The
CCRs include operating and capital
costs but exclude items paid on a
reasonable cost basis.

* We eliminated from the hospital
CCR data 301 hospitals that we
identified as having reported charges on
their cost reports, which were not actual
charges (for example, a uniform charge
applied to all services).

* We calculated the geometric mean
of the total operating CCRs of hospitals
remaining in the CCR data. We removed
from the CCR data 67 hospitals whose
total operating CCR exceeded the
geometric mean by more than 3
standard deviations.

* We excluded from our data
approximately 3.6 million claims
submitted by the hospitals that we
removed or trimmed from the hospital
CCR data.

* We matched revenue centers from
the remaining universe of
approximately 92.9 million claims to
CCRs for remaining hospitals.

» We separated the 92.9 million
claims that we had matched with a cost
report into the following three distinct
groups:

(1) Single-procedure claims.

(2) Multiple-procedure claims.

(3) Claims on which we could not
identify at least one OPPS covered
service.

Single-procedure claims are those that
include only one HCPCS code (other
than laboratory and incidentals such as
packaged drugs and venipuncture),
which could be grouped to an APC.
Multiple-procedure claims include more
than one HCPCS code that could be
mapped to an APC. Dividing the claims
in this manner yielded approximately
30.7 million single-procedure claims
and 20.4 million multiple-procedure
claims. Approximately 41.8 million
claims without at least one covered
OPPS service were set aside.

We converted 10.8 million multiple-
procedure claims to single-procedure
claims using the following criteria:

(1) If a multiple-procedure claim
contained lines with a HCPCS code in
the pathology series (that is, CPT 80000
series of codes), we treated each of those
lines as a single claim.

(2) For multiple procedure claims
with a packaged HCPCS code (status
indicator “N”) on the claim, we ignored
line items for chest X-rays (HCPCS
codes 71010 and/or 71020) and/or EKGs
(HCPCS code 93005) on these claims. If
only one procedure (other than HCPCS
codes 71010, 71020, and 93005) existed
on the claim, we treated it as a single-
procedure claim.

(3) If the claim had no packaged
HCPCS codes and if there were no
packaged revenue centers on the claim,
we treated each line with a procedure as
a single claim if the line item was billed
as a single unit.

(4) If the claim had no packaged
HCPCS codes on the claim but had
packaged revenue centers for the
procedure, we ignored the line item for
chest X-rays and/or EKG codes (as
identified above) and if only one HCPCS
code remained, we treated the claim as
a single procedure claim. We created an
additional 31.5 million single-procedure
bills through this process, which
enabled us to use these data from
multiple-procedure claims in

calculation of the APC relative payment
weights.

* To calculate median costs for
services within an APC, we used only
single-procedure bills and those
multiple procedure bills that we
converted into single claims. If a claim
had a single code with a zero charge
(that would have been considered a
single-procedure claim), we did not use
it. As we discussed in section III.A.1 of
this final rule, we did not use multiple-
procedure claims that included more
than one separately payable HCPCS
code with charges for packaged items
and services such as anesthesia,
recovery room, or supplies that could
not be reliably allocated or apportioned
among the primary HCPCS codes on the
claim. We have not yet developed what
we regard as an acceptable method of
using other multiple-procedure bills to
recalibrate APC weights that minimizes
the risk of improperly assigning charges
to the wrong procedure or visit.

» For each single-procedure claim, we
calculated a cost for every billed line
item charge by multiplying each
revenue center charge by the
appropriate hospital-specific
departmental CCR. If an appropriate
cost center did not exist for a given
hospital, we crosswalked the revenue
center to a secondary cost center when
possible, or we used the hospital’s
overall cost-to-charge ratio for
outpatient department services. We
excluded from this calculation all
charges associated with HCPCS codes
previously defined as not paid under
the OPPS (for example, laboratory,
ambulance, and therapy services). We
included all charges associated with
HCPCS codes that are designated as
packaged services (that is, HCPCS codes
with the status indicator of “N”’).

» To calculate per-service costs, we
used the charges shown in revenue
centers that contained items integral to
performing the service. We observed the
packaging provisions set forth in the
April 7, 2000 final rule with comment
period that were in effect during 2001
(65 FR 18484). For instance, in
calculating the cost of a surgical
procedure, we included charges for the
operating room; treatment rooms;
recovery; observation; medical and
surgical supplies; pharmacy; anesthesia;
casts and splints; and donor tissue,
bone, and organs. To determine medical
visit costs, we included charges for
items such as medical and surgical
supplies, drugs, and observation in
those instances where they are still
packaged. Table 7 lists packaged
services by revenue center that we
proposed to use to calculate per-service
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costs for outpatient services furnished

in CY 2003.
TABLE 7.—PACKAGED SERVICES BY REVENUE CODE
Revenue code Description
SURGERY
PHARMACY.
GENERIC.
NONGENERIC.
NONPRESCRIPTION DRUGS.
IV SOLUTIONS.

OTHER PHARMACY.

IV THERAPY, GENERAL CLASS.

IV THERAPY/PHARMACY SERVICES.
IV THERAPY/DRUG SUPPLY/DELIVERY.
IV THERAPY/SUPPLIES.

OTHER IV THERAPY.

M&S SUPPLIES.

NONSTERILE SUPPLIES.

STERILE SUPPLIES.
PROSTHETIC/ORTHOTIC DEVICES.
PACEMAKER DRUG.

INTRAOCULAR LENS SOURCE DRUG.
OTHER IMPLANTS.

OTHER M&S SUPPLIES.

ONCOLOGY.

OTHER ONCOLOGY.

DURABLE MEDICAL EQUIPMENT.
ANESTHESIA.

OTHER ANESTHESIA.

BLOOD STORAGE AND PROCESSING.
OTHER BLOOD STORAGE AND PROCESSING.
MEDICAL SOCIAL SERVICES.

OTHER MEDICAL SOCIAL SERVICES.
INVESTIGATIONAL DEVICE (IDE).
DRUGS REQUIRING SPECIFIC IDENTIFICATION, GENERAL CLASS.
SINGLE SOURCE.

MULTIPLE.

RESTRICTIVE PRESCRIPTION.

CAST ROOM.

OTHER CAST ROOM.

RECOVERY ROOM.

OTHER RECOVERY ROOM.

LABOR ROOM.

LABOR.

OBSERVATION ROOM.

ORGAN ACQUISITION.

OTHER ORGAN ACQUISITION.

MEDICAL VISIT

PHARMACY.

GENERIC.

NONGENERIC.

NONPRESCRIPTION DRUGS.

IV SOLUTIONS.

OTHER PHARMACY.

M&S SUPPLIES.

NONSTERILE SUPPLIES.

STERILE SUPPLIES.

OTHER M&S SUPPLIES.

MEDICAL SOCIAL SERVICES.
OTHER MEDICAL SOCIAL SERVICES.
DRUGS REQUIRING SPECIFIC IDENTIFICATION, GENERAL CLASS.
SINGLE SOURCE DRUG.

MULTIPLE SOURCE DRUG.
RESTRICTIVE PRESCRIPTION.
SELF-ADMINISTERED DRUG (INSULIN ADMIN. IN EMERGENCY DIABETIC COMA.
CAST ROOM.

OTHER CAST ROOM.

OBSERVATION ROOM
EDUCATION/TRAINING.
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TABLE 7.—PACKAGED SERVICES BY REVENUE CODE—Continued

Revenue code

Description

OTHER DIAGNOSTIC

ONCOLOGY.

PHARMACY INCIDENT TO OTHER DIAGNOSTIC.

OTHER ONCOLOGY.

ANESTHESIA INCIDENT TO OTHER DIAGNOSTIC.
MEDICAL SOCIAL SERVICES.

OTHER MEDICAL SOCIAL SERVICES.

SUPPLIES INCIDENT TO OTHER DIAGNOSTIC.
INVESTIGATIONAL DEVICE (IDE). .

RECOVERY ROOM.

OTHER RECOVERY ROOM.

OBSERVATION ROOM.

RADIOLOGY

255 L
ONCOLOGY.

371 oo

PHARMACY INCIDENT TO RADIOLOGY.

OTHER ONCOLOGY.

ANESTHESIA INCIDENT TO RADIOLOGY.
MEDICAL SOCIAL SERVICES.

OTHER MEDICAL SOCIAL SERVICES.
SUPPLIES INCIDENT TO RADIOLOGY.
INVESTIGATIONAL DEVICE (IDE).
RECOVERY ROOM.

OTHER RECOVERY ROOM.
OBSERVATION ROOM.

ALL OTHER APC GROUPS

PHARMACY.
GENERIC.
NONGENERIC.

NONPRESCRIPTION DRUGS.

IV SOLUTIONS.

OTHER PHARMACY.

IV THERAPY, GENERAL CLASS.

IV THERAPY PHARMACY SERVICES.

IV THERAPY DRUG/SUPPLY/DELIVERY.
IV THERAPY SUPPLIES.

OTHER IV THERAPY.

M&S SUPPLIES.

NONSTERILE SUPPLIES.

STERILE SUPPLIES.

OTHER M&S SUPPLIES.

MEDICAL SOCIAL SERVICES.

OTHER MEDICAL SOCIAL SERVICES.
DRUGS REQUIRING SPECIFIC IDENTIFICATION, GENERAL CLASS.
SINGLE SOURCE DRUG.
MULTIPLE SOURCE DRUG.
RESTRICTIVE PRESCRIPTION.
OBSERVATION ROOM.
EDUCATION/TRAINING.

* We standardized costs for
geographic wage variation by dividing
the labor-related portion of the
operating and capital costs for each
billed item by the FY 2003 hospital
inpatient prospective payment system
(IPPS) wage index published in the
Federal Register on August 1, 2002 (67
FR 49982). We used 60 percent to
represent our estimate of that portion of
costs attributable, on average, to labor.
We have used this estimate since the
inception of the OPPS and continue to
believe that it is appropriate. (See the

April 7, 2000 final rule (65 FR 18496)
for a complete description of how we
derived this percentage).

* We summed the standardized labor-
related cost and the nonlabor-related
cost component for each billed item to
derive the total standardized cost for
each procedure or medical visit.

* We removed extremely unusual
costs that appeared to be errors in the
data using a trimming methodology
analogous to what we use in calculating
the diagnosis-related group (DRG)
weights for the hospital IPPS. That is,

we eliminated any bills with costs
outside of three standard deviations
from the geometric mean.

 After trimming the procedure and
visit level costs, we mapped each
procedure or visit cost to its assigned
APC, including the proposed APC
changes described in section II.A of this
final rule.

* We calculated the median cost for
each APC by using the claims for
services included in the APC. In the
case of APCs for which we eliminated
the claims that did not contain device
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C codes, we used only the claims that
contained device codes to set the
median cost for the APC. See section
III.A.2 of this final rule for a complete
discussion of why we used the device
code medians for these codes (which are
identified in Table 6).

» Using these median APC costs, we
calculated the relative payment weights
for each APC. As in prior years, we
scaled all the relative payment weights
to APC 0601, mid-level clinic visit,
because it is one of the most frequently
performed services in the hospital
outpatient setting. This approach is
consistent with that used in developing
RVUs for the Medicare physician fee
schedule. We assigned APC 0601 a
relative payment weight of 1.00 and
divided the median cost for each APC
by the median cost for APC 0601 to
derive the relative payment weight for
each APC. Using the 2001 through 2002
data, the median cost for APC 0601 is
$57.56.

Section 1833(t)(9)(B) of the Act
requires that APC reclassification and
recalibration changes and wage index
changes be made in a manner that
ensures that aggregate payments under
the OPPS for 2003 are neither greater
than nor less than, the aggregate
payments that would have been made
without the changes. To comply with
this requirement concerning the APC
changes, we compared aggregate
payments using the CY 2002 relative
weights to aggregate payments using the
CY 2003 final weights. Based on this
comparison, in this final rule, we are
making an adjustment of .969 to the
weights. The final weights for CY 2003,
which incorporate the recalibration
adjustments explained in this section,
are listed in Addendum A and
Addendum B of this final rule with
comment period. The final weights are
rounded to 4 decimals for greater
precision.

We received many comments on the
issues related to calculation of the OPPS
payment weights, which we summarize
and address below:

Changes in Payment Rates from 2002 to
2003

Comment: We received many
comments expressing concern with the
amount of decreases in payments for
many services, in particular those that
will include drugs and devices that will
cease to be eligible for pass-through
payment in 2003. Many commenters
said that the costs for drugs and devices
derived from claims data, on which we
based weights for these APCs, were
considerably below the acquisition price
hospitals pay for the drugs and devices.
Many commenters said that the

proposed payments would result in
hospitals ceasing to provide services
that require expensive devices and
drugs because they could no longer
afford to furnish them under the
proposed rates.

Response: We are concerned that our
payments not compromise access of
Medicare beneficiaries to high quality
services involving new technologies.
Accordingly, we have adopted a number
of changes in our estimating procedures,
as described in more detail below and
elsewhere in this final rule, designed to
better ensure that the payment rates we
establish in this rule are as accurate and
reasonable as possible.

Comment: Many commenters, in
particular hospital organizations,
supported the significant increases in
payments for primary care and
preventive services that were proposed.
They strongly stated that we should rely
only on Medicare claims data to ensure
that these services would not be
reduced in payment by increases to
payments for device and drug related
services, as happened in 2002 when
external price data were used in the
absence of Medicare claims data. They
noted that the services that received
increases in payments using 2001
claims data are furnished by all
hospitals and that rural hospitals and
small urban hospitals in particular are
heavily dependent on adequate payment
for these services to be able to continue
to offer services to Medicare patients in
their communities.

Response: We also are concerned that
our payments not compromise access of
Medicare beneficiaries to high quality
services that may not involve new
technologies; these services in fact
represent the bulk of services in all
hospitals. Accordingly, we have been
mindful that increases in the payment
on some services will result in decreases
in others.

Comment: Many commenters shared
with us data from various sources
outside our claims data (for example,
manufacturers’ prices, prices reported
by group purchasing organizations, and
amounts from invoices as proof of
acquisition price). Many of these
commenters suggested we use these data
as a substitute for or supplement to
claims data for particular APCs or where
particular drugs or devices are used.

Response: We appreciate the data that
these commenters provided to us. We
carefully reviewed all the data that were
furnished to us and used the data to
guide us in analysis of claims data and
in making decisions regarding how to
generate the final payment weights.

We note that the OPPS is not designed
to pay hospitals their full accounting

costs for delivery of particular services.
The system was set up to be budget
neutral to the prior system, which,
under several provisions of the statute,
paid approximately 82 percent of
reported hospital outpatient department
costs as shown on the cost reports.
Payment rates for individual services
are set, in essence, to reflect relative
resource use within a payment system
that pays at what was a discount of
approximately 18 percent. Thus, for us
to make changes to ensure that a
particular service receives what
observers believe is its “full” cost is
difficult, partly because determination
of “full” cost for a particular service is
an uncertain exercise and partly because
such a service could only be paid “full”
cost at the expense of all other services,
which in principle would be paid at an
even greater discount than that already
implied by the operation of the system.
Accordingly, while we have used data
from external sources to evaluate the
reasonableness of our payment rates and
to guide us in choice of methods that
would achieve results as reasonable as
possible, we have not directly
substituted such data into our estimates.

Comment: Many commenters
suggested that we use only claims on
which pass-through devices had been
coded to set medians for APCs
containing procedures that required
devices to be furnished.

Response: We agree that this
suggestion presents a useful way to edit
our data, and adopted it in calculating
the rates presented in this rule. We
calculated medians from our most
current set of claims data using all
claims, (that is, using claims with no
device C code, and using claims with
device C code) and compared the
medians. We found that, in many APCs
because the procedures require use of a
pass-through device, the medians that
resulted from using any claims on
which device C codes were billed were
more similar to the device and
procedure costs provided by external
data than were the medians calculated
using all claims. For these APCs, shown
in Table 6, we used the median
calculated using only claims on which
a device had been coded.

Comment: Many of the commenters
asked that we adjust the weights so that
no service, or at least no service for
which a commenter had objected to a
decrease, would receive a decrease in
payment of more than 10 percent from
2002 to 2003.

Response: We agree that the
substantial fall in payment rates for
some APCs suggests the need for some
approach to moderate the changes.
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Many of these decreases appear to be
linked to one or more of the following:

* Changes in the payment
methodology for those drugs and
devices that will no longer be eligible
for pass-through payments,

* Miscoding,

* Restructuring of APCs (in which
movement of a single code from one
APC to another may change the median
cost of both APCs), or

* Use of data from the period
following implementation of the OPPS.

In the interest of using a method that
could be employed simply and that
could ensure that all APCs were treated
similarly regardless of whether
interested parties had identified them as
sources of concern, we adopted a
method that we applied to all APCs
except new technology APCs, and APCs
for drugs and devices that will receive
pass-through payments in 2003.

We considered a number of different
ways of moderating the reductions in
payment that would have occurred
under the August 9, 2002 proposed rule.
We considered options that would have
limited both significant increases and
significant decreases in some fashion.
However, we rejected these options
because they would have reduced
payments for those services that would
otherwise have significant increases.
Inspection of APCs that would have
significant increases suggested that
many of these increases were
reasonable, and we did not want to
reduce them more than necessary.

We considered options that would
have created a fixed corridor that would
have limited any reduction to some
fixed value, such as 10 or 15 percent, as
suggested by some commenters.
However, we rejected this option,
because it would have reduced the role
of the claims data to a minimum, even
though these data do reflect hospital
charging behavior and are likely to have
some degree of accuracy. In addition,
setting an absolute floor on reductions
would have shifted significant resources
away from all other APCs.

We considered targeting those APCs
that would experience a reduction in
median costs beyond a threshold and
limiting the reduction in median costs

to half of the difference between the
threshold level and the total reduction.
Because of budget neutrality constraints,
the costs of this approach must be met
by reductions in other services. We
concluded that setting a threshold at a
15 percent reduction and decreasing the
reduction in median costs by half of the
difference between the total proposed
reduction and the threshold provided an
appropriate balance, reflecting our
assessment of the relative quality of
claims data, other information from
commenters, and the effects on services
overall.

Thus, we adopt the following
procedure. For any APC where the
median cost would have fallen by 15
percent or more from between 2002 to
2003 from the values that would be
otherwise applicable for 2003, after the
data and method improvements noted
above, we first decreased the reduction
in median cost by one half of the
difference between the value derived
from the claims data and 15 percent.
This methodology was applied to all
APCs, not just those involving drugs or
devices losing pass-through eligibility.
We then assessed the results of this
procedure with information from
comments and concluded that several
additional but more targeted steps were
appropriate.

We examined further those APCs
containing procedures involving devices
where the device represented a very
large portion of the overall costs. Noting
that the overall reduction from cost
discussed elsewhere in this section
would mean that services where devices
represented 80 percent or more of the
total costs would leave virtually no
margin to cover hospital costs in
performing the procedure, we limited
our attention to those APCs with device
costs of 80 percent of more. We then
calculated adjusted APC median costs
for these APCs by determining the
portion of the cost that was attributable
to the procedure and summing it with
a weighted average of the cost of the
device. We determined the weighted
average of the cost of the device by
giving a weight of 3 to the median
acquisition cost of the device as
provided by external data and a weight

of 1 to the median cost from our claims
data. We then added the adjusted cost
of the device to the unadjusted cost of
the procedure to calculate the total cost
of the procedure. Our dampening policy
was then applied to the adjusted total
cost of the procedure.

We believe that this process gave us
credible adjusted medians for APCs 107,
108, 222 and 259. We gave external
acquisition cost data a weight 3 times
that of the adjusted claims median data
because these APCs are
disproportionately highly weighted with
device costs and we recognize that our
device data have weaknesses that would
otherwise result in payments that are so
low as to limit beneficiary access to
these services.

We also examined further those APCs
involving blood and blood products,
and vaccines. Information from
comments raised significant concerns
about the payment reductions that
would result, even after improvements
in data and methods and the
adjustments described above were
applied, on blood and certain blood
products (including antihemophilia
factors). Considering the importance of
these products to ongoing operation of
hospitals, the short shelf life of many of
them, other peculiarities of their
distribution, and possible adverse
effects on public health, we concluded
that these products should be further
protected from decreases. Accordingly,
we limited the reduction in the median
cost from 2002 to 2003 for these
products to 11 percent, which resulted
in limiting the reduction in payment
from 2002 to 2003 to about 15 percent.
We did this for the APCs listed in Table
8.

We also adopted specific changes
relating to vaccines and certain orphan
drugs, as described elsewhere in this
final rule.

We created unscaled weights for all
APCs by dividing the adjusted medians
by the median cost for APC 601 (mid
level visit). We then scaled the weights
for budget neutrality. The budget
neutrality scaler that we applied to the
weights was .968969.

TABLE 8.—BLOOD AND BLOOD PRODUCTS WITH SPECIAL LIMITS

Description

Cryoprecipitate.

Plasma, Pooled Multiple Donor, Solvent/Detergent T.
Blood (Whole) For Transfusion.

RBC leukocytes reduced.
Plasma, Fresh Frozen.
Plasma Protein Fraction.
Platelet Concentrate.
Platelet Rich Plasma.
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TABLE 8.—BLOOD AND BLOOD PRODUCTS WITH SPECIAL LiMITs—Continued

Description

RBC irradiated.

Red Blood Cells.

Washed Red Blood Cells.
Plasmaprotein fract,5%,250ml.
Cryoprecip reduced plasma.

Blood, L/R, CMV-neg.

Platelets, HLA-m, L/R, unit.

Platelet concentrate, L/R, unit.

Blood, L/R, froz/deglycerol/washed.
Platelets, aph/pher, L/R, CMV-neg, unit.
Blood, L/R, irradiated.

Platelets, aph/pher, L/R, irradiated, unit.
Platelets, irradiated.

Platelets, pheresis.

Platelet pheresis irradiated.

Fresh frozen plasma, ea unit.

RBC deglycerolized.

Granulocytes, pheresis.

Factor viii per iu.

Factor VIII (porcine) per iu.

Factor viii recombinant per iu.
Factor ix complex per iu.
Anti-inhibitor per iu.

Factor IX non-recombinant, per iu.
Factor IX recombinant, per iu.
Factor viia recombinant, per 1.2 mg.
Vonwillebrandfactrecmplx, per iu

Comment: Many commenters, while
indicating appreciation for our efforts to
use data from multiple claims in
determining relative weights as
described in the August 9, 2002
proposed rule, believe that we have not
done enough. Although we have
significantly increased the number and
proportion of claims that enter the
calculation for relative weights,
commenters asserted that, in particular,
clinical areas, our mobility to draw on
multiple claims distorts the relative
weights assigned to services, because in
normal circumstances certain services
would always be performed with other
particular services. If packaged services
also appear on such claims, the claims
would not be used in our current
methodology, and relative weight
calculations may not be as accurate as
desired as a result. These commenters
urged us to do more to include data
from multiple claims.

Response: We appreciate the
recognition of the methodological
improvements that we have been able to
accomplish this year. Although intend
to continue the gains achieved for 2003,
the development of appropriate
methods is difficult. Further
methodological development may be
very detailed and involve clinical
review of particular areas of services.
We have been unable to develop any
further methodological changes at
present, so for 2003, we are adopting the
same methods we proposed. We wish to

develop further methods of allocation
that will permit use of more multiple
claims in the future, particularly in
problem areas identified by
commenters, and we hope to be able to
make further progress in this area in
time for the 2004 update.

Comment: Several commenters raised
questions about our editing procedures
relating to which claims were used in
analysis. On one hand, some questioned
whether our standard method of
trimming claims with values over three
standard deviations above the median
was appropriate, or whether it might
leave out reasonable claims involving
newly disseminating, high cost
technologies. Other commenters
suggested that we edit the claims more
restrictively, removing from analysis
claims with values outside a clinically
relevant range (of drug dosages, for
instance).

Response: While we think the
suggestions made by these commenters
deserve further consideration, we have
made no changes in developing the
estimates for the final rule. Our
procedure for trimming claims with
values above three standard deviations,
an exceedingly small proportion of
claims, is a standard procedure we use
in estimates for several payment
systems. This procedure prevents undue
influence on the estimates by claims
that have a high probability of coding
errors, and we have no particular
indication that this procedure is

inappropriately applied in this system.
Establishing clinically relevant ranges
would be difficult. The most obvious
method would involve establishment of
norms of particular services based on
the judgment of clinicians, but these
judgments might not be validated by
actual experience in the field. We would
have to develop this idea more
thoroughly before adopting it.
Accordingly, for 2003 we are using the
trimming and editing procedures rules
described in the August 9, 2002
proposed rule.

Comment: Several commenters noted
that hospital coding appeared to
improve over the course of 2001, based
on quarter-by-quarter examination of
claims data.

Response: We agree that hospital
coding practices appear to have
improved during the early months of the
implementation of the OPPS. Because
accurate coding now has definite
implications for payment that it lacked
in the past, this change was expected
and comports with our experience in
implementing other payment systems.
To improve the quality of estimates for
this final rule, we changed the reference
period of the data used for the final rule
by one quarter. The August 9, 2002
proposed rule was based on data from
calendar year 2001; for the final rule, we
dropped data from the first quarter of
2001 and added data from the first
quarter of 2002. We were thus able to
draw on data from a more recent period



66752

Federal Register/Vol. 67, No. 212/Friday, November 1, 2002/Rules and Regulations

while maintaining approximately the
same number of claims for analysis.
This change was possible in this
instance because the implementation of
the 2002 update on April 1, 2002 meant
that the coding during the first quarter
of calendar year 2002 was unchanged
from the prior year. We believe that this
change has improved the quality of our
estimates.

Comment: Commenters asked a
number of very detailed questions about
our data and methods of calculation.

Response: Within a few weeks of the
publication of this rule, we expect to
invite interested parties to a meeting at
our headquarters in Baltimore to discuss
these and other questions regarding
methods and estimates with our
technical staff.

Use of Cost-to-Charge Ratios and Charge
Compression

Comment: A number of commenters
raised concerns about our use of cost-to-
charge ratios in determining median
costs of items and services. Of particular
concern is the effect of our procedure on
the costs we calculate for high-cost
drugs and devices. These commenters
asserted that hospitals markup their
acquisition costs of drugs and devices
by different percentages depending on
the cost of the item. If so, application of
cost-to-charge ratios that do not take this
effect into account would result in a
relative weight (and hence payment) for
a high-cost item that was
inappropriately low. Commenters
asserted that differential mark-up
behavior, sometimes referred to as
“charge compression,” is common
among hospitals, at least on purchased
inputs such as implantable devices.

To illustrate, assume cost-to-charge
ratios are about generally 50 percent.
That would imply that an item that cost,
for example, $100, would be marked up
by 100 percent to $200. ($100/$200 = .5)
If the hospital decided to mark up the
cost of a high cost item by only 50
percent, the charge for an item that cost
$1,000 would be $1,500, and the cost-
to-charge ratio would be 67 percent.
($1,000/$1,500 = .67) On the other hand,
the hospital might choose to mark up a
low cost item by 150 percent: The
charge for an item that cost $10 would
be $25, and the cost-to-charge ratio
would be 40 percent ($10/$25 = .4).

Commenters did not provide any
useful empirical information on issues
such as those above. One commenter
presented results of a statistical analysis
of the relation of average wholesale
price (AWP) of some drugs to our
proposed payments, but we do not
know if average wholesale prices vary
uniformly in proportion to the

acquisition costs of hospitals and
consequently do not find this analysis
particularly informative.

Response: We calculate OPPS
payment rates based on the charges
made by the hospitals on OPD claims,
reduced to costs by application of a
cost-to-charge ratio that is either specific
to each of the various departments of
each hospital or, in cases where data are
inadequate, to the individual hospital as
a whole. Costs are not available on a
service-specific basis, but are reported
on each hospital’s cost report by
revenue center, which can in turn be
grouped by department. Thus, the
service-specific amount claimed is
multiplied by the departmental cost-to-
charge ratio to convert it into a measure
of the cost on a service-specific basis.
We then use these costs to adjust the
relative weights for the various APGCs as
part of the annual update process.

In making this calculation, we are
assuming that the ratio of cost to charges
is constant across all services to which
it is applied. This assumption has
proved workable in the inpatient setting
for almost 20 years. The calculations
may not perfectly capture the costs
identified for particular services, but as
long as we use them in a set of relative
calculations, any deviations should
largely cancel out. However, if hospitals
do not mark-up services in a uniform
fashion within departments, the
payment rates resulting from
application of this assumption would be
too low for some services (and too high
for others), and the rates would create
incentives for hospitals to avoid (or
favor) particular services.

This postulated behavior of hospitals
is not implausible, as they may attempt
to avoid adverse reactions to high prices
among consumers and to reduce
coinsurance burden on high cost items
used infrequently. However, the
possibility of differential mark-up
behavior is not well documented
empirically. We do not know if
differential mark-ups are common
across many hospitals or across many
services. Further, we do not know the
size of any differential that may exist.
Do hospitals apply differential mark-ups
to all services or only to certain
purchased inputs? Do they apply
differential mark-ups only above some
threshold (such as $1,000), or does the
mark-up vary in some uniform fashion
with the cost of the service?

In the face of the paucity of reliable
empirical information on this issue, we
find that we cannot move quickly to
revise our current methodology. We are
adopting our proposed methodology for
calculating cost-to-charge ratios for
2003. We believe this issue merits

further study, and we expect to address
it further in the future.

Use of Means Rather Than Medians To
Set Weights

Comment: Some commenters
suggested that CMS use means rather
than medians to set rates because means
will result in higher values for device-
related APCs than using medians. Some
commenters noted that means are a
better measure of central tendency
because medians are so sensitive to the
atypical distribution of new technology
services within an APC. Some
commenters recommended that if we
use medians, we should revise the data
set by deleting claims for services that
require a device if the device was not
billed.

Response: We will explore the
possibility and potential impact of using
means rather than medians for the 2004
OPPS. We lacked the resources and time
to explore the impact of this change for
the final rule with comment. However,
since the purpose of these measures is
to create relative payment weights, it
does not necessarily follow that basing
the relative weights of services on
means will cause a change to the
weights in a manner that would satisfy
the commenter. We did, however, revise
the data set by deleting claims for
procedures that required a device if the
device was not billed.

Collect at Least 3 Years’ Data for Pass-
Through Devices Before Setting Rates
Based on Claims Data

Comment: Commenters recommended
that we not use claims data to set
weights for pass-through devices unless
they have at least 3 years of claims data
for the device. They argued that this was
the minimum amount of time needed to
allow stability in the hospitals’ coding
and charges for the items.

Response: We cannot ensure that we
will wait for 3 years to pass before we
will set payments based on data for new
devices. The statute provides for no less
than 2 years and no more than 3 years
payment under pass-through for items
that do not fit a previously existing
device category. Hence, in most cases,
items will not have received 3 years of
transitional pass-through payment
before they are priced based on costs.
Moreover, many new devices do not
receive pass-through status because they
fit in a category that previously met the
criteria and, once pass-through payment
is no longer permitted for the category,
these devices will be paid through
payment for the procedure in which
they are used from their first use.

In general, the statute requires us to
use costs as the basis for the weights.
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Claims data are the single national
uniform basis of cost data for all OPD
items and services. Other data sources
are fragmented and are not national in
scope, and may be biased in various
ways. We believe that 2 years provides
a sufficient time for hospitals to
establish coding practices and to
determine what charges to impose for
items and services paid under the OPPS
and that this will be even more true in
the future as hospital coders and billers
become more accustomed to HCPCS
coding and the impact of charges on
future payments.

Continue 2002 Weights for 2003 and
Train Hospital Staff Coders and Billers
Because Claims Data Are Flawed

Comment: Some commenters asserted
that Medicare 2001 claims data are so
badly flawed that the weights should be
left untouched for 2003. They requested
that we should initiate training of
hospital staff billers and coders to
ensure that future data accurately reflect
the codes of the services furnished and
that the charges accurately reflect the
costs of drugs and devices.

Response: We have decided to revise
the weights for 2003 based on the best
available information. We believe that
the adjustments and moderations we
have made to the median costs for the
services that would have been most
adversely affected under the
methodology used in the August 9, 2002
proposed rule have enabled us to
establish a valid set of relative weights
for the 2003 OPPS. This comports with
the requirement of section 1833(t)(9)(A)
of the Act that we review and revise the
relative weights annually to take into
account new cost data and other
relevant information, and factors.
Regarding training of hospital staff, we
have greatly expanded our efforts to
assist providers in complying with all
Medicare rules, including creation of
the Medlearn Web site, issuance of
specialized articles and provider
seminars. However, the fundamental
responsibility for correct coding and
billing for services lies with the
hospitals who are paid under the OPPS
system and who have every incentive to
bill correctly to ensure that they are
paid for all the services they furnish to
Medicare beneficiaries.

Release of Crosswalk for Packaging
Costs to Specific APCs

Comment: Some commenters asked
that we release the crosswalk used to
assign pass-through device costs to
specific APCs. They indicated that
without this crosswalk, they are unable
to make specific comments and they
urged the Congress to fund an

additional activity to correct APCs they
determine to be severely underfunded
after they perform this analysis.

Response: There is no CMS-generated
crosswalk that was used to assign pass-
through device costs to APCs. We relied
upon the coding of hospitals in their
packaging of devices, drugs, and other
items and services into the payment for
the procedure in which they were used.
We will make a public use file available
that containing the claims data used to
set the final payment weights. By
examination of these data, interested
parties can determine what was

packaged into the medians for the APCs.

While we recognize that the claims may
contain errors, we believe that the
probability of making errors in
crosswalking services to procedures is
reduced by accepting what providers
bill as the items and services furnished
with the procedure.

Impact of Medical Education on OPPS
Payment Adequacy

Comment: Several commenters noted
that payment under OPPS does not take
into account the time and cost
components associated with providing
teaching services in teaching hospitals
and thereby puts teaching hospitals at a
disadvantage. Moreover, teaching
hospitals are typically on the cutting
edge of development and
implementation of new innovations,
technological and otherwise and would
therefore be underpaid by the low
payments proposed for APCs that use
expensive devices. The commenters
asked that Medicare provide an indirect
medical education (IME) payment
percentage add-on for all outpatient
APCs similar to the IME factor used to
adjust DRG payments for inpatient
services.

Response: We have not developed an
IME add-on for payments made under
the OPPS because the statute does not
provide for this adjustment, and we are
not unconvinced that it would be
appropriate in a budget-neutral system
in which such changes would result in
reduced payments to all other hospitals.
Moreover, in the final rule, we have
developed payment weights that we
believe resolve many of the issues with
payments for devices for which
payment is packaged into the payment
for the procedure in which the device is
used. These and other payment changes
should help ensure equitable payment
for all hospitals as provided within the
constraints of the statute.

Elimination of Payment for Cochlear
Implants and Vagus Nerve Stimulators

Comments: A number of commenters
objected to what they believed was a

proposal to eliminate payment for
cochlear implants and vagus nerve
stimulators. Those who had the implant
indicated that these devices had greatly
improved their lives, or others who
were expected to have the device
implanted objected to what they
believed was a proposal to no longer
pay for them.

Response: We did not propose to
cease payment for these devices under
Medicare or to cease payment for
services needed to implant them. We
did propose payment amounts for 2003,
and, in this final rule, we provide the
payment rates that will determine
payments under the OPPS in 2003. The
establishment of payment amounts does
not constitute a Medicare determination
that these items and services are or are
not covered in any particular case.

Underfunding of OPPS in General

Comment: Some commenters stated
that OPPS was severely underfunded
when it was established and it will
never result in adequate payment of
costs under its current budget neutrality
requirements. They asked that we
support their efforts to seek increased
funding for outpatient services since
hospital care is increasingly furnished
in the outpatient setting and because
continued absence of adequate funding
will result in reduced access to services.
Some commenters indicated that since
the budget neutrality scaler is
determined on the basis of estimates, we
have considerable latitude to ensure that
payments are as close to costs as
possible, notwithstanding that the base
was set at 82 percent of cost when the
system was established.

Response: We do not believe that the
OPPS system is severely underfunded,
nor do we believe that the statute gives
us flexibility in the determination of
budget neutrality. Congress set the
OPPS system to be budget neutral to the
total payments under prior payment
methods; those methods, as result of
several statutory provisions dating back
to FY 1990 and FY 1991, paid for
hospital outpatient department services
at approximately 82 percent of costs. We
understand that observers at the time
believed that hospitals had shifted
accounting costs that might otherwise
have been attributed to inpatient cost
centers to the outpatient setting because
the inpatient PPS limited hospital
payment on the inpatient side while the
outpatient side was not similarly
constrained. Congress had thus reduced
payments for outpatient department
services below nominal costs, and the
OPPS was set to be budget neutral
relative to total payments under the
prior system. Whether this situation
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implies that hospital outpatient
departments are underfunded under the
OPPS is hard to judge.

With respect to budget neutrality,
section 1833(t)(9)(B) of the Act makes
clear that any adjustments to the OPPS
made by the Secretary may not cause
estimated expenditures to increase or
decrease. We do not believe the statute
provides us authority to depart from
budget neutrality simply because it uses
the word “‘estimated.”

Data Issues Peculiar to
Radiopharmaceuticals

Comment: Commenters stated various
reasons why it would be inappropriate
to use the 2001 claims data to calculate
the median cost of
radiopharmaceuticals. They claimed
that additional costs unique to
radiopharmaceuticals, such as overhead
costs for nuclear pharmacies and safety/
regulatory costs, were not reported in
the 2001 claims. Also, they believe not
all hospitals billed for their costs,
particularly costs for overhead items, to
the appropriate revenue codes.
Therefore, they argue this misallocation
of charges resulted in an underestimate
of the cost-to-charge ratios that were
used to set the payment rates. The low
volume of claims for
radiopharmaceuticals in the 2001
dataset may be attributed to the use of
HCPCS A4641, which many hospitals
used for radiopharmaceutical billing,
instead of more specific coding. Also,
they suggested that we did not receive
reliable reporting data from the
hospitals because of significant
descriptor and payment rate changes in
2001. Thus, they recommended that we
not implement the proposed changes
until more accurate data on hospital
costs could be collected.

Response: As discussed elsewhere in
this section, we believe that we have
satisfactorily resolved the data issues in
the claims data for 2001 to enable us to
create an appropriate set of relative
weights for OPPS services for 2003. We
find no justification for delaying the
update of the 2003 OPPS. Moreover, we
see nothing unique in the issues raised
in the context of data for
radiopharmaceuticals. As with other
services, the costs in revenue centers
and for A4641 were packaged into the
procedure with which the items were
billed. Similarly, we do not believe that
the problem with multiple procedure
claims is more of a problem for
radiopharmaceuticals than for other
services that are commonly provided in
combinations. Lastly, there were
significant descriptor and payment rate
changes for all services paid under
OPPS in 2001, and the extent of the

changes for radiopharmaceuticals did
not differ significantly from the extent
of changes for other items and services.

Methodological Reasons That the Data
for Drugs Are Flawed

Comment: Many commenters asserted
that there are significant methodological
problems in the 2001 claims data for
drugs and biologicals, especially the
high cost items. They said that the 2001
claims data do not reflect appropriate
codes and charges for separately paid
drugs and biologicals and that the
proposed payment rate does not take
into account additional pharmacy
overhead costs. They indicated that
when we process a claim, we reject the
second and subsequent line if it is
identical to a previously billed line as
a duplicate claim and that, therefore, the
subsequent lines are not included in the
claims data. They maintained that the
methodology of analyzing single line-
items on drug claims is not consistent
with how hospitals bill for particular
drugs and biologicals. They stated that
claims reported by hospitals for certain
drugs and biologicals showed unit
amounts that fell outside a therapeutic
range and therefore should have been
excluded from the body of claims used
to set the rates. They said that many
drugs and biologicals have a low HCPCS
code dose that skews the computation of
the relative weights, and thus the
payment rates for these products.

Response: We recognize that not all
hospitals billed properly for drugs and
biologicals in 2001. However, since
most payment for drugs and biologicals
was made on a pass-through basis at 95
percent of AWP in 2001, hospitals had
a significant incentive to bill properly
and we believe that in most cases they
billed properly for the services they
furnished so as to receive payment for
them. We recognize that if a claim was
submitted in a manner that caused it to
be rejected by duplicate claims edits, it
would not appear in the data. However,
we expect that in those cases, hospitals
would submit an adjustment bill to
secure payment for the full service and
that the costs for the drugs or biologicals
as shown in the adjustment bill would
be reflected in the data. We also
recognize that some claims reflect that
the drugs were furnished in amounts
that were outside of therapeutic ranges.
However, we have no reason to believe
that those claims do not represent what
actually was furnished to the patient.
Should a physician deviate from
standard therapeutic ranges in
particular a case, it is reasonable to
expect the claim to reflect what was
administered. With regard to the low
dose of the HCPCS code, the payment is

set based on the definition of the code
and so to the extent that the drug or
biological is correctly coded on the
claim, the claims data would reflect the
cost of the drug or biological.

Elimination of Data for Hospitals
Without Actual Charges

Comment: Several commenters raised
concerns regarding the elimination of
about 3 million claims from 301
hospitals because their reported charges
were not actual charges. The
commenters requested the following
information from us on the effect of
eliminating these claims: Did the
elimination of this information create
more bias against higher cost drugs and
biologicals? Were the claims from
certain specialty hospitals?

Response: There is no way for us to
determine what effect would have taken
place if these hospitals had reported
charges as other hospitals did. However,
because we know that the reported
charges for these hospitals are not actual
charges, we know that the information
provided by these hospitals is
meaningless for the purpose of
calculating payment rates under OPPS.

Impact of Rounding of Relative Weights
for Drugs

Comment: Commenters stated that the
rounding of relative weights down to
only two decimal places causes a
significant reduction in payment. For
example, rounding a unit down to a
relative weight of 0.01 from a greater
amount (for example, 0.01433) can
substantially decrease the payment
amount of a therapeutic dose.

Response: We rounded relative
weights to 4 decimal places in the final
rule.

Comment: A commenter indicated
that we included data from the 11 PPS-
exempt cancer hospitals that should
have been excluded from the rate-setting
calculations.

Response: We disagree with the
commenter’s concern. According to 42
CFR 412.23(f), cancer hospitals that
meet specific criteria are excluded from
the inpatient PPS; however, these
hospitals are not excluded from OPPS.
Rather, under OPPS, cancer hospitals
are held harmless. The hold harmless
provision is set forth in our existing
regulations at 42 CFR 419.70(d)(2).
Therefore, we do not exclude claims for
services furnished in these hospitals in
our rate setting calculations.

Need for a Special Exceptions Process

Comment: Some commenters said that
CMS should have a process by which
hospitals should be able to submit
special documentation to indicate that
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unusual conditions exist and be paid an
additional amount set by the contractor
for the unusual conditions or costs that
the hospital is incurring. They suggested
this as a means of being assured of
recouping costs where the APC payment
would not otherwise reimbursement for
full costs.

Response: We did not accept the
comment because the OPPS already has
an outlier system that provides for an
additional payment when costs are
incurred that meet the outlier criteria.

Claims Process

Comment: One commenter said that
the implementation of OPPS was
extremely daunting to providers because
it was so different from prior billing and
coding for these services and because
CMS processes and rules changed so
frequently. They indicated that software
vendors often lagged behind CMS
requirements and that errors in either
provider billing or intermediary
processing often required a hospital to
detect a problem and resubmit claims.
Moreover, the volume of claims can
cause a small problem to become a large
problem in very little time. They ask
that CMS do whatever it can to simplify
the processes they must undertake to
achieve submission of a “clean” claim.

Response: We recognize that
implementation of CMS was difficult for
providers and we have tried to do all
that we can to simplify billing and
payment rules and to respond to
problems as they arise. Most recently,
the hospital open door forum calls have
provided a means for hospitals to bring
problems to the attention of the CMS
staff as quickly as possible so that they
can be resolved.

Reduced Quality of Care for Gamma
Knife Services

Comment: A commenter said that
reducing payment for hospital services
for G0242 will force hospitals to reduce
the hours of work for medical physicists
in the hospital and will therefore
decrease quality by increasing the
opportunity for errors in the
calculations that must be done before
treatment.

Response: We believe that hospitals
would not jeopardize themselves by
decreasing the extent to which they
ensure that errors are not made.

We are finalizing our rate
methodology for PHP, including data
from hospital outpatient and CMHC
programs. The national unadjusted rate
for CY 2003 will be $240.03, of which
$48.17 is the beneficiary’s national
unadjusted coinsurance. Upon further
review we have determined that we will
not include the issue of separate billing

for clinical social worker services
provided to PHP patients in this final
rule but will address it in future
rulemaking.

IV. Transitional Pass-Through and
Related Payment Issues

A. Background

Section 1833(t)(6) of the Act provides
for temporary additional payments or
“transitional pass-through payments”
for certain medical devices, drugs, and
biologicals.

For those drugs, biologicals, and
devices referred to as “current,” the
transitional pass-through payment
began on the first date the hospital
OPPS was implemented (before
enactment of the Medicare, Medicaid,
and SCHIP Benefits Improvement and
Protection Act (BIPA), Public Law 106—
554, enacted December 21, 2000).

Transitional pass-through payments
are also required for certain ‘“‘new”
medical devices, drugs, and biological
agents that could not be described as
current, that were not being paid for as
a hospital outpatient service as of
December 31, 1996 and whose cost is
“not insignificant” in relation to the
OPPS payment for the procedures or
services associated with the new device,
drug, or biological. Under the statute,
transitional pass-through payments are
to be made for at least 2 years but not
more than 3 years.

Section 1833(t)(6)(B)(i) of the Act
required that we establish, by April 1,
2001, initial categories to be used for
purposes of determining which medical
devices are eligible for transitional pass-
through payments. Section
1833(t)(6)(B)(i)(II) of the Act explicitly
authorized us to establish initial
categories by program memorandum.
On March 22, 2001, we issued two
Program Memoranda, Transmittals A—
01-40 and A—01-41 that established the
initial categories. We posted them on
our Web site at http://cms.hhs.gov.

Transmittal A—01-41 includes a list of
the initial device categories and a
crosswalk of all the item-specific codes
for individual devices that were
approved for transitional pass-through
payments as of January 21, 2001 to the
initial category code by which the
device is to be billed beginning April 1,
2001. Items eligible for transitional pass-
through payments are generally coded
using a Level II HCPCS code with an
alpha prefix of “C.” Pass-through device
categories are identified by status
indicator “H”” and pass-through drugs
and biologicals are identified by status
indicator “G.” Subsequently, we added
two additional categories and made
clarifications to some of the categories’

long descriptors found in transmittal A—
01-73. A current list of device category
codes in effect as of July 1, 2002 can be
found in Transmittal A—02—050, which
was issued on June 17, 2002. This
Program Memorandum can be accessed
on our Web site at http://cms.hhs.gov.
The list is also included in this
preamble in Table 7.

Section 1833(t)(6)(B)(ii) of the Act
also requires us to establish, through
rulemaking, criteria that will be used to
create additional device categories. The
criteria for new categories are the
subject of a separate interim final rule
with comment period that we published
in the Federal Register on November 2,
2001 (66 FR 55850). We respond to
public comments on that interim final
rule in this final rule with comment that
implements the 2003 OPPS update.

Transitional pass-through categories
are for devices only; they do not apply
to drugs or biologicals. The regulations
at §419.64 governing transitional pass-
through payments for eligible drugs and
biologicals are unaffected by the
creation of categories.

The processes to apply for transitional
pass-through payment for eligible drugs
and biological agents or for additional
device categories can be found on
respective pages on our Web site at
http://cms.hhs.gov. If we revise the
application instructions in any way, we
will post the revisions on our Web site
and submit the changes for approval by
the Office of Management and Budget
(OMB) under the Paperwork Reduction
Act (PRA). Notification of new drug,
biological, or device category
application processes are generally
posted on the OPPS Web site at
http://cms.hhs.gov/Medicare/hopps/
default.asp.

As we indicated in the NPRM
(67FR52130), Determining that a drug or
biological is eligible for a pass-through
payment or making a decision to pay a
drug or biological on a separate APC
basis (rather than packaging payment
into payment for a procedure) does not
represent a determination that the drug
or biological is covered by the Medicare
program.

CMS and its contractors make
coverage determinations and the FDA
makes premarket approval decisions
under different statutory standards.
Whereas the FDA must determine that
a product is safe and effective as a
condition of approval, CMS must
determine that the product is reasonable
and necessary as a condition of coverage
under section 1862(a)(1)(A) of the Social
Security Act. Under a premarket
approval review, the FDA determines
whether or not the product is safe and
effective for its intended use that is
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stated in its proposed labeling. Medicare
evidence-based NCD reviews consider
the medical benefit and clinical utility
of an item or service in determining
whether the item or service and its
expenses are reasonable and necessary
under the Medicare program. Unlike the
FDA safety and effectiveness evaluation,
CMS determines whether or not the
product is clinically effective, that is,
does the item or service improve net
health outcomes in the Medicare
population as compared to other
covered technologies or procedures.
CMS and its contractors do require that
a drug or biological first be approved by
the FDA, although not necessarily for
the indication for which coverage is
sought. CMS and its contractors also
strongly consider the FDA’s evaluation
when making a coverage determination
for a product and do not substitute their
judgment for that of the FDA’s regarding
safety and effectiveness. Instead, we
focus our review on the issues that are
unique to Medicare’s reasonable and
necessary determination. (We note that
approval of a product by the FDA as a
drug or biological does not
automatically assure that Medicare
payment for the product will be as a
drug or biological. The product must
still be placed into the most appropriate
Medicare benefit category before
Medicare can make appropriate
payments.)

In the case of an FDA-approved
indication for drugs and biologicals,
CMS and its contractors have generally
considered that use to be reasonable and
necessary, without performing a
separate review, although Medicare has
always retained the right to perform a
separate evaluation. (See, for example,
54 FR 4302, 4306, January 30, 1989)
(Proposed Rule-Coverage Criteria)
(“Questions regarding coverage of drugs
and biologicals are rarely referred to
PHS since we have determined as a
matter of national policy that drugs or
biologicals approved for marketing by
FDA are safe and effective when used
for indications specified in their
labeling.””) (emphasis added); Medicare
Carriers Manual section 2049.4 (“Use of
the drug or biological must be safe and
effective and otherwise reasonable and
necessary. Drugs or biologicals
approved for marketing by the Food and
Drug Administration are considered safe
and effective for purposes of this
requirement when used for indications
specified on the labeling.” (emphasis
added). Under section 2049.4, our
contractors “may pay for the use of an
FDA approved drug or biological, if: (1)
It was injected on or after the date of the
FDA’s approval; (2) It is reasonable and

necessary for the individual patient; and
(3) All other applicable coverage
requirements are met.”’ (emphasis
added).

CMS developed this approach,
because, in the past, it was a more
efficient mechanism for coverage and
the impact of drugs and biologicals on
the Medicare program was relatively
small. Now, as a result of the increasing
number of novel therapies on the market
and the impact of new drugs and
biologicals on the Medicare program, it
is prudent for Medicare to perform its
traditional coverage analysis for
appropriate drugs and biologicals as it
does for all other items and services to
ensure that it only pays for those
products that are clinically effective. For
drugs and biologicals, Medicare will
continue to use FDA approval as a
default for a reasonable and necessary
determination of an FDA-approved
indication unless CMS decides
otherwise. CMS may choose to perform
a reasonable and necessary
determination in several circumstances,
including, but not limited to the
following: the drug or biological in
question represents a novel, complex or
controversial treatment, may be costly to
the Medicare program, may be subject to
overutilization or misuse, or received
marketing approval based on the use of
surrogate outcomes.

B. Discussion of Pro Rata Reduction

Section 1833(t)(6)(E) of the Act limits
the total projected amount of
transitional pass-through payments for a
given year to an “applicable percentage”
of projected total payments under the
hospital OPPS. For a year before 2004,
the applicable percentage is 2.5 percent;
for 2004 and subsequent years, we
specify the applicable percentage up to
2.0 percent. If we estimate before the
beginning of the calendar year that the
total amount of pass-through payments
in that year would exceed the applicable
percentage, section 1833(t)(6)(E)(iii) of
the Act requires a (prospective) uniform
reduction in the amount of each of the
transitional pass-through payments
made in that year to ensure that the
limit is not exceeded. We make an
estimate of pass-through spending to
determine not only whether pass-
through payments will exceed the
applicable percentage but also to
determine the appropriate reduction to
the conversion factor.

In the August 9, 2002 proposed rule,
we describe in detail the methodology
we would use to make an estimate of
pass-through spending in 2003 (67 FR
52117 through 52118). Very generally,
after projecting 2003 pass-through
spending for the groups of devices,

drugs, biologicals, and
radiopharmaceuticals as described in
the proposed rule, we would calculate
total projected 2003 pass-through
spending as a percentage of the total
(that is, Medicare and beneficiary
payments) projected payments under
OPPS to determine if the pro rata
reduction would be required.

Below is a table showing our current
estimate of 2003 pass-through spending
based on information available at the
time the table was developed. In the
August 9, 2002 proposed rule we
indicated that we were uncertain
whether pass-through spending in 2003
will exceed $467 million or 2.5 percent
of total estimated OPPS spending
because we had not yet completed the
estimate of pass-through spending for a
number of drugs. We invited comments
on the methodology we proposed to use
to determine if a pro rata reduction
would be necessary as well as the
assumptions shown in Table X of the
August 9, 2002 proposed rule that
included anticipated utilization and
utilization not yet determined.

We received several comments on this
proposal, which are summarized below.

Estimates of Pass-Through Spending

Comment: A device manufacturer
stated that it would be premature to
impose pro rata reductions before we
accurately account for an APC’s device
offset amount.

Response: Where applicable we have
applied offset amounts to APCs with
device categories for determining the
final estimate of 2003 pass-through
spending.

Comment: Many commenters said
that there should be no pro rata
reduction because we did not present
the cost and utilization data that would
be used to determine if the criteria for
a reduction were met. Some
commenters said that the pro rata
reduction is discretionary and that we
should not impose one because of the
magnitude of the decreases for APCs
that require expensive devices and the
decreases in APCs for drugs (as
compared to the pass-through payment).
Some commenters said that our
proposed projections overestimated the
volumes that could be expected to occur
in 2003.

Response: Section 1833(t)(6)(E)(i) of
the Act requires that the Secretary
estimate the total pass-through
payments to be made for the
forthcoming year (which allows us to
determine the amount of the conversion
factor for the forthcoming year) and to
the extent the estimate exceeds the
statutory limit, reduce the amount of
each pass-through payment. For 2003,
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the statutory limit is 2.5 percent of total
estimated program payments. In the
August 9, 2002 proposed rule, we
provided our best estimate at that time
of pass-through payments for the drugs
and devices for which we expected to
make pass-through payments in 2003,
and we explained our methodology for
determining the estimate for the final
rule. We provided a list of the devices
and drugs we either knew would be
paid under pass-through next year or
which we believed may be paid as pass-
through items in 2003.

We have refined and finalized our
estimate of pass-through spending in
2003 and, for the reasons discussed
below, we have determined that no pro
rata reduction will be required in 2003.
Moreover, as discussed below the
estimate falls under the statutory limit
of 2.5 percent. Therefore, the conversion
factor has been increased.

Comment: A commenter disagreed
with the 2003 payment estimates in
Table X of the August 9, 2002 proposed
rule for the diagnostic and therapeutic
radiopharmaceutical agents, IN-111
Zevalin and Y-90 Zevalin. The
commenter estimated the number of
patients receiving this therapy in the
outpatient department setting in 2003 at
approximately 2,500 for both the
diagnostic and therapeutic portions,
instead of the 9,000 that we projected in
our August 9, 2002 proposed rule. The
commenter further stated that the
payment per patient for the Y-90
Zevalin therapy should be based on 40
mCi, the amount required in the
preparation of the dose.

Response: Since publication of the
August 9, 2002 proposed rule, we have
determined that the appropriate
payment mechanism for IN-111 Zevalin
and Y-90 Zevalin is through the new
technology APCs, rather than through
the transitional pass-through payment
methodology. Zevalin began receiving
pass-through payment as a hospital
outpatient service in 2002 as a
radiopharmaceutical drug. After careful
reexamination of Zevalin, we have
determined that Zevalin is not a drug
and therefore does not qualify for a
pass-through payment.

Section 1861(t)(1) provides that the
terms drugs and biologicals “include
only such drugs (including contrast
agents) and biologicals, respectively, as
are included (or approved for inclusion)
in [one of several pharmacopoeias]
(except for any drugs and biologicals
unfavorably evaluated therein), or as are
approved by the pharmacy and drug
therapeutics committee (or equivalent
committee) of the medical staff of the
hospital furnishing such drugs and
biologicals for use in such hospital.” A

careful reading of this statutory
language convinces us that inclusion of
an item in, for example, the USPDI (as
Zevalin is included, as a biological),
does not necessarily mean that the item
is a drug or biological. Inclusion in such
reference (or approval by a hospital
committee) is a necessary condition for
us to call a product a drug or biological,
but it is not enough. Rather, if we are

to call a product a drug or a biological
for our purposes, CMS must still make
its own determination that the product
is a drug or biological. In the case of
Zevalin, we have determined that
Zevalin is not a drug or a biological.

Zevalin consists of a radioactive
isotope that is delivered to its target
tissue by a monoclonal antibody.
Because of the specific requirements
associated with delivery of radioactive
isotope therapy, any product containing
a therapeutic radioisotope, including Y-
90 Zevalin, will be considered to be in
the category of benefits described under
section 1861(s)(4) of the Act. Similarly,
the appropriate benefit category for all
diagnostic radiopharmaceuticals,
including IN-111 Zevalin, is 1861(s)(3).
We will consider neither diagnostic nor
theraputic radiopharmaceuticals to be
drugs as described in section 1861(t).

Thus, we have determined that the
most appropriate Medicare benefit
categories for IN-111 Zevalin and Y-90
Zevalin are as provided in sections
1861(s)(3) and (4) of the Act because
they are a new diagnostic test and new
radioactive isotope therapy,
respectively. We will pay for IN-111
Zevalin under the New Technology APC
718 and for Y-90 Zevalin under the
New Technology APC 725 until we have
sufficient hospital charge data upon
which to use in assigning these services
to clinical APCs. Because we have
decided that Zevalin does not qualify
for transitional pass-through payments,
we have not included the estimated
payments for Zevalin in our revised
estimates of total 2003 transitional pass-
through payments.

We have based the determination of
New Technology APCs for IN-111
Zevalin and Y-90 Zevalin on
information received from the
manufacturer and invoices made
available to us, and we believe the
resulting payment rates to hospitals
should be adequate. We note that had
we found it necessary to pay for these
products as drugs, the average
wholesale price alone could have
exceeded $28,000 per treatment. We
believe his pricing is excessive and that
it would have placed an unnecessarily
large burden on the Medicare Trust
Funds. Had we found it necessary to
treat these products as drugs, however,

we could have invoked the authority of
section 1833(t)(2)(E) to establish a more
equitable payment rate.

A hospital may bill for the number of
millicuries billed to them by a
radiopharmacy or, if the hospital
prepares Zevalin itself, the number of
millicuries prepared for administration
to the patient but, in either case, no
more than 40 millicuries.

CMS has also undertaken a national
coverage determination (NCD) for
Zevalin, which has been approved by
the Food and Drug Administration
(FDA) to treat certain types of non-
Hodgkin’s lymphoma, to assure that the
product is appropriately used in the
Medicare program. A decision
memorandum addressing the clinical
uses of Zevalin to be covered by
Medicare will appear on the CMS
coverage Web site (http://
www.cms.hhs.gov/coverage) soon after
publication of this rule.

Comment: A drug company raised
concerns about the relationship of
epoetin alpha and darbepoetin alpha,
two competing biologicals used for
treatment of anemia. The commenter
urged that CMS determine that the two
products are substitutes with the same
clinical effects and argued that the two
should be paid, subject to an
appropriate conversion ratio, at the
same rate.

Response: Erythropoietin, a protein
produced by the kidney, stimulates the
bone marrow to produce red blood cells.
In severe kidney disease, the kidney is
not able to produce normal amounts of
erythropoietin, and this leads to the
anemia. Additionally, certain
chemotherapeutic agents used in the
treatment of some cancers suppress the
bone marrow and cause anemia.
Treatment with exogenous
erythropoietin can increase red blood
cell production in these patients and
treat their anemia.

In the late 1980’s, scientists used
recombinant DNA technology to
produce an erythropoietin-like protein
called epoetin alpha. Epoetin alpha has
exactly the same amino acid structure as
the erythropoietin humans produce
naturally, and, when given to patients
with anemia, stimulates red blood cell
production.

Two commercial epoetin-alpha
products are currently marketed in the
United States: Epogen™ (marketed by
Amgen) and Procrit™ (marketed by
Ortho Biotech). These products are
exactly the same but are marketed under
two different trade names. Both
Epogen™ and Procrit™ are approved
by FDA for marketing for the following
conditions: (1) Treatment of anemia of
chronic renal failure (including patients
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on and not on dialysis), (2) treatment of
Zidovudine-related anemia in HIV
patients, (3) treatment of anemia in
cancer patients on chemotherapy, and
(4) treatment of anemia related to
allogenic blood transfusions in surgery
patients. Both products are given either
intravenously or subcutaneously up to
three times a week.

Amgen has recently developed a new
erythropoietin-like product, darbepoetin
alpha, which it markets as Aranesp™.
Also produced by recombinant DNA
technology, darbepoetin alpha differs
from epoetin alpha by the addition of
two carbohydrate chains. The addition
of these two carbohydrate chains affects
the biologic half-life. This change, in
turn, affects how often the biological
can be administered, which yields a
decreased dosing schedule for
darbepoetin alpha by comparison to
epoetin alpha. Amgen has received FDA
approval to market Aranesp™ for
treatment of anemia related to chronic
renal failure (including patients on and
not on dialysis) and for treatment of
chemotherapy-related anemia in cancer
patients.

Because darbepoetin alpha has two
additional carbohydrate side-chains, it
is not structurally identical to epoetin
alpha. However, the two products are
functionally equivalent: In this case,
both products use the same biological
mechanism to produce the same clinical
result, stimulation of the bone marrow
to produce red blood cells. Thus,
Epogen™, Procrit™, and Aranesp™
are all functionally equivalent.

These biologicals are dosed in
different units. Epoetin alpha is dosed
in Units per kilogram (U/kg) of patient
weight and darbepoetin alpha in
micrograms per kilogram (mcg/kg). The
difference in dosing metric is due to
changes in the accepted convention at
the time of each product’s development.
At the time epoetin alpha was
developed, biologicals (such as those
developed through recombinant DNA)
were typically dosed in International
Units (or Units for short), a measure of
the product’s biologic activity. They
were not dosed by weight (for example,
micrograms) because of a concern that
weight might not accurately reflect their
standard biologic activity. The biologic
activity of such products can now be
accurately predicted by weight,
however, and manufacturers have begun
specifying the doses of such biologicals
by weight. No standard formula exists
for converting amounts of a biologic
dosed in Units to amounts of a drug
dosed by weight.

In clinical practice, CMS recognizes
that no strict method of converting an
epoetin alpha dose to a darbepoetin

alpha dose exists. There are general
guidelines for conversion, and
clinicians modify the dose based on the
patient’s hematopoietic response. For
developing a payment policy, however,
it is feasible to establish a method of
converting the dose of each of these
drugs to the other.

As part of the process to define a
conversion ratio between these
biologicals, CMS held a series of
meetings with both Amgen and Ortho
Biotech. Both companies provided
substantial written and published
information. We reviewed the Food and
Drug Administration labeling for each
product (Epogen™, Procrit™, and
Aranesp™). We also hired an
independent contractor to review the
available clinical evidence, and we
performed an internal review of this
evidence as well. The body of literature
reviewed included 40 scientific articles
culled from references submitted by the
companies as well as a Medline
literature search. CMS took into
consideration both published and
unpublished studies as well as abstracts,
conference reports, and materials
provided by the two companies.

In selecting articles for review, CMS
sought studies that (1) provided a
“head-to-head” comparison of epoetin
alpha to darbepoetin alpha either in
patients with chronic kidney disease (on
or not on dialysis) or in cancer patients
with chemotherapy-induced anemia,
and (2) in which an appropriate
outcome measure was used. In the
absence of such data, we also
considered clinical studies that either
compared both products to each other or
that linked the dose of a particular
product with an appropriate health
outcome measure.

CMS’s identification of a conversion
ratio between the dosages of these two
products, darbepoetin alpha and epoetin
alpha, is solely for the purpose of
developing a Medicare payment policy.
It is not meant to imply or suggest what
should be done for individual patients
in clinical practice. In addition, by
using a conversion ratio CMS is not
attempting to establish a lower or upper
limit on the amount of either biological
a physician can prescribe to a patient.
CMS expects that physicians will
continue to prescribe these biologicals
based on the needs of individual
patients. In terms of payment, however,
CMS considers these biologicals to be
functionally equivalent (even if
structurally different), and, therefore,
will establish an equitable payment
policy that relates dosage of the agents
to each other.

In our review, we placed the greatest
emphasis on published, high quality

clinical studies and looked for the best
possible estimates based on an
evaluation of the dosing of each product
that, on average, produced the same
clinical response. Based on our own
review of the evidence, our consultation
with the independent contactor who
also reviewed the evidence, and our
discussions with Amgen and Ortho
Biotech, CMS concludes that an
appropriate conversion ratio for the
purposes of a payment policy is to 260
International Units of epoetin alpha to
one microgram of darbepoetin alpha
(260:1).

We think that improved information
from clinical trials involving “head-to-
head” comparisons of these two
products could help us insure our
policy is correct and if necessary update
this policy in the future. In this vein, the
National Cancer Institute has been
directed to work with CMS to quickly
develop and sponsor a trial or trials to
evaluate the appropriate conversion
ratio between these products for the
purpose of Medicare pricing. We expect
this project to be completed during the
cycle for development of the 2004 OPPS
update regulation. If we can estimate a
more accurate conversion ratio based on
this study or from our review of our
own payment data, we will make a
change to reflect this ratio so as soon as
practicable.

We proposed that transitional pass-
through payments for epoetin alpha end
at the end of this calendar year, and that
payment be made in calendar year 2003
in a separate, unpackaged APC. We are
adopting these policies for the final rule.

We had proposed to continue
transitional pass-through payments for
darbepoetin alpha. We accept, however,
the comment suggesting that these two
biologicals should be paid at the same
rate. As noted above, the products are
almost identical; nevertheless there is a
great disparity in their costs. In this
situation, we believe it is appropriate for
us to rely on our authority in section
1833(t)(2)(E) of the Social Security Act
to make an adjustment we determine
‘“necessary to ensure equitable
payments.” We do not believe it would
be equitable or an efficient use of
Medicare funds to pay for these two
functionally equivalent products at
greatly different rates. We would
package these two biologicals into the
same APC, but the difference in dosage
metrics makes this step technically
impossible if we are to maintain the
ability to pay on the basis of the actual
dose used. Consequently, they will be in
separate APCs but paid at equivalent
rates. The 2003 payment rate for non-
ESRD epoetin alpha is established as
$9.10 per 1000 Units elsewhere in this
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rule. We employ the conversion ratio of
260:1 to establish the 2003 payment rate
for darbepoetin alpha as $2.37 per 1
microgram. Because this payment rate
equals the payment rate for epoetin
alpha (albeit expressed in different
units), we reduce the transitional pass-
through payment for darbepoetin alpha
to zero.

An alternative line of reasoning
would produce the same result. Section
1833(t)(6)(A) of the Social Security Act
distinguishes between ““current”” and
“new” biologicals. Epoetin alpha is a
“current” biological. Since April 2002,
we have treated darbepoetin alpha as a
“new”” biological. However, section
1833(t)(6)(A)(iv) sets forth the criteria
that must be met for a biological to be
considered “new.” One criterion is that
the biological is not described by any
item described in clauses (i), (ii) or (iii)
of section 1833(t)(6)(A) of the Act,
which define “current’” drugs,
biologicals, and devices. Given the
determination stated above that these
products are functionally equivalent, we
believe that darbepoetin alpha is already
described by epoetin alpha, a “current”
biological. Because darbepoetin alpha is
functionally equivalent to epoetin
alpha, we believe we could conclude
that it would be most appropriate to
consider darbepoetin alpha a “current”
biological. In that event, it would not
qualify for a pass-through payment as a
“new” biological. Accordingly, under
this analysis, we would terminate the
duration of transitional pass-through
payment eligibility for darbepoetin
alpha on December 31, 2002, and pay
for it in a fashion comparable to other
products that lose eligibility for
transitional pass-through status on that
date. More particularly, we would pay
it equivalently to epoetin alpha.

Beneficiary copayments are
unchanged as a result of the change in
payment for darbepoetin alpha, because
under this rule the copayment amount
for both biologicals would have equaled
that calculated for epoetin alpha in any
case.

This change is budget neutral. As a
result of this change, our estimate of
total transitional pass-through payments
is smaller than it would otherwise have
been. The percentage we have reduced
the conversion factor to compensate for
transitional pass-through spending is
accordingly smaller, and in a budget
neutral fashion payment rates for other
services are correspondingly higher.

We do not expect to make nationally-
applicable determinations of similarity
of drugs or biologicals, such as that
discussed above, on a routine basis. We
regard this situation as unusual,
distinguished by the very strong

similarity of the two products and by
the size of the potential effects on the
Medicare program. We thus believe that
making this determination and insuring
comparable payment is justified in this
particular instance.

Comment: Commenters from
pharmaceutical manufacturers, trade
associations, and a provider of oncology
services raised concern over the
methods used to estimate 2003 pass-
through payments for drugs. The
primary concern was that we
overestimated pass-through spending
for 2003, and as a result would trigger
pro rata reductions in pass-through
payments for drugs appearing on Table
X.

Some commenters suggested that we
refine our estimation procedures by
utilizing alternative modeling
techniques and by using data from
claims experience. Several of the
comments included, in depth, data
analysis along with models used to
predict pass-through drug spending for
calendar year 2003. Spending estimates
ranged from $213 million to $441
million dollars.

Other commenters objected to the
techniques used to estimate pass-
through spending for future products,
those items first eligible for pass-though
payments in April 2003 or later. A
manufacturer’s association objected to
the use of drugs eligible for pass-
through payment beginning in January
1, 2003 as the basis of a forecast of drugs
likely to acquire pass-through
statusthroughout the remainder of the
year. This objection stems from what the
association views as the lack of
similarities between drugs first eligible
for pass-through payments on January 1,
2003 and those eligible later in the year.
Further, they object to estimating any
additional pass-through payments when
it is not clear whether or not a product
will be added to the list during 2003.

Another commenter proposed the use
of a more sophisticated model based on
drugs currently in the FDA pipeline to
be used to project spending of drugs
first eligible for pass-through payment
between April and December 2003.

Other commenters objected to our
estimates for specific drugs.

Response: We have made a number of
changes in response to these comments
and in the course of our efforts to
complete and refine our preliminary
estimates. We have removed several
items from the list of 2003 pass-through
items that appeared in our August 9,
2002 proposed rule and thus from our
final estimates of 2003 pass-through
payments. These include IN-111
Zevalin and Y-90 Zevalin, as noted
above. FDG (HCPCS C1775; APC 1775)

meets the statutory definition of a
current radiopharmaceutical and has
been receiving pass-through payments.
Because we have decided that the pass-
through status of current
radiopharmaceuticals will not continue
past December 31, 2002, pass-through
payment status for FDG will end on
January 1, 2003. Because a separate code
for FDG did not exist until April 2002,
we do not have discrete hospital charge
data upon which to calculate a median
cost for FDG. For transition purposes in
2003, we will pay separately for this
supply based on an estimated
acquisition cost of 71 percent applied to
the 2002 payment rate.

We address below several other issues
that arose during our refinement of
Table X in the proposed rule. We
proposed to continue pass-through
payment status for TC 99M oxidronate
under HCPCS C1058. However,
following publication of the August 9,
2002 proposed rule, we determined that
this drug was also represented by
HCPCS code Q3009. Under HCPCS code
Q3009, this radiopharmaceutical agent
has received pass-through payment
status for at least 2 years, and will no
longer be eligible for pass-through
payment under either HCPCS code
Q3009 or C1058 beginning on January 1,
2003. As proposed, we are packaging
the cost of Q3009 into the procedures
with which the code was billed.

Two other HCPCS codes representing
radiopharmaceutical agents were
inadvertently included in the list of
2003 pass-through drugs in the
proposed rule. HCPCS codes C1064 and
C1065 were add-on codes used to bill
for an additional mCi of I-131. These
codes, along with the related HCPCS
code C1188 and C1348, which are used
to report an initial 1-5 or 1-6 mCi,
respectively, will no longer be eligible
for pass-through payment on January 1,
2003.

Table 9 contains the final list of items
that are eligible for pass-through
payments in 2002 and will remain
eligible in 2003. Table 9 also contains
items that have been approved for pass-
through payments beginning in 2003.

It does not contain categories of
devices or drugs for which pass-through
applications are still pending at the time
of issuance of this final rule or for
which applications have yet to be
received.

We used the following methodology
to estimate the pass-through payments
for 2003.

1. Devices eligible in 2002 [Device
categories beginning July 1, 2002
(C1783, C1888, C1900)] that will
continue in 2003: We used
manufacturers’ retail prices along with



66760

Federal Register/Vol. 67, No. 212/Friday, November 1, 2002/Rules and Regulations

claims utilization estimated for 2003 by
our clinical staff, based on our claims
data and coding and projected
utilization information supplied in the
applications. No device offsets were
applicable.

2. Drugs eligible in 2002 that will
continue in 2003: We used the July 2002
Redbook prices to determine the AWP,
which we used in combination with our
ratios for establishing estimated
acquisition costs to derive pass-through
payments for drugs in 2003. We
determined the volume for pass-through
drugs by soliciting manufacturer
estimates of volume for the Medicare
population where possible and relying
upon a commenter’s estimates for the
volumes of other drugs.

3. Devices eligible in January 2003:
We used manufacturers’ retail prices
along with claims utilization estimated
for 2003 by our clinical staff, based on
our claims data and coding and
projected utilization information
supplied in the applications. We
applied offsets to procedures associated
with devices that mapped to APCs with
offsets.

4. Drugs eligible in January 2003: We
used the July 2002 Redbook prices to
determine the AWP which we used in
combination with our ratios for
establishing estimated acquisition costs
to derive pass-through payments for
drugs in 2003. We determined the
volume for pass-through drugs by
soliciting manufacturer estimates of
volume for the Medicare population
where possible and relying upon a
commenter’s estimates for the volumes
of other drugs.

5. Devices eligible in 2001 and will
continue in 2003: We used
manufacturers’ retail prices along with
claims utilization for the 12 months that
ended March 31, 2002, increased to
2003 by the growth rate provided by our
actuary.

Our final estimate of transitional pass-
through spending for 2003 also includes
projected spending for items that have
not yet been approved for 2003. We had
proposed to base our estimate of
spending for such items on items that
have been newly approved for January
1, 2003. In response to comments, we
have based our projection for items that
will be approved later in 2003 on items

that were newly approved for October 1,
2002 and January 1, 2003. We have
based our estimate on the two most
recent quarters of approval because we
anticipate a higher volume of pass-
through approvals compared to early
2002 for two reasons. First, we began
paying for categories of devices on April
1, 2001. The vast majority of items in
use at that time, as well as newly FDA
approved items, could receive pass-
through payments under a category
code. We received, and subsequently
approved, a relatively small number of
pass-through applications in the first
half of 2002. Consequently, we based
our projection of spending for items that
will be determined eligible for pass-
through status in 2003 based on items
determined eligible for October 1, 2002
and items determined eligible or
expected to be determined eligible for
January 1, 2003.

In summary, we estimate that pass-
through spending in 2003 will
approximate $427.4 million. We believe
that pass-through spending in 2003 will
break out into the following categories
for 2003:

TABLE 9.—ESTIMATE OF PASS-THROUGH SPENDING IN 2003

2003 Pass- | 2003 Esti- | 2003 Antich

HCPC APC Drug Biological through pay- | mated utiliza- t'arou ﬁ av-
ment portion tion gh pay

ment
Existing Pass-through Drugs/biologicals

9016 | Echocardiography CONraSt .........ccceeeiiuiieniiieieaiiieeeiiee e e $30.00 423,220 12,696,607

9012 | Arsenic Trioxide ..........c.c..... $7.92 4,047 32,054

9018 | Botulinum toxin type B ......... $2.22 350,000 777,000

9019 | Caspofugen acetate, 5 mg .. $8.64 98,950 854,928

9110 | Alemtuzumab, per 10mg/ml .... $129.15 | 11249.19861 1,452,834

9111 | Injectin Bivalrudin, 250 mg via $100.50 38,549 3,874,219

9112 | Perflutren lipid micro, 2 ml ...... . $1.25 12,676,293 15,845,366

9113 | Inj Pantoprazole Sodium, Vial ........ccccceviieeeiiiieesiiee e ssee e e esieee $5.76 20,000 115,200

9114 | Nesiritide, per 1.5 Mg Vial .....cccocoveriiiiiiiiiie e $36.48 48,000 1,751,040

9115 | Zoledronic acid, 2 mg .......... $102.77 228,000 23,431,560

9200 | Orcel, per 36 cm2 ................ $286.80 1,000 286,800

9201 | Dermagraft, per 37.5 sq cm . $145.92 4,770 696,038

9116 | Ertapenum sodium .. $11.45 8,902 101,928

9119 | Pedfilgrastim .........ccccecevrurnne. . $708.00 102,645 72,672,864

7051 | Leuprolide acetate implant ............cceeiiiiieiiiieeiiee e $1,364.16 373 508,493

Pass-through Drugs/Biologicals Effective January 2003
C9120 ...coeveenee. Lol I T - 1 o To 1= USSR $22.13 9,690 214,440
C9121 ... Lo 2 R Y (0 - L] o - o PSS $3.60 50,000 180,000
Existing Pass-through Devices
C1765 1765 | ADhESIOr DAITIEr ......eoociiiiiiiiiciie e 224 110,880
C2618 ... 2618 | Probe, cryoablation ............cccccceeennnen. 752 150,400
C1783 ... 1783 | Ocular implant, aqueous drainage dev ............. 2,042 1,327,300
C1888 ... 1888 | Endovascular non-cardiac ablation catheter .... 208 150,800
C1900 1900 | Lead, left ventricular coronary VENOUS .........c.cccecveriienieniieniinieeinens 2,042 4,084,000
Pass-through Devices Effective January 2003
2614 | Brachytherapy solution/liquid,1-125 ............... 100 840,000
2632 | Percutaneous Lumbar Discectomy Probe 612 1,190,340
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TABLE 9.—ESTIMATE OF PASS-THROUGH SPENDING IN 2003—Continued

2003 Pass- | 2003 Esti- | 2003 Antici

HCPC APC Drug Biological through pay- | mated utiliza- t?\rou r? ay-
ment portion tion gn pay

ment
Other Items Expected to Be Determined Eligible for 2003
Spending for future approved drugs ........cccceevveeeriieeesiiee e e seee e 234,581,267
Spending for future approved deVICES .........occueveiiiiieniiie e 49,519,559
Total Spending for Pass-through Drugs/biologicals, and devices 427,445,917
2003.

Our total 2003 estimate of $427.4
million is 2.3 percent of total estimated
program payment. We proposed to
reduce the conversion factor by 2.5
percent to account for pass-through
spending. Since our estimate is now
below 2.5 percent, we have adopted a
reduction of 2.3 percent to the
conversion factor in accord with our
estimate of pass-through payments. Our
final assumptions used to create the
estimate are shown in Table 9 above.

C. Expiration of Transitional Pass-
Through Payments in Calendar Year
2003 for Devices

Section 1833(t)(6)(B)(iii) of the Act
requires that a category of devices be
eligible for transitional pass-through
payments for at least 2, but not more
than 3, years. This period begins with
the first date on which a transitional
pass-through payment is made for any
medical device that is described by the

category. We proposed that 95 device
categories currently in effect will expire
effective January 1, 2003. Our proposed
payment methodology for devices that
have been paid by means of pass-
through categories, but for which pass-
through status will expire effective
January 1, 2003, is discussed in the
section below.

Although the device category codes
became effective on April 1, 2001, many
of the item-specific C-codes for pass-
through devices that were crosswalked
to the new category codes were
approved for pass-through payment in
CY 2000, or as of January 1, 2001. (The
crosswalk for item-specific C-codes to
category codes was issued in
Transmittals A—01-41 and A—01-97,) To
establish the expiration date for the
category codes listed in Table 10, we
determined when item-specific devices
that are described by the categories were

first made effective for pass-through
payment before the implementation of
device categories. These dates are listed
in Table 7 in the column entitled ‘“Date
First Populated.” We proposed to base
the expiration date for a device category
on the earliest effective date of pass-
through status for any device that
populates that category. Thus, the 95
categories for devices that will have
been eligible for pass-through payments
for at least 2 years as of December 31,
2002 would not be eligible for pass-
through payments effective January 1,
2003.

Below is Table 7, which includes a
comprehensive list of all pass-through
device categories effective on or before
July 1, 2002 with the date that devices
described by the category first became
effective for payment under the pass-
through provisions and their respective
proposed expiration dates.

TABLE 10.—LIST OF PASS-THROUGH DEVICE CATEGORIES WITH EXPIRATION DATES

HCPCS codes

Category long descriptor

Adaptor/extension,

(implantable).
Adhesion barrier
Anchor/screw for opposing bone-to-bone or soft tissue-to-

bone (implantable).
Brachytherapy needle
Brachytherapy seed, Gold 198
Brachytherapy seed, High Dose Rate Iridium 192 ...
Brachytherapy seed, lodine 125
Brachytherapy seed, Non-High Dose Rate Iridium 192 ..
Brachytherapy seed, Palladium 103 ..
Brachytherapy seed, Yttrium-90
Cardioverter-defibrillator, dual chamber (implantable)

pacing lead or neurostimulator lead

Cardioverter-defibrillator, other than single or dual chamber
(implantable).

Cardioverter-defibrillator, single chamber (implantable)

Catheter, ablation, non-cardiac, endovascular (implantable) ..

Catheter, balloon dilatation, non-vascular

Catheter, balloon tissue dissector, non-vascular (insertable) ..

Catheter, brachytherapy seed administration

Catheter, drainage

Catheter, electrophysiology, diagnostic, other than 3D map-
ping (19 or fewer electrodes).

Catheter, electrophysiology, diagnostic, other than 3D map-
ping (20 or more electrodes).

Catheter, electrophysiology, diagnostic/ablation, 3D or vector
mapping.

Catheter, electrophysiology, diagnostic/ablation, other than
3D or vector mapping, other than cool-tip.

Date first populated Expiration date
8/L/00 ..ovvveieee e 12/31/02
10/01/00-3/31/01; 7/1/01 . 12/31/03
8/1/00 ..o 12/31/02
8/1/00 12/31/02
10/1/00 ... 12/31/02
1/1/01 12/31/02
8/1/00 12/31/02
10/1/00 ... 12/31/02
8/1/00 12/31/02
1/1/01 12/31/02
8/1/00 12/31/02
8/1/00 12/31/02
8/1/00 12/31/02
7/1/02 12/31/04
8/1/00 12/31/02
8/1/00 12/31/02
1/1/01 12/31/02
10/1/00 ... 12/31/02
8/1/00 12/31/02
8/1/00 .. 12/31/02
8/1/00 .. 12/31/02
8/1/00 .. 12/31/02
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TABLE 10.—LIST OF PASS-THROUGH DEVICE CATEGORIES WITH EXPIRATION DATES—Continued

HCPCS codes Category long descriptor Date first populated Expiration date
23 Catheter, electrophysiology, diagnostic/ablation, other than | 10/1/00 .........ccccccoceiriiienniineenns 12/31/02
3D or vector mapping, cool-tip.
24 Catheter, guiding (may include infusion/perfusion capability) 8/1/00 ...viiiiiie 12/31/02
25 Catheter, hemodialysis/peritoneal, long-term ............c.ccocueenee 8/1/00 12/31/02
26 Catheter, hemodialysis/peritoneal, short-term ..........cccccccevvnnes 8/1/00 12/31/02
27 Catheter, infusion, inserted peripherally, centrally or midline | 8/1/00 12/31/02
(other than hemodialysis).
28 Catheter, intracardiac echocardiography ..........c.cccccenivicnienn. 8/1/00 12/31/02
29 Catheter, intradiscal ..........cccoocieiiiiiiiiii 10/1/00 ... 12/31/02
30 Catheter, intraspinal ..........ccccoovieiiiiiiiiie e 8/1/00 12/31/02
31 Catheter, intravascular ultrasound .............cccccoveiiiiiiciienens 8/1/00 12/31/02
32 Catheter, OCCIUSION .........cocoiiiiiie e 10/1/00 ... 12/31/02
33 Catheter, pacing, transesophageal ............cccocceviieiiiieninnneennn 10/1/00 ... 12/31/02
34 Catheter, suprapubic/CyStOSCOPIC ......ccvvierieeriieeiieiiienieeieeie 10/1/00 ... 12/31/02
35 Catheter, thrombectomy/embolectomy ...........cccceeviieeiiiiennnne. 8/1/00 12/31/02
36 Catheter, transluminal angioplasty, laser ............ccccoceviiieennnne. 10/1/00 ... 12/31/02
37 Catheter, transluminal angioplasty, non-laser (may include | 8/1/00 12/31/02
guidance, infusion/perfusion capability).
38 Catheter, transluminal atherectomy, directional ...........c.......... 8/1/00 12/31/02
39 Catheter, transluminal atherectomy, rotational ........................ 8/1/00 12/31/02
40 Catheter, Ureteral ..........cocoveriiieiiieeeseeere e 10/1/00 ... 12/31/02
41 Closure device, vascular (implantable/insertable) ................... 8/1/00 12/31/02
42 Cochlear implant SYStEM .........ccoocieeiiiiieiiiee e 8/1/00 12/31/02
43 Connective tissue, human (includes fascia lata) ..................... 8/1/00 12/31/02
44 Connective tissue, non-human (includes synthetic) ................ 10/1/00 12/31/02
45 Dialysis access system (implantable) 8/1/00 12/31/02
46 Event recorder, cardiac (implantable) 8/1/00 12/31/02
47 Generator, neurostimulator (implantable) ..o 8/1/00 12/31/02
48 Graft, VasCUIAr ...........coooviiviiiieeeiciieeee e 1/1/01 12/31/02
49 GUIAE WIME .o 8/1/00 12/31/02
50 Imaging coil, magnetic resonance (insertable) 1/1/01 12/31/02
51 Infusion pump, non-programmable, permanent (implantable) | 8/1/00 12/31/02
52 Infusion pump, non-programmable, temporary (implantable) .. | 1/1/01 12/31/02
53 Infusion pump, programmable (implantable) ..............ccccceeene 10/1/00 ... 12/31/02
54 Introducer/sheath, guiding, intracardiac electrophysiological, | 10/1/00 12/31/02
fixed-curve, other than peel-away.
55 Introducer/sheath, guiding, intracardiac electrophysiological, | 1/1/01 .......ccccocoiiiiiiiiiiiienieenn 12/31/02
steerable, other than peel-away.
56 C1892 ....ccooiiiiiiiiiieen. Introducer/sheath, guiding, intracardiac electrophysiological, | 1/1/01 .......cccccooveiiiiiieiiiieeeieenn. 12/31/02
fixed-curve, peel- away.
57 C1894 ....ocooiiiiiiiiiiiies Introducer/sheath, other than guiding, other than intracardiac | 8/1/00 ..........c.cccoveviiiiiienieeenn 12/31/02
electrophysiological, non-laser.
58 C2629 .....coccvciiiiiiiie, Introducer/sheath, other than guiding, other than intracardiac | 1/1/01 .......cc.cccoeviiiiiiininicncenn. 12/31/02
electrophysiological, laser.
59 CL776 .o, Joint device (implantable) ... 10/1/00 eoiiiiiiiiiieee e 12/31/02
60 C1895 ....ccooviiiiiiiiies Lead, cardioverter-defibrillator, endocardial dual coil | 8/1/00 ........ccccoiiiiiiiiiiiiiiine 12/31/02
(implantable).
61 CL777 oo, Lead, cardioverter-defibrillator, endocardial single coil | 8/1/00 .......cccooeniiiiiiiiiiiiienn 12/31/02
(implantable).
62 C1896 ....coceeviiiieeiieeeen, Lead, cardioverter-defibrillator, other than endocardial single | 8/1/00 ........ccccocoeieiiiieriiieeennnnn. 12/31/02
or dual coil (implantable).
63 Lead, left ventricular coronary venous system ............cc.cccc..... 7/1/02 12/31/04
64 Lead, neurostimulator (implantable) ..........cccccovieiiiiiiniienn. 8/1/00 12/31/02
65 Lead, neurostimulator test kit (implantable) .............c.ccccoeeeee. 8/1/00 12/31/02
66 Lead, pacemaker, other than transvenous VDD single pass .. | 8/1/00 12/31/02
67 Lead, pacemaker, transvenous VDD single pass .........c......... 8/1/00 12/31/02
68 Lead, pacemaker/cardioverter-defibrillator combination | 1/1/01 12/31/02
(implantable).
69 Lens, intraocular (new technology) .........ccccvvveeriiieenniieenninenn. 8/1/00 12/31/02
70 Material for vocal cord medialization, synthetic (implantable) 10/1/00 ... 12/31/02
71 Mesh (implantable) ... 8/1/00 12/31/02
72 MOTCEIIALON ... e 8/1/00 12/31/02
73 Ocular device, intraoperative, detached retina .............cccceeueee 1/1/01 12/31/02
74 Ocular implant, aqueous drainage assist device ..................... 711/02 12/31/04
75 Pacemaker, dual chamber, non rate-responsive (implantable) | 8/1/00 12/31/02
76 Pacemaker, dual chamber, rate-responsive (implantable) ...... 8/1/00 12/31/02
7 Pacemaker, other than single or dual chamber (implantable) | 1/1/01 12/31/02
78 Pacemaker, single chamber, non rate-responsive | 8/1/00 12/31/02
(implantable).
79 Pacemaker, single chamber, rate-responsive (implantable) ... 12/31/02
80 Patient programmer, neurostimulator ...........cccccoceeriiieenineenn. 12/31/02
81 Port, indwelling (implantable) .........cccccoviieeiviiie e, 12/31/02
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TABLE 10.—LIST OF PASS-THROUGH DEVICE CATEGORIES WITH EXPIRATION DATES—Continued

HCPCS codes

Category long descriptor

Probe, cryoablation
Prosthesis, breast (implantable) ...
Prosthesis, penile, inflatable
Prosthesis, penile, non-inflatable
Prosthesis, urinary sphincter (implantable)
Receiver and/or transmitter, neurostimulator (implantable)
Repair device, urinary, incontinence, with sling graft
Repair device, urinary, incontinence, without sling graft ...
Retrieval device, insertable
Sealant, pulmonary, liquid (Implantable)
Septal defect implant system, intracardiac
Stent, coated/covered, with delivery system
Stent, coated/covered, without delivery system
Stent, non-coronary, temporary, with delivery system
Stent, non-coronary, temporary, without delivery system
Stent, non-coated/non-covered, with delivery system
Stent, non-coated/non-covered, without delivery system
Tissue marker (implantable)
Vena cava filter

Date first populated Expiration date
4/1/01 12/31/03
10/1/00 ... 12/31/02
8/1/00 12/31/02
10/1/01 12/31/02
10/1/00 ... 12/31/02
8/1/00 12/31/02
10/1/00 ... 12/31/02
8/1/00 12/31/02
1/1/01 12/31/02
1/1/01 12/31/02
8/1/00 12/31/02
8/1/00 12/31/02
8/1/00 12/31/02
10/1/00 ... 12/31/02
10/1/00 ... 12/31/02
8/1/00 12/31/02
8/1/00 12/31/02
8/1/00 12/31/02
L/2/0L e 12/31/02

We considered a number of options
on how to pay for devices after their
pass-through payment status expires
effective January 1, 2003. We held a
Town Hall Meeting on April 5, 2002, to
solicit recommendations on how to pay
for drugs, biologicals, and devices once
their eligibility for transitional pass-
through payments expires in accordance
with the time limits set by the statute.
Interested parties representing hospitals,
physician specialty groups, device and
drug manufacturers and trade
associations, and other organizations
presented their views on these issues.

After carefully considering all the
comments, concerns, and
recommendations submitted to us
regarding payment for devices and
drugs and biologicals that would no
longer be eligible for pass-through
payments in 2003, we proposed to
package the costs of medical devices no
longer eligible for pass-through payment
in 2003 into the costs of the procedures
with which the devices were billed in
2001. (Our proposal to pay for pass-
through drugs and biologicals whose
pass-through status expires in 2003 is
discussed below, in section IV.D.)

The methodology that we proposed to
use to package pass-through device
costs is consistent with the methodology
for packaging that we describe in
section III.B of this preamble. That is, to
calculate the total cost for a service on
a per-service basis, we included all
charges billed with the service in a
revenue center in addition to packaged
HCPCS codes with status indicator “N.”
We also packaged the 2001 charges for
devices that will cease to be eligible for
pass-through payment in 2003 into the
changes for the HCPCS codes with
which the devices were billed. We

relied on the hospitals to correctly code
their bills for all costs, including pass-
through devices, using HCPCS codes
and revenue centers as appropriate to
describe the services that they
furnished.

To prevent the loss of the device costs
billed by hospitals through revenue
centers in developing our relative
weights for APCs, we proposed to
package the costs of both the device “C”
codes and the billed revenue centers,
whichever appeared on the claim. At
the time, we believed that this method
would allow us to capture all device
related costs billed by hospitals. See our
discussion of charges for devices in
section III.A.2 of the preamble for this
issue.

We customarily allow a grace period
for HCPCS codes that are scheduled for
deletion. When we allow a grace period
for deleted codes, we permit deleted
codes to continue to be billed and paid
for 90 days after the effective date of the
changes that require their deletion.
However, we proposed to not allow a
grace period for expiring pass-through
codes because permitting a grace period
would result in pass-through payment
for the items for which we proposed to
cease pass-through payment effective
with services furnished on or after
January 1, 2003. Effective for services
furnished on or after January 1, 2003,
hospitals would submit charges for all
surgically inserted devices in the
supply, implant, or device revenue
center that most appropriately describes
the implant. Device costs will thus be
packaged into and reflected in the costs
for the procedure with which they are
associated. Therefore, effective for
services furnished on or after January 1,
2003, we proposed to reject line items

containing a “C” code for a device
category scheduled to expire effective
January 1, 2003.

We received several comments on this
proposal, which are summarized below.

General

Comment: A number of hospital
organizations indicated they were
pleased with our handling of the
transitional pass-through payment
provisions. The commenters supported
our proposal to package into procedural
APCs the costs of devices that are no
longer eligible for pass-through
payment. The commenters asserted that
packaging of device costs into base APC
payments minimized the confusion and
complication of identifying pass-
through codes for certain devices and
eliminates special payment incentives
to use pass-through devices. Provider
organizations emphasized the difficult
and complicated task of appropriate
coding of pass-through items, especially
during the transition from a brand-
specific to device category system.
These commenters also supported our
proposal to include device costs from
revenue centers in packaging device
costs into APGCs, to include all device
costs.

Response: We appreciate these
comments. We are adopting our
proposed policy in this area as final for
2003.

Comment: A hospital organization
proposed that we release the crosswalk
we used to assign pass-through device
costs to specific APCs, so that it can
study the assignments made, out of
concern that some APCs may receive
inadequate payment rates.

Response: Our methodology did not
involve a cross-walk, so we do not have
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one available. Claims files we have
made publicly available may be used to
analyze where device costs were
allocated.

Comment: A device manufacturer
stated it conceptually agreed that costs
of devices should be packaged into
“base” APC rates of related procedures.
However, it viewed as critical that 2003
payment rates appropriately and
adequately capture device costs.

Response: We agree. As described
elsewhere, we are adopting a number of
changes in our methodology to help
insure appropriate payments for
procedures whose payment rates would
otherwise have fallen significantly from
2002.

Comment: A hospital provider
organization urged us to remain
committed to the averaging process
inherent in a prospective payment
system, rather than seek to pay actual
cost for elements of total costs, such as
new technology. It opposed the
imposition of additional administrative
costs, for example, any required
reporting of acquisition costs on claims,
in order to “fine tune” pass-through
payments or relative weights. It
preferred a sample survey to any
reporting of acquisition costs. It also
preferred that hospitals be permitted to
establish their charge structures
separately from our payment policies. It
recommended that we avoid overriding
the hospital-specific cost-to-charge ratio
in order to alter the ratios for new
technology devices and not distort the
PPS to pay for selected items.

Response: We appreciate this
comment. We have no plans to require
reporting of acquisition costs on claims.
Although we intend to consider further
improvements in our methods for
determining OPPS payment rates in the
future, we recognize that the importance
of maintaining a well developed and
coherent methodology.

Comment: A hospital provider
organization recommended that we
furnish a regulatory impact analysis that
reflects the total change in payments
that are estimated to occur that include
outlier, pass-through and corridor
payments and each of these items
should be separately identifiable.

Response: We regret that we are
unable to provide the level of detail the
commenter requests in the impact
analysis. We discuss the extent of our
knowledge of accuracy of the pro rata
reduction and fold in impact in 2002 in
section VIII

Comment: A commenter requested
that we disclose how much the “fold-
in” of device costs into procedure APC
payments for 2002 and the pro rata
reduction imposed during 2002 over or

under compensated hospitals for the
new technology devices and drugs. This
organization contended that we
overestimated the amount of pass-
through payments in 2002, when
compared to actual payments, and thus
arbitrarily removed some $400 million
from an already underfunded OPPS.

Response: We do not have a revised
estimate of transitional pass-through
spending for 2002 available at this time.
We note that the lack of a pro rata
reduction in 2001 may have resulted in
higher than expected spending in that
year. In either case, the statute does not
provide for any retrospective
adjustments, either up or down, if the
Secretary’s estimate of transitional pass-
through spending made in advance of
the start of the relevant calendar year,
and which is used to determine whether
a pro rata reduction is necessary and if
so how large it must be, later proves too
high or too low.

Expiration of Device Categories

Comment: A large number of
commenters questioned the adequacy of
rates proposed for 2003 for APCs
involving devices now paid transitional
pass-through payments in instances
where the device categories expire.
Many of these commenters provided
information about manufacturers’ prices
for these devices.

Response: We are also concerned
about the adequacy of these payment
rates. We have reviewed the information
provided, and it has helped guide us in
determining our final policies for 2003.
As discussed elsewhere in this
preamble, we have used more recent
data, carefully selected appropriate
claims for use in relative weight
calculations, and adopted dampening
provisions to mitigate the reduction in
payment rates that might otherwise have
occurred.

Comment: Some commenters
recommended that we delay expiration
of transitional pass-through device
categories until we collect more
accurate data. A device manufacturer
suggested that we extend the pass-
through payment period for another
year to allow time to study ways of
capturing hospital costs, to improve
accuracy of APC rates.

Response: For devices that have been
paid in 2000, we cannot extend the
pass-through payment as suggested,
because this would violate the statutory
provision that limits pass-through
payments for at least 2 but not more
than 3 years. Section 1833(t)(6)(B)(iii)(II)
states that a category of devices shall be
in effect for a period of at least 2 but not
more than 3 years, which begins in the
case of the categories initially

implemented on April 1, 2001, “on the
first date on which payment was made
* * * for any device described by such
category (including payments made
during the period before April 1, 2001.”
We cannot extend the transitional pass-
through payments in order to collect
more data.

Comment: A number of organizations
recommended that we continue
transitional pass-through payment
status for an additional year for one or
more of several categories that were first
populated with devices on January 1,
2001. One commenter recommended
that we continue pass-through payments
for all current device categories until
July 31, 2003 and through December 31,
2003 for items in categories first
populated as of January 1, 2001, stating
that we make mid-year changes to
billing requirements and HCPCS codes.
The commenter acknowledged that this
may be burdensome, but stated that the
benefit of paying appropriately
outweighs the cost of revising rates in
mid-year.

Response: We have reviewed these
categories and do not see a marked
difference between these categories and
the other categories the eligibility of
which is expiring. As a result, we do not
believe it would be appropriate to
continue transitional pass-through
payment status for them beyond
December 31, 2002.

Revising rates in mid-year is not
generally part of Medicare rate-making
policy and is not appropriate in this
instance either. It is not only
burdensome for this agency, it also
burdens the providers and fiscal
intermediaries, and it would add
confusion to an already complex
system.

Comment: Organizations
recommended that we continue pass-
through payment status for cardiac
resynchronization ICDs devices through
category C1882. We indicated that this
category contains devices that first
received transitional pass-through
payments as of August 1, 2000. The
commenter is concerned that this
category, which is described as
“cardioverter-defibrillator, other than
single or dual chamber,” also includes
a cardiac resynchronization ICD that
was first eligible for transitional pass-
through payments on January 1, 2001.
The commenter suggested that in order
to avoid any unfair competitive
advantage among categories with
competing technologies, we should
extend pass-through payments for both
C1882 and C2621, “pacemaker, other
than single or dual chamber,” which
includes cardiac pacemakers.
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Response: We cannot extend the pass-
through payment status for C1882. We
believe the most appropriate step is to
end these categories in tandem.
Therefore, we will terminate transitional
pass-through payments for these 2
categories simultaneously as of January
1, 2003.

Comment: A hospital organization
requested clarification regarding the
expiration of transitional pass-through
device categories effective January 1,
2003. This commenter was confused by
our stated proposal to delete 95 pass-
through category codes as of January 1,
2003, yet Addendum B of the proposed
rule shows these 95 codes as active
codes with an OPPS status indicator of
“N” (packaged). A number of
commenters recommended that
hospitals retain the option to code them
and have the “N” status drive the
payment, or in order to continue to
report and track those devices.

Response: We intend on deleting
these codes, with the line item use of
the codes rejected. We clarify the status
indicator in this final rule.

Comment: A hospital provider
organization requested clarification on
our proposal that hospitals submit
charges for all surgically inserted
devices in the supply, implant, or
device revenue center that most
appropriately describes the implant and
that the device costs will then be
packaged into and reflected in the costs
for the procedure with which they are
associated. It noted that we published
clear requirements on what revenue
codes were appropriate for reporting
medical devices that had been granted
pass-through status in Program
Memorandum A-01-50. The
organization stated that that this would
constitute the appropriate revenue
center list to use for these devices even
though they are now packaged.

Response: In the proposed rule we
indicated that effective for services
furnished on or after January 1, 2003,
hospitals would not bill a “C” code for
devices that no longer qualify for pass-
through payment, but would submit
charges for surgically inserted devices
in the supply, implant or device
revenue center that most appropriately
describes the implant. We agree with
the commenter that the revenue codes
listed in Program Memorandum A-01—
50 will continue to constitute the
appropriate revenue codes under which
such devices must be billed, even when
the devices are no longer eligible for
pass-through payments.

Use of Codes for Expiring Categories
After January 1, 2003

Comment: A commenter asked us to
clarify the use of device HCPCS codes
after their expiration dates. Commenters
expressed concern that our proposed
deletion of the pass-through codes of
drugs and devices as of January 1, 2003
without a grace period would place a
burden on hospitals. One commenter
recommends that we change the status
indicator to “N”’, that is, packaged with
other services. One commenter stated
that we should keep all C-codes in effect
permanently, even without
reimbursement. The commenter argues
that this step would provide better
tracking for providers and payers and
eliminates the coding burden caused by
deletion of codes.

Response: We proposed to delete the
pass-through category codes for devices
when the eligibility of the category for
pass-through payments expires.
Therefore, any claims that use these
codes will be returned to providers. We
proposed to reject the line item in the
proposed rule. However, on further
consideration and discussion within
CMS, we decided that we must return
the claim to the provider so that the
provider may correctly place the charges
for the device in a revenue center. This
is important to ensure that the hospital
receives any hold harmless, corridor or
outlier payments that it is due. If we
were to line item reject the deleted code
and process the rest of the claim, then
the hospital could be underpaid by the
absence of payments that would result
if the charges for the device were
correctly reported. Given the frequency
with which our data shows that
providers fail to bill for the device (even
when they could receive pass-through
payment for it as discussed in section
III.A.2 of the preamble), we believe that
it is important that the claim be
returned to the provider so that it can
be corrected and resubmitted for
payment.

Comment: A hospital organization
agreed with our proposal not to have a
90-day grace period for C-codes
scheduled for deletion, to prevent
additions to the pass-through payment
pool, which could then contribute to a
pro rata reduction to other services.

Response: We agree. We believe it is
necessary in this instance to forgo a
grace period to prevent incorrect
payments.

New Device Categories

Comment: A number of
commentersprovided both supportive
and critical comments to the August 9,
2002 proposed rule on our criteria for

establishing new device categories for
transitional pass-through payment. One
commenter indicated that we have been
reviewing and evaluating applications
for new device categories even though
we have not issued a final rule on this
subject.

Response: We have summarized
comments that we received timely in
response to the November 2, 2001
interim final rule on the criteria, and
these are addressed in section V of this
final rule. We will take note of all
comments as we evaluate the new
device category process and any
modifications to the process we might
propose in the future. Our review of
applications for device categories has
been done under authority of the
November 2, 2001 interim final rule.

Stent Categories C1874 and C1875

Comment: A number of commenters
took issue with our interpretation of
existing category limitation in
evaluating applications for new pass-
through device categories. They cited
our discussion on drug-eluting stents,
that is, that this new technology was
described by existing categories C1874,
stent, coated/covered with delivery
system, and C1875, stent, coated/
covered without delivery system. These
commenters asserted that neither of the
existing categories appropriately
describes the drug-eluting stent
technology. While they indicated that
creating a new APC for drug-eluting
stents is appropriate, they expressed
concern that many existing categories
are described in broad terms, thus
potentially excluding other new
technologies from additional categories.
Examples of applications for ICDs and
total joint implants were provided.

Response: We are making final our
proposal for separate, procedure APCs
for procedures involving drug-eluting
stents. These stents will not be in a
transitional pass-through category nor
receive transitional pass-through
payments. In the case of breakthrough
therapies that may quickly achieve
widespread distribution and that are
sufficiently expensive to have a
significant effect on hospitals, we may
propose to create appropriate APCs, as
we have done in this instance. The
existing transitional pass-through device
categories were deliberately specified in
fairly broad terms in order to provide an
appropriate balance between specificity
and the reporting burden on hospitals.

DME Payment for Implantable Devices

Comment: One commenter, concerned
about reduced payments for implantable
devices, suggested that we define
certain implantable devices as durable
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medical equipment and/or prosthetics,
for payment under the durable medical
equipment fee schedule instead of the
OPPS.

Response: The BBRA of 1999 changed
the OPPS and durable medical
equipment fee schedule (see sections
1833(t)(1)(B)(iii) and 1834(h)(4)(B) of the
Act) so that implantable prosthetic
devices delivered in the hospital
outpatient setting must be paid through
the OPPS, rather than on the durable
medical equipment fee schedule.

Category C1765, Adhesion Barrier

Comment: A commenter claimed that
one of our categories that we propose to
continue pass-through payment in 2003,
Adhesion Barrier (C1765), contains a
product that was manufactured by a
single company. The FDA asked the
company to recall the product, and it
has been off the market for more than
a year. This commenter suggested that
C1765 be removed from the APC system
for 2003, since neither this nor
equivalent products are on the market.
If and when this or another similar
product is reintroduced to the market, it
should be considered for pass-through
payment at that time.

Response: We will not remove
category C1765 from active pass-through
payment, which is scheduled to
continue through December 31, 2003.
C1765 is open to any product that fits
the category description of adhesion
barrier in accordance with the definition
in Program Memorandum A—-02-050,
not only the product of the stated
manufacturer.

Cochlear Implants

Comment: Numerous providers,
including hospitals, ENT clinics,
physicians, clinical audiologists and
other commenters, protested our
proposed payment rates for cochlear
implant services. They questioned our
data for 2001, saying insufficient claims
data appear to be reported for the
procedure or that the charges appear
inappropriately low. Some providers
requested an average payment of $3,000
for the surgery, plus the invoice cost of
the device, some offering to include the
manufacturer’s invoice with their
claims. Comments also included
recommendations that we continue to
pay for cochlear implants as pass-
through payments for another year or
more to develop more accurate claims
data . A group of manufacturers also
recommended that we issue written
guidance to hospitals regarding the
correct billing procedures for cochlear
implants.

Response: We have attempted to
mitigate the proposed reductions in

payment rates resulting from the
expiration of transitional pass-through
device categories, of which cochlear
implant is one . Transitional pass-
through payments were first made for
cochlear implants on August 1, 2000,
before pass-through category L8614 was
established. Therefore, we cannot
provide another year or more of pass-
through payments, because the statute
limits pass-through payments to a
period of at least 2 years but not more
than 3 years. We feel the
recommendation that we issue guidance
to hospitals regarding the correct billing
procedures for device related
procedures, such as cochlear implants,
may have merit, and we will consider
providing further guidance in this area.

I0Ls

Comment: A number of commenters
expressed concern that the expiration of
the transitional pass-through device
category for new technology intraocular
lenses (IOLs) on January 1, 2003 would
result in inadequate payment for new
technology lenses. These commenters
recommended that a new APC be
created to pay for the provision of these
lenses, even though the incremental cost
is low. These commenters also
recommended that we create new
categories of new technology IOL ““for
additional payment similar to the
provision applicable in ambulatory
surgical centers. One commenter was
concerned that we not allow the broad
description of the current category
C1780, “lens, intraocular (new
technology)” to interfere with future
intraocular lenses being eligible for
pass-through payment.

Response: Regarding the adequacy of
payment after the new technology IOL
category expires, no specific data were
provided by any commenters. However,
we believe that the incremental cost of
such lenses is low. We do not believe
a change the APC for implanting new
technology IOLs is warranted at this
time.

Implantation of Neurostimulator (APC
222) and Electrode (APC 225)

Comment: A manufacturer and a
number of medical centers commented
that the proposed payments for
implantation of a neurostimulator
generator (APC 222) and electrode (APC
225) are inadequate. One of these
commenters recommended that we
delay the expiration of these pass-
through categories for another year or
two.

Response: The implantations of a
neurostimulator generator and electrode
have been paid via pass-through
payment for devices since August 2000,

and we proposed to retire the pass-
through categories as of January 1, 2003.
For devices that have been paid since
August 2000, we cannot extend the
pass-through payment for another year
or two, as suggested, because this would
violate the statutory provision that
limits pass-through payments for at least
2 but not more than 3 years. Therefore,
we are moving to prospective payment
for these devices from the charge-based
pass-through payments.

Dialysis Access Systems

Comment: A manufacturer of a
dialysis access system asserted that the
2003 proposed reduction in payment
rates for dialysis access would curtail
patient access.

The commenter provided two
suggestions regarding the expiring
category code for dialysis access
systems, C1881. One option suggested is
for us to assign a unique HCPCS code
for placement of the manufacturer’s
brand specific dialysis system and place
it in a new or existing APC that has
appropriate payment. This commenter
contended that bundling C1881 within
APC 115 will result in inadequate
payment, because the device will be
bundled with standard hemodialysis
catheters and chemotherapy ports. The
second option suggested is to extend
pass-through payment status for
category C1881. This commenter stated
its dialysis system was approved for
pass-through payment in August 2000,
and there were limited sales and
therefore claims in 2000 and the first
half of 2001. Thus, this commenter
expressed the opinion that there is
approximately 1 year of data for this
category, not the 2 to 3 years required.

Response: Regarding the option
proposed by this commenter for
assignment of a unique product-specific
HCPCS code, we do not assign unique
HCPCS codes for brand-specific devices.
Section 1833(t)(6)(B) of the Act
indicates that transitional pass-through
status of devices is to be determined
based on categories. HCPCS codes are
generally assigned for procedures that
are not adequately described by existing
HCPCS codes. This device has had a
temporary category code for roughly two
and one-half years, and we believe there
are sufficient data to measure its
utilization and cost. Regarding this
commenter’s proposal to extend pass-
through payment status for category
C1881, we cannot, by law, extend the
pass-through payment period beyond
the 2 to 3 year period. Although the
commenter asserted that there were only
limited claims for pass-through payment
for the device in 2000 and the first half
of 2001, section 1833(t)(6)(B)(iii) of the
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Act explicitly indicates that the 2 to 3
year period for which categories of
devices may be in effect applies from
the first date on which payment was
made under the OPPS for any device
described by the category, which was
August 2000.

Specific Category Applications

Comment: Several commenters
commented on specific pass-through
device category applications which we
had open as of the time of the comment
or applications which we had
previously denied as eligible for pass-
through payment.

Response: We evaluate all pass-
through device category applications
individually and respond to applicants
directly.

D. Expiration of Transitional Pass-
Through Payments in Calendar Year
2003 for Drugs and Biologicals
(Including Radiopharmaceutical Agents,
Blood, and Blood Products)

Under the OPPS, we currently pay for
drugs and biologicals, including
radiopharmaceutical agents, blood, and
blood products, in one of three ways:
packaged payment, separate APCs and
transitional pass-through payment.

Drugs as Packaged Supplies

As we explained in the April 7, 2000
final rule, we generally package the cost
of drugs and biologicals into the APC
payment rate for the primary procedure
or treatment with which the drugs are
usually furnished (65 FR 18450).
Hospitals do not receive separate
payment from Medicare for packaged
items and supplies, and hospitals may
not bill beneficiaries separately for any
such packaged items and supplies
whose costs are recognized and paid for
within the national OPPS payment rate
for the associated procedure or service.
(Transmittal A—01-133, a Program
Memorandum issued to Intermediaries
on November 20, 2001, explains in
greater detail the rules regarding
separate payment for packaged
services.) Hospitals bill for costs directly
related and integral to performing a
procedure or furnishing a service using
a revenue center or packaged HCPCS
code (status indicator “N”’). As
discussed earlier in section III.A.2 of the
preamble, we list the packaged services,
by revenue center, that we use to
calculate per-service costs.

As specified in the regulations at
§419.2(b), costs directly related and
integral to performing a procedure or
furnishing a service on an outpatient
basis are included in the determination
of OPPS payment rates for the
procedure or service. In the August 9,

2002 proposed rule, we provided some
illustrations of situations in which
drugs are considered to be supplies. For
example, sedatives administered to
patients while they are in the
preoperative area being prepared for a
procedure are supplies that are integral
to being able to perform the procedure.
Similarly, mydriatic drops instilled into
the eye to dilate the pupils, anti-
inflammatory drops, antibiotic
ointments, and ocular hypotensives that
are administered to the patient
immediately before, during, or
immediately following an ophthalmic
procedure are considered an integral
part of the procedure without which the
procedure could not be performed. The
costs of these items are packaged into
and reflected within the OPPS payment
rate for the procedure. Likewise, barium
or low osmolar contrast media are
supplies that are integral to a diagnostic
imaging procedure as is the topical
solution used with photodynamic
therapy furnished at the hospital to treat
non-hyperkeratotic actinic keratosis
lesions of the face or scalp. Local
anesthetics such as marcaine, lidocaine
(with or without epinephrine) and
antibiotic ointments such as bacitracin,
placed on a wound or surgical incision
at the completion of a procedure, are
other examples we cited in the proposed
rule. The hospital furnishes these items
while the patient is in the hospital and
registered as an outpatient for the
purpose of receiving a therapy,
treatment, procedure, or service. These
and other such supplies may be
furnished pre-operatively, while the
patient is being prepared for a
procedure; intra-operatively, while the
procedure is being performed; or post-
operatively, while the patient is in the
recovery area prior to discharge. Or,
these items may be part of an E/M
service furnished during a clinic visit or
in the emergency department. All of
these supplies are directly related and
integral to the performance of a
separately payable therapy, treatment,
procedure, or service with which they
are furnished. Therefore, we do not
generally recognize them as separately
payable services. We package their cost
into the cost of the primary procedure,
and we pay for them as part of the APC
payment.

We received several comments
concerning the treatment of drugs as
supplies, which are summarized below,
along with our responses.

Comment: Several commenters asked
for clarification of CMS’s policy with
respect to self-administered drugs,
claiming the discussion in the preamble
which lists examples of drugs, including
self-administered drugs, that are

packaged and paid as integral to an
outpatient service conflicts with section
1861(s)(2) of the Act and CMS manuals
which consider self-administered drugs
to be non-covered.

Response: Our policy is based on the
premise that certain drugs are so
integral to a treatment or procedure that
the treatment or procedure could not be
performed without them. Because such
drugs are so clearly a component part of
the procedure or treatment, we believe
that they are more appropriately
considered as supplies and should be
packaged as supplies into the APC
payment for the procedure or treatment.
Moreover, the payment for packaged
supplies is included in the APC
payment for the procedure or treatment,
so beneficiaries should not be separately
billed for them.

Comment: A commenter stated that
virtually all drugs furnished in the
outpatient setting are integral to an
outpatient service and asked that CMS
clarify those circumstances when
usually self-administered drugs would
not be considered integral to a service
and therefore, non-covered.

Response: A drug would be treated as
a packaged supply in cases where,
although the drug is not separately
payable, it is directly related and
integral to a procedure or treatment and
is required to be provided to a patient
in order for a hospital to perform the
procedure or treatment during a hospital
outpatient encounter. A drug would not
be treated as a packaged supply if it
failed to meet these conditions. For
example, we would not treat as
packaged supplies any drugs that are
given to a patient for their continued
use at home after leaving the hospital.
Another example would be a situation
where a patient who is receiving an
outpatient chemotherapy treatment
develops a headache. Any medication
given the patient for the headache
would not meet the conditions
necessary to be treated as a packaged
supply. Similarly, if a patient who is
undergoing surgery needs his or her
daily insulin or hypertension
medication, the medication would not
be treated as a packaged supply.

Comment: A commenter from a
teaching hospital indicated that revenue
code 819, which is required for the
acquisition of bone marrow or blood-
derived peripheral stem cells, is
bundled into the charge for the
transplantation procedure, CPT 38240.
The commenter noted that the
transplant CPT code pays approximately
$350-$400; however, charges for
acquiring stem cells are generally
$25,000-$35,000 each. Therefore, the
commenter recommended that we create
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a new biological pass-through code for
the stem cells until we can build the
cost of the acquisition into the
procedure, and the code should be
retroactive to January 1, 2002.

Comment: A commenter from a
teaching hospital indicated that revenue
code 819, which is required for the
acquisition of bone marrow or blood-
derived peripheral stem cells, is
bundled into the charge for the
transplantation procedure, CPT 38240.
The commenter noted that the
transplant CPT code pays approximately
$350-%$400; however, charges for
acquiring stem cells are generally
$25,000-$35,000 each. Therefore, the
commenter recommended that we create
a new biological pass-through code for
the stem cells until we can build the
cost of the acquisition into the
procedure, and the code should be
retroactive to January 1, 2002.

Response: We understand the
commenter’s concern. Pass-through
payments, after December 31, 2002, will
only be made for medical devices,
drugs, or biologicals in accordance with
section 1833(t)(6)(A)(iv) of the Act.
Stems cells are not medical devices nor
do they meet the statutory prerequisite
for calling these items ““drugs and
biologicals,” as stated in sections
1861(t)(A) and (B) of the Act. For
example, stems cells do not receive FDA
approval and are not listed in the
United States Pharmacopoeia.

The commenter indicates that the
hospital is not being paid adequately for
stem cell acquisition costs. However,
the commenter should note that
hospitals should be reporting all charges
associated with the purchase of stem
cells under Revenue Code 819.
Therefore, to the extent that hospitals
are billing a charge for the cost of
acquiring stem cells under Revenue
Code 819, those costs would be
packaged into the median cost of CPT
38240 and be reflected in the APC
payment rate. These services may also
qualify for outlier payments.

Separate APCs for Drugs Not Eligible for
Transitional Pass-Through Payment

There are certain new technology
drugs and biologicals that are not
eligible for transitional pass-through
payments but for which we have made
separate payment. Beginning with the
April 7, 2000 rule (65 FR 18476), we
created separate APCs for these drugs
and biologicals as well as devices. We
proposed to create temporary individual
APC groups for the various drugs
classified as tissue plasminogen
activators and other thromobolytic
agents that are used to treat patients
with myocardial infarctions as well as

certain vaccines to allow separate
payment so as not to discourage their
use where appropriate. In the case of
blood and blood products, wide
variations in patient requirements
convinced us that we should pay for
these items separately rather than
packaging their costs into the
procedural APCs. Moreover, the
Secretary’s Advisory Council on Blood
Safety and Access recommended that
blood and blood products be paid
separately to ensure that to minimize
incentives that would be inconsistent
with the promotion of blood safety and
access.

In the case of the other drugs and
vaccines that we proposed not package
into payment for visits or procedures,
we paid separately for them because we
wanted to avoid creating an incentive to
cease providing these drugs when they
were medically indicated.

We based the payment rate for the
APCs for these drugs and biologicals on
median hospital acquisition costs using
2001 claims data. We set beneficiary
copayment amounts for these drug and
biological APCs at 20 percent of the
payment amount. In 2003 we will use
status indicator “K” to denote the APCs
for drugs and biologicals (including
blood and blood products) and certain
brachytherapy seeds that are paid
separately from and in addition to the
procedure or treatment with which they
are associated but that are not eligible
for transitional pass-through payment.

General

BBRA provided for special
transitional pass-through payments for a
period of 2 to 3 years for the following
drugs and biologicals (pass-through
payments for devices are addressed in
section IV.C. of the preamble):

+ Current orphan drugs, as designated
under section 526 of the Federal Food,
Drug, and Cosmetic Act.

 Current drugs and biologic agents
used for treatment of cancer.

 Current radiopharmaceutical drugs
and biological products.

» New drugs and biological agents.

In this context, “current” refers to
those items for which hospital
outpatient payment was being made on
August 1, 2000, the date on which the
OPPS was implemented. A “new” drug
or biological is a product that is not paid
under the OPPS as a “current” drug or
biological, was not paid as a hospital
outpatient service before January 1,
1997, and for which the cost is not
insignificant in relation to the payment
for the APC with which it is associated.

Section 1833(t)(6)(D)(i) of the Act sets
the payment rate for pass-through
eligible drugs as the amount by which

the amount determined under section
1842(0) of the Act, that is, 95 percent of
the applicable average wholesale price
(AWP), exceeds the difference between
95 percent of the applicable AWP and
the portion of the otherwise applicable
fee schedule amount (that is, the APC
payment rate) that the Secretary
determines is associated with the drug
or biological. Therefore, in order to
determine the pass-through payment
amount, we first had to determine the
cost that was packaged for the drug or
biological within its related APC. In
order to determine this amount, we used
data on hospital acquisition costs for
drugs from a survey that is described
more fully in the April 7, 2000 and the
November 30, 2001 final rules. The ratio
of hospital acquisition cost, on average,
to AWP that we used is as follows:

» For sole-source drugs, the ratio of
acquisition cost to AWP equals 0.68.

e For multisource drugs, the ratio of
acquisition cost to AWP equals 0.61.

* For multisource drugs with generic
competitors, the ratio of acquisition cost
to AWP equals 0.43.

Section 1833(t)(6)(C)(i) of the Act
specifies that the duration of
transitional pass-through payments for
current drugs and biologicals must be
no less than 2 years nor any longer than
3 years beginning on the date that the
OPPS is implemented. Therefore, the
latest date for which current drugs that
have been in transitional pass-through
status since August 1, 2000 will be
eligible for transitional pass-through
payments is July 31, 2003. We proposed
to remove these drugs from transitional
pass-through status effective January 1,
2003 because the statute gives us the
discretion to do so and because we
generally implement annual OPPS
updates on January 1 of each year. We
would be in violation of the law if we
were to not remove these drugs and
biologicals from transitional pass-
through status by August 1, 2003. The
next update of the OPPS that will go
into place will not be effective until
January 1, 2004, at which time the
statute’s 3-year limit on pass-through
payments for these drugs would have
been exceeded. We further proposed to
remove from transitional pass-through
status, beginning January 1, 2003, those
drugs for which transitional pass-
through payments were made effective
on or prior to January 1, 2001 because
the law gives us the discretion to do so
and we believe that, to the extent
possible, payments should be made
under the OPPS, without pass-through
payment, when the law permits, as it
does in this case.

As explained above, our policy has
been to package payment for drugs and
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biologicals into the payment for the
procedure or service to which the drug
is integral and directly related. In
general, packaging the costs of items
and services into the payment for the
primary procedure or service with
which it is associated encourages
hospital efficiencies and also enables
hospitals to manage their resources with
maximum flexibility. Packaging costs
into a single aggregate payment for a
service procedure or episode of care is
a fundamental principle that
distinguishes a prospective payment
system from a fee schedule. Our
proposal to package the costs of devices
that we discuss in section IV.C of this
preamble is based on this principle. As
we refine the OPPS in the future, we
intend to continue to package, to the
maximum possible extent, the costs of
any items and services that are
furnished with an outpatient procedure
or service into the APC payment for
services with which it is billed.

In spite of our commitment to package
as many costs as possible, we are aware
of concerns that were presented at the
April 5, 2002 Town Hall meeting and
that have been brought to our attention
by various interested parties, that
packaging payments for certain drugs,
especially those that are particularly
expensive or rarely used, might result in
insufficient payments to hospitals,
which could adversely affect beneficiary
access to medically necessary services.

The options that we considered
included packaging the costs of all
drugs and biologicals, both those with
status indicator “K” in 2002 and those
that would no longer receive pass-
through payments in 2003, or
continuing to make separate payment
for both categories of drugs and
biologicals through separate APCs. After
careful consideration of the various
options for 2003, we proposed to
package the cost of many drugs for
which separate payment is made
currently. But we also proposed to
continue making separate payment for
certain orphan drugs (as discussed
below), blood and blood products,
vaccines that are paid under a benefit
separate from the outpatient hospital
benefit (that is, influenza,
pneumococcal pneumonia, and
hepatitis B), and certain higher cost
drugs as explained below. The payment
rates for those drugs for which we
would make separate payment in 2003
would be an APC payment rate based on
a relative weight calculated in the same
way that relative weights for procedural
APCs are calculated.

Comments on this proposal and our
responses are summarized below:

Comment: We received many
comments regarding the significant
reduction in the payment rates for
numerous drugs and biologicals that are
sunsetting from their transitional pass-
through status. The commenters
asserted that proposed payment rates
are significantly lower than the costs
hospitals incur in acquiring and
dispensing these products. As a result,
inadequate payment may drive hospitals
to discontinue stocking these products,
and thus threaten beneficiary access to
important drugs and biologicals. The
commenters attributed the dramatic
reduction in payment rates on the flaws
in the 2001 claims data and deficiencies
in the methodology that was used to
derive the APC median costs.
Commenters suggested numerous ways
to correct the payment rates until
reliable and sufficient claims data
became available. Commenters
proposed the following suggestions:
maintain separate pass-through
payments for APCs whose proposed
payment rates decreased; pay a flat
amount per item on a per patient basis;
develop a rate setting methodology that
does not depend upon the hospital’s
ability to record the proper number of
units of a drug utilized; use information
provided by commenters to set the 2003
payment rates; revise payment rates to
include payment for the drug and
related pharmacy overhead costs; pay 90
to 100 percent of AWP for non-pass-
through drugs; use an appropriate ratio
of acquisition cost to AWP as estimated
in the proposed rule; conduct a new
external survey of hospitals’ drug
acquisition costs to obtain more current
data; or pay according to the median
hospital cost for the item.

Response: As discussed elsewhere in
this rule, in order to lessen the impact
of the dramatic reduction in the
proposed payment rates for many of the
drugs and biologicals from 2002 to 2003,
we decided that the most appropriate
mechanism is to apply a dampening
option to all of the APCs that decreased
in median costs by more than 15
percent. For these APCs, we limited the
reduction in median costs from 2002
median costs to half of the difference
between the total proposed reduction
and 15 percent. However, budget
neutrality adjustments needed to
compensate for the effects of this
dampening subsequently reduced
payment rates of all APCs by an
additional percentage. Also, we applied
a special dampening option to all blood
and blood products and hemophilia
clotting factors that limited the decrease
in their payment rates to about 15
percent. These adjustments yielded

significant moderation in the reduction
of the final 2003 payment rates. These
adjustments are described in detail in
section IIL.B of the preamble.

After carefully reviewing all of the
comments, a dampening option seemed
most plausible and practical for us to
undertake. Most of the
recommendations proposed by the
commenters were not feasible or not
suitable for the purposes of OPPS.

Comment: Many commenters
indicated that the median costs derived
from the claims data was not reflective
of the hospitals’ true costs for acquiring
and dispensing these drugs and
biologicals.

Response: We agree with this point;
however, the commenters should note
that we intend to pay only for the cost
of acquiring the drug under a drug APC
and not for costs associated with the
administration of the drug. Costs
associated with administering the drug
and with other pharmacy overhead are
captured in pharmacy revenue cost
centers and reflected in the median cost
of APCs involving drug administration.
Therefore, we believe that it is not
appropriate for us to duplicate these
costs in both the administration and
drug APCs.

Comment: Several commenters noted
that many drugs and biologicals were
packaged into administration APCs;
however, they were surprised to see
decreases in the proposed payment rates
for several of the administration APCs.
The commenters stated that the addition
of the costs of the packaged products
should have caused the APC median
cost levels to increase, thus their
payment rates should have also
increased compared to 2002. However,
the commenters assert that the proposed
payment rates for several administration
APCs in which the drugs were packaged
does not adequately cover the
acquisition cost of the drugs themselves.
Thus, they recommended that we
reevaluate our data to ensure that costs
of the packaged drug were included
with the data for the applicable
administration APCs, or otherwise
explain how we plan to reimburse
hospitals for the costs of the packaged
drugs; retain the 2002 payment rates for
administration services and pay for the
drugs separately; or use our authority to
limit any payment reductions for certain
services. One commenter suggested that
we conduct a survey of cancer centers
to determine the true cost of infusion
procedures and make an adjustment to
the APC rates based on our finding.

Response: After reanalyzing our data,
we were able to verify that the median
costs of the drugs were indeed packaged
into the median costs of the
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administration APGs. We acknowledge
that the median costs of several
administration APCs before we
packaged drug costs declined between
those median costs used to set the 2002
rates and those median costs developed
from the 2001 claims for the 2003 rates.
This decline occurred because, in
setting the 2002 rates, we packaged in
75 percent of the cost of pass through
devices we projected would be billed
with the administration codes, based on
manufacturer prices. The 2001 claims
data, however, did not reflect the
charges that we predicted would be
billed for such devices. An increase in
the median cost of a service does not
guarantee that the payment rate for the
service will increase because payment
rates under the OPPS are based on
relative costs and the budget neutrality
adjustment. If the relative cost of a
service increases at a lower rate than
other services, the payment rate may
actually decline. In addition, all rates
are affected by the budget neutrality
adjustment that has lowered rates over
the past several years. (We note that it
is possible for the budget neutrality
adjustment to increase rates as occurred
in the proposed rates.) As noted
elsewhere, for APCs whose median
costs decreased by more than 15 percent
from 2002 to 2003, the dampening
option described elsewhere in this rule
limits the decreases in their payment
rates.

Comment: A commenter requested
that we describe the methodology used
to calculate the payment rates for
sunsetting pass-through drugs that are
being assigned to separate APCs.

Response: We have provided a
detailed description of the methodology
we used in the calculation of the APC
payment rates for sunsetting drugs and
biologicals in section IIL.B of the
preamble.

Comment: A major hospital
association supported our proposal to
incorporate pass-through drugs into
APC rates. However, the commenter was
concerned that many of these same
drugs would continue to receive 95
percent of AWP in other settings, and
differential payments may result in
patient care being directed out of the
hospital outpatient setting and into
physician offices for non-clinical
reasons.

Response: We believe that the
payment rates for sunsetting pass-
through drugs and biologicals reflect
hospital acquisition cost to a sufficient
extent so that hospitals will not, in
general, stop furnishing these products
to beneficiaries. While Medicare
payment in other settings will be higher,
the extent of response that may be

expected to these payment differentials
is unclear. We note that the same
differentials prevailed for years prior to
the introduction of the outpatient
prospective payment system. We believe
that the appropriate policy response is
to address the use of AWP as a basis for
payment in non-hospital sites.

Comment: A state hospital association
indicated that confusion exists among
hospitals over which drugs can be self-
administered and that instructions from
fiscal intermediaries are inconsistent
and/or confusing. The commenter
requested that we publish a definitive
list of drugs that are to be considered to
be self-administrable, and thus is not
part of covered services. Another
commenter from a hospital urged us to
clarify whether self-administrable drugs
(both those that are integral and non-
integral to the patient’s procedure) in
outpatient and observation settings are
the patient’s responsibility or should be
packaged under procedure APCs.
Another commenter from a hospital
organization suggested that we exempt
hospitals from determining which drugs
should be classified as self-administered
or allow hospitals to classify drugs
based on the dosing form and pursue
payment from the beneficiary.

Response: On May 15, 2002, we
issued Transmittal AB—02—-072 entitled
“Medicare Payment for Drugs and
Biologicals Furnished Incident to a
Physician’s Service.” The program
memorandum gives instructions to the
fiscal intermediaries for applying the
exclusion to drugs that are usually self-
administered by the patient. Each fiscal
intermediary makes its determination
on each drug based on whether the drug
meets all of the program requirements
for coverage. The payment rates that we
are finalizing in this rule only indicate
the Medicare payment amounts under
OPPS when a drug is covered by
Medicare; therefore, determination of a
payment amount does not represent a
determination that the Medicare
program covers the drug. We discuss
elsewhere in this preamble how
Medicare makes payments for drugs that
are considered to be supplies.

Comment: Several commenters
suggested that we publish various sorts
of additional information about the
methodology we used to calculate the
payment rates, including technical
details of the methodology used in
analysis of the 2001 claims.

Response: We do not believe the final
rule is the appropriate vehicle for
conveying the extensive background
technical detail that may be of interest
to the analytical community. However,
we plan to hold a meeting in December
2002 or January 2003 to address the

questions these commenters or other
interested parties may have about our
methodology.

Comment: Several commenters were
concerned that fiscal intermediaries
have addressed the issue of drug units
of service with respect to billing and
waste differently, and requested that we
provide clear and consistent guidance to
the fiscal intermediaries as well to
providers on how to define “waste.”

Response: In the fall of 1996, we
issued a memorandum to our regional
offices with guidance regarding our
current policy on drug and biological
product wastage. Although this
memorandum focused on guidance for
carriers, it overall reflects our current
policy for drug and biological product
wastage.

We recognize that some drugs may be
available only in packaged amounts that
exceed the needs of an individual
patient. Once the drug is reconstituted
in the hospital’s pharmacy, it may have
a limited shelf life. Since an individual
patient may receive less than the fully
reconstituted amount, we encourage
hospitals to schedule patients in such a
way that the hospital can use the drug
most efficiently. However, if the
hospital must discard the remainder of
a vial after administering part of it to a
Medicare patient, the provider may bill
for the amount of drug discarded along
with the amount administered.

Example 1: Drug X is available only in a
100-unit size. A hospital schedules three
Medicare patients to receive drug X on the
same day within the designated shelf life of
the product. An appropriate hospital staff
member administers 30 units to each patient.
The remaining 10 units are billed to
Medicare on the account of the last patient.
Therefore, 30 units are billed on behalf of the
first patient seen and 30 units are billed on
behalf of the second patient seen. Forty units
are billed on behalf of the last patient seen
because the hospital had to discard 10 units
at that point.

Example 2: An appropriate hospital staff
must administer 30 units of drug X to a
Medicare patient, and it is not practical to
schedule another patient who requires the
same drug. For example, the hospital has
only one patient who requires drug X, or the
hospital sees the patient for the first time and
did not know the patient’s condition. The
hospital bills for 100 units on behalf of the
patient, and Medicare pays for 100 units.

Comment: A few commenters urged
us to provide a crosswalk identifying
which drugs are being associated with
which APCs and in what amounts, to
help ensure that costs are being
appropriately transferred to and
allocated among APCs.

Response: Our methodology did not
rely on a crosswalk, and we do not have
one available. In our methodology, we
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packaged drugs and biologicals that fell
below the $150 median cost per line
threshold into the procedure APCs they
were billed from April 1, 2001 to March
31, 2002. Interested parties may analyze
the claims data that is available to the
public to determine the extent to which
the costs of specific drugs and
biologicals were included in payment
rates of the procedure APCs.

Comment: A commenter expressed
concern related to the adenosine
products J0150 and J0151. The
commenter stated that although these
two codes reflect different uses and
doses of the adenosine products, OPPS
only recognizes billing only under the
lowest dose of J0150 and J0151 is
assigned a status indicator of E.
Consequently, the hospitals have been
billing for both products under code
J0150. The commenter requested that
we clear the confusion that exists among
hospitals when billing for these
products by reinstating J0151 under a
separately paid APC with an adequate
payment rate and revising J0150 so that
the code is specific to its actual use.

Response: After reviewing the
comment, we assigned a status indicator
of N to J0150 to indicate that J0150 will
be packaged in 2003; and changed the
status indicator for J0151 from E to K
and assigned it to APC 0917.

Comment: One commenter requested
that we update the HCPCS description
for all drugs to accurately report all
medications in the way manufacturers
currently package them. The commenter
claimed that our current use of codes
causes confusion and has the potential
to create reimbursement problems for
providers and the Medicare program.

Response: To the extent possible,
when creating the “C” codes used to
report drugs and biologicals eligible for
transitional pass-through payment
under OPPS, we employ the lowest
common measurement of dosage for
each drug so that hospitals can bill the
number of units that are required to
treat the patient by using multiple units
of a single code. As drugs and
biologicals retire from pass-through
status, we expect to retire the “GC” codes
for these items. We expect these items
will receive appropriate “non-C”
HCPCS codes.

Comment: Several commenters
claimed that our proposal to package
many of the non-pass-through, lower
cost drugs and biologicals with HCPCS
codes for therapeutic administration is a
violation of the “two-times” rule.
Therefore, they recommended that we
continue to pay for all drugs and
biologicals separately or by revising the
APCs in which the drugs are packaged.

Response: We do not agree with the
commenters’ assertion that packaging of
drugs and biologicals results in
violations of the two-times rule, stated
in section 1833(t)(2) of the Act. We
understand the commenters’ confusion
and attempt to provide a clarification on
how we apply the “two-times” rule to
determine APC structures. Most APC’s
consist of one or more services, which
reported with CPT or HCPCS G codes,
that are similar clinically and in terms
of resource use. Many individual items
(for example, sterile supplies or
pharmaceuticals such as anesthetic
agents) are integral to the procedure,
and thus we have packaged them with
the procedure. In some instances, such
as APCs for transitional pass-through
drugs and devices, the APC includes no
procedure, and the APC is used only to
pay for a specific item.

The “two times” rule requires that the
highest median cost of a service or item
within an APC cannot be more than two
times greater than the lowest median
cost of a service or item within that
APC. We apply the “two-times” rule to
the total cost of each procedure (which
includes items that are packaged within
that procedure). In the case of APCs
containing only items, we apply the rule
to the cost of each item that is grouped
in the APC. We do not apply the two
times rule to the variation in cost of
individual items or ancillary services
we attribute to a single HCPCS code.

If we were to attempt to apply the rule
to all items within the various
procedures, accounting for the variation
in cost of supplies such as bandages,
reusable instruments, and other medical
supplies would be a practical
impossibility. It would lead to a highly
fragmented set of payment cells and a
greatly more complex payment system
that would reduce the incentives for
effective management by hospitals. We
do not believe the Congress would have
intended such a result.

Consistent with the principles of
prospective payment, we package the
cost of as many items as possible into
the median cost of a procedure.
Therefore, our payment methodology for
2003 includes packaging the costs of
drugs and biologicals with median costs
below $150 per line into the costs of the
procedures with which they were billed.
We reviewed the median cost of the
procedures used for administration of
drugs and biologicals, before and after
we packaged the costs of drugs and
biologicals. Our review indicates that
the final median cost appropriately
accounts for the administration
procedure and the cost of the
administered drug and/or biologic.

Comment: Numerous commenters
were concerned about the proposed
reduction in payment rates for several
radiopharmaceutical products. They
asserted that hospitals would not be
reimbursed adequately for these
products, and thus, beneficiary access
could be negatively impacted. They
recommended that we should not base
payments on the 2001 claims data and
use a different methodology instead.
They suggested that we estimate
acquisitions costs using the proposed
ratios for acquisition cost to AWP based
on analysis conducted by the agency;
maintain the 2002 payment levels; or
create new APCs using cost ranges and
assign radiopharmaceuticals to APCs
based on their costs, as determined by
AWP plus overhead fees, or another
proxy for actual hospital costs.

Response: We are concerned about the
possible effects of payment reductions
on beneficiary access, and accordingly,
we have included radiopharmaceuticals
in the dampening policy described
section IIL.B. of the Preamble.

Comment: Several commenters were
concerned with our proposal to package
numerous radiopharmaceutical
products. They claimed that given the
problems with the claims data and the
great variation in the cost and use of
radiopharmaceuticals for the same
procedure, all radiopharmaceuticals
should be paid under their own APGCs,
in addition to their associated nuclear
medicine procedures. This would assure
appropriate reimbursement for both the
product and procedure, and would be
the best way to capture hospital costs
for radiopharmaceuticals in future
claims data.

Response: While we acknowledge the
commenters’ concerns, we believe that
the most appropriate payment structure
is one that packages services together to
the extent it is reasonable to do so, and
thus presents hospitals with bundled
payments that permit them to effectively
manage resource allocation in the
treatment of particular patients.
Accordingly, we have not adopted this
suggestion.

Comment: A manufacturer and a trade
association suggested that we could
improve the accuracy of the APC
payment rates by establishing new
revenue codes to accurately capture data
and calculate costs for
radiophamaceuticals in future years.

Response: While we do want to
improve the accuracy of APC payment
rates, we are reluctant to impose new
requirements on hospital cost reports. In
addition, the creation of new revenue
centers must be made through a process
that includes other payers as well as
representatives of various providers.
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Therefore, we will not adopt this
suggestion for 2003. As discussed in
section III. B of this final rule, we expect
to address the issue of improving the
accuracy of our data further in the
future.

Comment: A hospital organization
indicated that there is a competitive
disadvantage between different types of
providers (clinic, Independent
Diagnostic Testing Facilities (IDTF), and
outpatient hospital) and their payment
policies for Low Osmolar Contrast
Media (LOCM). The commenter stated
that in a clinic or IDTF, LOMC receives
separate payment when clinical
conditions are met. However, when
LOCM is administered in an outpatient
hospital without an intrathecal
procedure or if one of the Medicare
coverage conditions is non-covered,
hospitals are expected to issue an ABN
to the patient. The commenter
recommended that we allow hospitals to
bill for LOCM even when the patient
does not meet conditions, or instruct the
clinics and IDTFs to seek ABNs for
LOCM in non-covered circumstances. A
state hospital association suggested that
we eliminate the medical necessity
requirement for LOCM since it is not
applicable to hospital outpatient
services.

Response: These suggestions involve
several different Medicare payment
systems, and appropriate resolution of
this concern will require further
analysis. We will consider this issue
further in the future.

Comment: One commenter requested
clarification on whether there will be
any more changes to the payment
calculation for HCPCS C1775 (FDG, per
dose) other than what is proposed in
Table X of the proposed rule.

Response: According to our new
policy for radiopharmaceuticals, as
described elsewhere in this final rule,
FDG will no longer be granted pass-
through status in 2003. It will instead be
paid separately under its own APC and
be assigned to a status indicator of K.

Comment: Another commenter
requested that we describe our waste
policy on whether a hospital may bill
for a medication that is ordered and
mixed, but not administered to the
patient due to a change in patient status
or a no-show by the patient for that
day’s visit. If the drug cannot be used
later or on another patient, the hospital
would still incur the costs.

Response: If the drug is not
administered to a Medicare beneficiary,
then payment may not be made by the
Medicare Program.

Packaging Issue

Comment: Several commenters
indicated that our methodology of
analyzing single line-items on drug
claims is not consistent with how
hospitals bill for certain particular drugs
and biologicals. This inconsistency
particularly affects whether a drug or
biological falls below the $150 median
cost per line threshold or not. They
claimed that we incorrectly assumed
“that a single administration of a drug
was billed as a single line item on a
claim and that the correct number of
units was placed in the ‘units’ field of
the claim form.” Commenters noted that
this was not always true because
hospitals often bill for certain drugs
using multiple lines in a claim that
represents one patient encounter. They
indicated that in our calculation of the
median cost per line for a drug, we
multiplied the median cost per unit of
the drug by the average number of units
billed per line. Thus, our methodology
does not take into account all of the
units of a drug administered during one
encounter if the units were billed in
multiple lines on the claim, and
consequently, may not reflect the full
cost of delivering the drug.

Response: For 2003, we chose to use
the $150 median cost per line threshold
level to determine whether to package a
drug, as opposed to another packaging
criterion, for the reasons of
administrative simplicity,
administrability, and responsiveness.
However, in our analysis of the data, we
observed that instances where a drug
was billed on multiple lines in a claim
were rare (less than 1 percent of total
billings for drugs). We reiterate that our
intent is to review and refine the
packaging methodology in the future
and will take the commenters’ concern
into account.

Orphan Drugs

We recognize that orphan drugs that
are used solely for an orphan condition
or conditions are generally expensive
and, by definition, are rarely used. We
believe that if the cost of these drugs
were packaged into the payment for an
associated procedure or visit, the
payment for the procedure might be
insufficient to compensate a hospital for
the typically high cost of this special
type of drug. Therefore, we proposed to
establish separate APCs to pay for those
orphan drugs that are used solely for
orphan conditions.

To identify the orphan drugs for
which we would continue to make
separate payment, we applied the
following criteria:

» The drug must be designated as an
orphan drug by FDA and approved by
FDA for the orphan condition.

* The current United States
Pharmacopoeia Drug Information
(USPDI) shows that the drug had neither
an approved use for other than an
orphan condition nor an off label use for
conditions other than the orphan
condition. There are three orphan drugs
that are used solely for orphan
conditions for which we proposed to
make separate payment: J0205
Alglucerase injection; J0256 Alpha 1
proteinase inhibitor; and J09300
Gemtuzumab ozogamicin.

Comment: Several commenters stated
that the proposed payment rates for the
orphan drugs would grossly underpay
hospitals for providing these drugs to
patients. They recommended that we
pay for orphan drugs according to
current year acquisition and actual total
costs of providing the products;
maintain the 2002 payment levels; or
remove from them from the OPPS
system and set payment according to the
methodology used in the physician
office and other non-inpatient settings.

Response: After reviewing the
comments, we have decided to remove
the three orphan drugs that do not have
any other non-orphan indications from
the OPPS system and will pay for them
on a reasonable cost basis. Other drugs
that have orphan status according to the
FDA will be partly protected by the
dampening options described in section
IIL.B of this final rule.

Comment: Several commenters
objected to what they characterized as
our definition of “orphan drug.” These
commenters believe we should treat
comparably all drugs and biologicals
that have been designated as under
section 526 of the Federal Food, Drug,
and Cosmetic Act.

Response: We emphasize that we are
not creating a new definition of orphan
drugs; instead, we continued to rely on
the definition stated in the Federal
Food, Drug, and Cosmetic Act.
However, within the set of drugs that
the FDA has identified as orphan drugs,
we have identified a subset of three
drugs that have only orphan indications
and decided to remove them from the
outpatient prospective payment system.
We have distinguished these drugs from
other orphan drugs because of their low
volume of patient use and their lack of
other indications, which means they can
rely on no other source of payment.
Many orphan drugs are approved for
multiple indications, including non-
orphan indications that have significant
patient use that provide the drugs with
financial support. For example, epoetin
alfa was originally identified as an
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orphan drug for use in ESRD patients;
however, currently it is being used
extensively in patients with
chemotherapy-induced anemia. Once a
drug is granted orphan status, no further
effort is made to update this status, even
though indications for use may change
substantially with experience. After
consulting with our clinical advisors,
we have decided to remove from OPPS
the three orphan drugs that have no
other non-orphan indications. We
recognize the importance of all orphan
drugs, however, and accordingly we
have applied the dampening policies
described in section IIL.B of the
preamble to the other orphan drugs.

Blood and Blood Products

From the onset of the OPPS, we have
made separate payment for blood and
blood products either in APCs with
status indicator “K” or as pass-through
drugs and biologicals with status
indicator “G” rather than packaging
them into payment for the procedures
with which they were administered. As
we explained in the April 7, 2000 final
rule (65 FR 18449), the high degree of
variability in blood use among patients
could result in payment inequities if the
costs of blood and blood products were
packaged with their administration. We
also want to ensure that costs associated
with blood safety testing are fully
recognized. The safety of the nation’s
blood supply continues to be among the
highest priorities of the Secretary’s
council on Blood Safety and Access.
Therefore, we proposed to continue to
pay separately for blood and blood
products.

Comment: Several major blood
collection organizations, specialty
physician groups, a large trade
association, hospital associations, and
individual hospitals supported our
decision to maintain separate APCs for
blood and blood products; however, the
commenters were concerned with the
reduction in payment rates for these
products in the proposed rule.

The commenters provided several
suggestions. They recommended that we
base the payment rates for blood
products on current year acquisition
costs and actual total costs rather than
on hospital claims from previous years,
and use industry data on the current
hospital costs of blood and blood
products that have been submitted to us;
consider costs related to additional costs
that hospitals incur in storing and
preparing units for transfusion when
assigning APC relative weights to blood
and blood products; continue the 2002
payment rates until more accurate
information on the actual costs of blood
and blood products are gathered; or

reimburse hospitals on a reasonable cost
basis for blood and blood products.

Response: After carefully reviewing
the comments and comparing the
industry data against our data, we were
convinced that the proposed reduction
in payment rates for many of the blood
and blood products would result in
payment that is significantly lower than
hospital acquisition costs. Thus,
inadequate reimbursement may
compromise access to beneficiaries and
the safety of these products. We
continue to be aware of the variability
in the use of blood and blood products
in various procedures, and by our desire
to recognize costs of new tests being
performed on blood, we have decided to
apply a special dampening option to
blood and blood products that had
significant reductions in payment rates
from 2002 to 2003. For these products,
as described in section IIL.B of the
preamble, we limited the decrease in
their median costs by 11 percent, which
limited the decrease in payment rates to
approximately 15 percent. We note that
the APCs for these products are
intended to cover product costs; costs
for storage, etc., are packaged into the
APCs for the procedures with which the
products are used.

Comment: A commenter from an
individual hospital disagreed with our
proposal to not change the current OPPS
payment policy for transfusions. The
commenter stated that their hospital has
more than the average number of cases
that require more than one unit of
blood, and thus, averaging the payment
would adversely affect specialty
hospitals.

Response: For transfusion services
that are paid under OPPS, hospitals can
bill for the administration of the
transfusion and the number of units of
blood transfused. With the payment
rates for transfusion and blood and
blood products that are in the final rule,
we believe that hospitals, including
those that specialize in the transfusion
of multiple units of blood, will receive
adequate payment for transfusion
services. The hospitals will receive
separate payment for the blood in
addition to the APC payment for the
transfusion service. Even though we
will not change our payment policy for
transfusions for 2003, this is an issue
that we will continue to monitor in the
future.

Comment: Two commenters requested
that we provide special comprehensive
billing and coding guidelines in the area
of blood, blood processing, and
transfusion medicine, and the proper
use or non-use of the transfusion
medicine codes. They stated that
Transmittal A—01-50 does not clarify all

of the confusing issues that hospitals
currently experience in billing and
coding for blood-related services.

Response: We acknowledge that need
for comprehensive billing and coding
guidelines in the areas mentioned by the
commenters and agree that the program
memorandum that was issued
previously may require further
clarification. Therefore, this is an area
that we expect to focus on during the
upcoming year.

Comment: Several hospitals, advocacy
organizations, manufacturers, and
beneficiaries were concerned that the
proposed decrease in reimbursement for
certain clotting factors would not enable
hospitals to recover the acquisition costs
of the products. They indicated that
inadequate reimbursement would create
incentives for hospitals to not provide
these products at all or to provide only
those clotting factors that limit financial
loss. Commenters also indicated that
given the high cost of the clotting
factors, the average cost to charge ratio
methodology that might apply to other
drugs does not apply to clotting factors,
and the proposal would shift patients to
the inpatient setting where costs of care
are higher. Their recommendations were
that we adjust the proposed payment
with a rate consistent with the average
acquisition cost of the drugs; maintain
the 2002 payment rates; use current
hospital inpatient payment rates in
place of the proposed rates; or remove
from the OPPS system and set payment
according to the methodology used in
the physician office and other non-
inpatient settings.

Response: We recognize the
importance of insuring adequate
reimbursement and access to
hemophilia clotting factors for our
beneficiaries, as did the Congress when
it created a separate benefit category for
clotting factors in section 1861(s)(2)(I) of
the Act. Accordingly, we have adopted
a provision to insure that the payment
rates for these products does not
decrease by more than approximately 15
percent from 2002 to 2003.

Comment: Several commenters were
very concerned with the proposed
payment rates for plasma products and
their recombinant analogs therapies.
They argued that reduction in payments
would create significant patient access
problems since the hospitals will be
unable to recoup costs incurred in
acquiring and dispensing such
therapies. They recommended that we
pay for these products on a reasonable
cost basis; revise the payment rates
significantly to allow hospitals to
recover their acquisition and dispensing
costs; base payment on current
acquisition costs and actual total costs
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of the products in outpatient settings;
maintain payment at the 2002 level; or
establish an add-on payment to be based
on a national formula derived outside of
OPPS.

Response: We recognize the
importance of these drugs, and
consequently included them in the
dampening procedure described section
II1.B of the preamble.

Comment: Several commenters urged
us to clarify the category of “blood and
blood products” to include drugs and
biologicals that are derived from plasma
fractionation and their biotechnology
analogs. They stated that the rationale
for creating separate APCs for blood and
blood products also equally apply to
plasma-based products and their
recombinant therapies. These
commenters recommended that we
continue to pay for all plasma-derived
and recombinant analog therapies in
separate APCs and include them in the
category of “blood and blood products”
as it is done under the FDA’s definition
of “blood and blood products.”

Response: We acknowledge that
plasma-based products and their
recombinant therapies are derived from
blood however, these products are
highly processed and not manufactured
by local blood banks. Upon consultation
with our clinical advisors, we have
determined that these products do not
have the same access and safety
concerns as other blood and blood
products. Thus, it is reasonable for us to
distinguish these products from other
blood and blood products. For the
purposes of OPPS, we will not consider
any plasma-derived products and their
recombinant analogs, including albumin
and immune globulins and except for
hemophilia clotting factors, to fall under
the category of “blood and blood
products”. Accordingly, we apply to
these products the same packaging
procedures applicable to other drugs
and biologicals.

Vaccines Covered Under a Benefit Other
Than OPPS

Outpatient hospital departments
administer large numbers of the
vaccines for influenza (flu),
pneumococcal pneumonia (PPV), and
hepatitis B, typically by participating in
immunization programs encouraged by
the Secretary because these vaccinations
greatly reduce death and illness in
vulnerable populations. In recent years,
the availability and cost of the vaccines
(particularly the flu vaccine) have
varied considerably. We want to avoid
creating any disincentives to provide
these important preventative services
that might result from packaging their
costs into those of primary procedures,

visits, or administration codes.
Therefore, we proposed to pay for these
vaccines under OPPS through the
establishment of separate APCs.

We received no comments on our
proposal to pay for these vaccines under
separate APCs. However, we have had
considerable discussion with providers
in the past about the cost to hospitals of
influenza and pneumococcal
pneumonia vaccines in particular. In
particular, we have had many
discussions in which we were advised
by providers that OPPS payment was
insufficient for them to be able to
guarantee that they would be able to
offer these important vaccines to
Medicare patients they treat. They cited
the timing of updates to OPPS rates as
well as volatility of costs as a result of
irregular supplies of these vaccines as
their major concern. Public health
officials encourage high risk
individuals, including Medicare
beneficiaries, to receive flu immunitions
beginning each September. Each flu
season, a new vaccine is produced; the
cost of the vaccine is also typically
higher than the previous year’s vaccine
cost. Thus, from September through
December, providers paid under the
OPPS for administering flu vaccines do
not receive the benefit of the update that
occurs in January. In recent years, the
cost of the vaccine has been volatile
because of irregular supplies.

Therefore, we have decided to pay
hospitals for influenza and
pneumococcal pneumonia vaccines
under reasonable cost methodology.
Section 1833(t)(2)(A)(i) of the Act gives
the Secretary discretion to define
outpatient hospital services for purposes
of payment under the OPPS. Until now
we have defined it to include influenza
and pneumococcal pneumonia vaccines.
However, in view of the importance of
these vaccines to the public health and
our strong desire to ensure that
hospitals are paid appropriately for
these vaccines, we have decided to
exclude them from OPPS.

We are therefore revising regulations
at §419.21(d)(3) to remove the words
“influenza” and ‘“pneumococcal
pneumonia.” As a result of this change,
hospitals, HHAs and hospices which
were paid for these vaccines under
OPPS will be paid reasonable cost for
these vaccines. We will issue further
instructions regarding how CORF's will
be paid for these vaccines in 2003 and
will issue implementation instructions
for hospitals, HHAs and hospices.

Higher Cost Drugs

While our preferred policy is to
package the cost of drugs and other
items into the cost of the procedures

with which they are associated, we are
concerned that beneficiary access to
care may be affected by packaging
certain higher cost drugs. For this
reason, we proposed to allow payment
under separate APCs for high cost drugs
for an additional year while we further
study various payment options.
Specifically, we proposed to pay
separately for drugs for which the
median cost per line (cost per unit
multiplied by the number of units billed
on the claim) exceeded $150, as we
briefly describe below. We provide more
detail in the proposed rule regarding the
methodology we used to determine this
threshold (67 FR 52124-52125).

To establish a reasonable threshold
for determining which drugs we would
pay under separate APCs rather than
through packaging, we calculated the
median cost per unit using 2001 claims
data for each of the drugs for which
transitional pass-through payment
ceases January 1, 2003 and for those
additional drugs that we have paid
separately (status indicator “K’’) since
the outset of OPPS.

We excluded from these calculations
the orphan drugs, vaccines, and blood
and blood products discussed above.
Because many drugs are used and billed
in multiple unit doses, we then
multiplied the median cost per unit for
the drug by the average number of units
that were billed per line. Once we
calculated an approximate median cost
per line for the drug, we then arrayed
the median cost per line in ascending
order and examined the distribution. A
natural break occurs at $150 per line,
the midpoint of a $10 span between the
drug immediately above and below the
$150 point. Within the array,
approximately 61 percent of the drugs
fall below the $150 point and 39 percent
of the array are above the point. Among
the drugs that we proposed to package
are some radiopharmaceuticals,
vaccines, anesthetics, and anticancer
agents. After including the costs of
packaged drugs in the services with
which they were provided, we noted
that the median costs of those services
increased. We solicited comments that
address specific alternative protocols we
might use when several packaged drugs
whose total cost significantly exceeds
the applicable APC payment amount
may be administered to a patient on the
same day (for example, multiple agent
cancer chemotherapy).

We requested comments on the
factors we considered in determining
which drugs to package in 2003. We
were particularly interested in
comments for the exclusion of high cost
drugs from packaging. We added that
we would continue to analyze the effect
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of our drug-packaging proposal to assess
whether the $150 threshold should be
adjusted to avoid significant
overpayments or underpayments for the
base APCs relative to the median costs
of the individual drugs packaged into
the APGCs. Depending on this analysis,
we stated that we may revise our
threshold or criteria for packaging in the
final rule for 2003. We expect to further
consider each of these exclusions for
packaging when we develop our
proposals for the 2004 OPPS.

Although we expect to expand
packaging of drugs to package payment
for more drugs into the APC for the
services with which they are billed, we
nonetheless, requested comments on
alternatives to packaging. One example
of an alternative approach is to use
different criteria from those we propose
in this proposed rule to identify the
drugs to package into procedure APCs
and the drugs to pay separately. Another
alternative approach would be to create
APCs for groups of drugs based on their
costs. Still another approach would be
to create separate APCs for each drug.
We emphasized in the proposed rule
that we welcomed a full discussion of
the alternatives as we determine the best
way to ensure that hospitals are paid
appropriately for the drugs they
administer to the Medicare beneficiaries
whom they treat in their outpatient
departments.

Drugs that we pay for separately in
2003 are designated in Addendum B by
status indicator “K” or “G.”

A summary of the comments we
received on this proposal and our
responses to them are summarized
below.

Comment: Numerous national trade
associations, drug manufacturers,
consultants, and other commenters
opposed our proposal to package
sunsetting drugs and biologicals that fell
below a threshold of $150 median cost
per line into procedure APCs. These
commenters urged us to continue to pay
separately for drugs and biologicals that
were paid separately in 2002, including
those for which pass-through status has
expired. Some recommended that we
maintain the 2002 payment levels until
more accurate data could be obtained.

In contrast, one national hospital
organization recommended that we
adopt a much higher threshold of $1,000
for a drug to warrant separate payment
and package all other drugs that fall
below the threshold. Furthermore,
another national hospital association
encouraged us to expeditiously
incorporate into APCs both low and
high cost drugs that will lose their
eligibility for transitional pass-through
payments, while limiting separate APC

payment only to orphan drugs, blood
and blood products, certain vaccines
and extremely costly drugs. The
commenter also stated that integrating
payments for packaged services will be
less burdensome for hospitals and will
eliminate incentives for higher costs
that might be created by special
additional reimbursement. As noted in
section XI, the Medicare Payment
Advisory Committee also urged CMS to
incorporate more drugs into the base
APCs.

Response: We appreciate all of the
comments regarding the various aspects
we should consider in making our
decision to package lower-cost drugs
and biologicals into procedure APCs.
After carefully considering all
recommendations submitted by the
commenters regarding how we should
treat these drugs and biologicals, we
concluded that the packaging
methodology we proposed is
appropriate. We believe that we have
sufficient data on drugs and biologicals
to allow us to make a reasonable
decision on whether to package
individual items. We further believe
that our decision to package these costs
is consistent with the concept of a
prospective payment system and we
expect to continue incorporating
additional drugs into the base APCs in
future years.

Comment: Several commenters stated
that the $150 threshold established for
separate APC payment is arbitrary and
such a packaging rule would create
confusion among hospitals. One
national hospital association was
concerned that the policy would create
incentives for pharmaceutical
companies to increase their prices so
their drugs will receive separate
payment, and, potentially, for
physicians to choose one drug over a
clinically appropriate substitute.

Response: We acknowledge the
concerns for using a median cost per
line threshold level when the cost of a
particular drug may fluctuate over time.
However, we must set the rates
prospectively. We will consider these
issues further as we determine our
policy for the criteria for packaging as
we develop our proposed rule for the
2004 update.

Comment: Several commenters
supported our decision to pay
separately for higher-cost drugs, clotting
factors, and orphan drugs in 2003, but
recommended that we delay packaging
higher-cost drugs until more accurate
data is available. Other commenters
suggested that we collect at least 2 more
years of data on all drugs and
biologicals before contemplating
bundling them with other APCs. They

stated that once a drug or biological is
bundled, hospitals will have no
incentive to code for it, and there will
be no means of collecting data on the
product in the future. Thus, by not
packaging, we would be able to
determine appropriate payment rates
that reflect variations in hospital
expenses for these products and
continue to collect product-specific
information.

Response: We agree with the
commenters who stated that we should
not package higher cost drugs until we
have more data on those products;
however, we disagree with the other
commenters who suggested that we
should not consider packaging any
drugs and biologicals until we have
collected data for two more years. We
believe that at this time we have
sufficient data to determine which drugs
and biologicals should be packaged and
which products we will pay separately
for in 2003. While some hospitals may
fail to separately report codes that
represent packaged items, we have
repeatedly instructed hospitals to
submit all charges related to covered
outpatient services, including those for
packaged items. The total charges
submitted by hospitals for each service
will be used to set future rates. For that
reason, and because of the possible
impact on their ability to receive outlier
payments for which they might qualify,
it is extremely important that hospitals
report all appropriate charges for their
covered outpatient services.

Comment: Several commenters
suggested that, at minimum, we should
continue to pay separately for drugs and
biologicals that typically cost more than
$150 per administration, regardless of
whether the median cost per line
exceeds $150 using the 2001 claims
data. In addition, a trade association
suggested that we reflect the common
practice of combining
radiopharmaceuticals and others drugs
used in performing nuclear medicine
procedures by qualifying for separate
payment those drug combinations
which exceed the agency’s $150
threshold.

Response: We appreciate the
commenters’ suggestions regarding
methodologies that would refine the
$150 threshold level used in making
packaging determinations for 2003. We
believe our proposed policy strikes a
reasonable balance of simplicity,
administrability, and responsiveness.
We intend to review and refine our
methodology in the future, and the
proposals submitted by commenters
will be taken into consideration at that
time.
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Comment: Several commenters
claimed that our proposal to package
many of the non-pass-through, lower
cost drugs and biologicals with HCPCS
codes for therapeutic administration is a
violation of the “two-times” rule.
Therefore, they recommended that we
continue to pay for all drugs and
biologicals separately or by revising the
APCs in which the drugs are packaged.

Response: We do not agree with the
commenters’ assertion that packaging of
drugs and biologicals results in
violations of the two-times rule, stated
in section 1833(t)(2) of the Act. We
understand the commenters’ confusion
and attempt to provide a clarification on
how we apply the “two-times” rule to
determine APC structures. Most APC’s
consist of one or more services, which
we refer to as “procedures” and code
with CPT or HCPCS G codes, that are
similar clinically and in terms of
resource use. Many individual items (for
example, sterile supplies or
pharmaceuticals such as anesthetic
agents) or ancillary services (for
example, nursing or recovery room
services) are integral to the procedure,
and thus we have packaged them with
the procedure. In some instances, such
as APCs for transitional pass-through
drugs and devices, the APC includes no
procedure, and the APC is used only to
pay for a specific item.

The “two times” rule requires that the
highest median cost of a within an APC
cannot be more than two times greater
than the lowest median cost of a
procedure within that APC. We apply
the “two-times” rule to the total cost of
each procedure (which includes items
and services that are packaged within
that procedure). In the case of APCs
containing only items, we apply the rule
to the cost of each item that is grouped
in the APC. We do not apply the two
times rule to the variation in cost of
individual items or ancillary services
we attribute to a single HCPCS code.

If we were to attempt to apply the rule
to all items and ancillary services
within the various procedures,
accounting for the variation in cost of
supplies such as bandages, reusable
instruments, and other medical supplies
would be a practical impossibility. It
would lead to a highly fragmented set of
payment cells and a greatly more
complex payment system that would
reduce the incentives for effective
management by hospitals. We do not
believe Congress would have intended
such a result.

Consistent with the principles of
prospective payment, we package the
cost of as many items and ancillary
services as possible into the median cost
of a procedure. Therefore, our payment

methodology for 2003, includes
packaging the costs of drugs and
biologicals with median costs below
$150 per line into the costs of the
procedures with which they were billed.
We reviewed the median cost of the
procedures used for administration of
drugs and biologicals, before and after
we packaged the costs of drugs and
biologicals. Our review indicates that
the final median cost appropriately
accounts for the administration
procedure and the cost of the
administered drug and/or biologic.

Comment: A commenter requested
that we include a statement in the final
rule that was included in the preamble
of the September 8, 1998 proposed rule
(63 FR 47563—47564) that stated “We
propose to allow hospitals to provide
drugs to patients without requiring that
the hospital bill the patient, and without
Medicare paying the hospital. Normally,
hospitals are not allowed to waive such
billing, since not charging a patient
could be seen as an inducement to the
patient to use other services at the
hospital, for which the hospital would
be paid. However, if the benefit is not
advertised, we believe that provision of
the self-administered drugs at no charge
to the beneficiary need not constitute an
inducement in violation of the anti-
kickback rules. The hospital may not
advertise this to the public or in any
other way induce patients to use the
hospital’s service in return for forgoing
payment.”

Response: We are not making final the
proposal in the September 8, 1998 rule
(63 FR 47563—64) that the commenter
quotes. Medicare policy affecting how
payment is made under the OPPS has
evolved considerably since that rule. In
the intervening years, CMS, providers,
contractors, and beneficiaries all have
acquired considerable experience under
the OPPS that has added perspective
and substance to a broad range of policy
issues, including what is and is not
payable under the OPPS. The following
points summarize our current policy
related to the issue posed by the
commenter:

* In accordance with the in section
1861(s)(2)(B) of the Act and related
Medicare regulations and program
issuances, drugs and biologicals that are
not usually self-administered by the
patient are payable under the OPPS. As
we explain elsewhere in this final rule,
Medicare makes separate payment for
certain drugs and biologicals and
packages payment for others into the
procedure with which they are billed.

* The fact that a drug has a HCPCS
code and a payment rate under the
OPPS does not imply that the drug is
covered by the Medicare program, but

only indicates how the drug may be
paid if it is covered by the program.

* A code and payment amount does
not represent a determination that the
Medicare program covers a drug.
Contractors must determine whether the
drug meets all program requirements for
coverage; for example, that the drug is
reasonable and necessary to treat the
beneficiary’s condition and whether it is
excluded from payment because it is
usually self-administered.

 Certain drugs are so integral to a
treatment or procedure that the
treatment or procedure could not be
performed without them. Because such
drugs are so clearly an integral
component part of the procedure or
treatment, they are packaged as supplies
under the OPPS into the APC for the
procedure or treatment. Consequently,
payment for them is included in the
APC payment for the procedure or
treatment of which they are an integral
part.

* Under the OPPS, hospitals may not
separately bill beneficiaries for items
whose costs are packaged into the APC
payment for the procedure with which
they are used (except for the copayment
that applies to the APC).

In short, neither the OPPS nor other
Medicare reimbursement rules regulate
the provision or billing by hospitals of
non-covered drugs to Medicare
beneficiaries. Accordingly, it would be
inappropriate to include the statement
in the 1998 rule. However, in some
circumstances, such practices
potentially implicate other statutory and
regulatory provisions, including the
prohibition on inducements to
beneficiaries, section 1128A(a)(5) of the
Act, or the anti-kickback statute, section
1128B(b) of the Act.

E. Expiration of Transitional Pass-
Through Payments in Calendar Year
2003 for Brachytherapy

Section 1833(t)(6) of the Act requires
us to establish transitional pass-through
payments for devices of brachytherapy.
As of August 1, 2000, we established
item-specific device codes including
codes for brachytherapy seeds, needles,
and catheters. Effective April 1, 2001,
we established category codes for
brachytherapy seeds on a per seed basis
(one for each isotope), brachytherapy
needles on a per needle basis, and
brachytherapy catheters on a per
catheter basis. Because initial payment
was made for a device in each of these
categories in August 2000, we proposed
that these categories (and the
transitional pass-through payments) will
be discontinued as of January 1, 2003.
Furthermore, as discussed above, we
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proposed that there will be no grace
period for billing these category codes.

We received comments, both in
writing and at the April 2002 Town Hall
meeting, recommending that we
continue to make separate payment for
brachytherapy seeds. The basis for this
recommendation is that the number of
brachytherapy seeds implanted per
procedure is variable. These
commenters stated that the number and
type of seeds implanted in a given
patient depends on the type of tumor,
its size, extent, and biology, and the
amount of radioactivity contained in
each seed. To further complicate the
matter, the HCPCS codes used to report
implantation of brachytherapy seeds are
not tumor-specific. Instead, they are
defined based on the number of sources,
that is, the number of seeds or ribbons
used in the procedure. This means that
the treatment of many different tumors
requiring implantation of widely
varying numbers of seeds is described
by a single HCPCS code. Therefore, it
has been argued that given the costs of
seeds and the variety of treatments
described by a single HCPCS code, the
cost of brachytherapy billed under a
single HCPCS code could vary by as
much as $3,000.

In determining whether to package
seeds into their associated procedures,
we considered all these factors as well
as our claims data. Consistent with our
proposed policy for other device costs
and the cost of many drugs, as well as
with the principles of a prospective
payment system, our preferred policy is
to package the cost of brachytherapy
devices into their associated procedures.
For 2003, in the case of remote
afterloading high intensity
brachytherapy and prostate
brachytherapy, which we discuss below,
weproposed to package the costs into
payment for the procedures with which
they are billed.

For other uses of brachytherapy, we
proposed to defer packaging of
brachytherapy seeds for at least 1 year.
In those cases, when paying separately
in 2003 for brachytherapy seeds, we
proposed to continue payment on a per
seed basis. The payment amount would
be based on the median cost of
brachytherapy seeds, per seed, as
determined from our claims data.

We solicited comments on
methodologies we might use to package
all brachytherapy seeds beginning in CY
2004. For example, creation of tumor-
specific brachytherapy HCPCS codes
would reduce the variability in seed
implantation costs associated with the
current HCPCS codes used for seed
implantation.

As stated above, beginning January 1,
2003, we proposed to package payment
for brachytherapy seeds into the
payment for the following two types of
brachytherapy services:

Remote Afterloading High Intensity
Brachytherapy

Participants in the April 5, 2002
Town Hall meeting expressed concern
about packaging single use
brachytherapy seeds into payment for
procedures.

Remote afterloading high intensity
brachytherapy treatment does not
involve implantation of seeds. Instead,
it utilizes a single radioactive “source”
of high dose iridium with a 90-day life
span. This single source is purchased
and used multiple times in multiple
patients over its life. One or more
temporary catheters are inserted into the
area requiring treatment, and the
radioactive source is briefly inserted
into each catheter and then removed.
Because the source never comes in
direct contact with the patient, it may be
used for multiple patients. We note that
the cost of the radioactive source, per
procedure, is the same irrespective of
how many catheters are inserted into
the patient. We believe that the costs of
this type of source should be amortized
over the life of the source. Therefore,
each hospital administering this type of
therapy should include its own charge
for the radiation source in the charge for
the procedure. Therefore, we proposed
to package the costs associated with
high dose iridium into the HCPCS codes
used to describe this procedure. Those
codes are: 77781, 77782, 77783, and
77784.

Prostate Brachytherapy

The preponderance of brachytherapy
claims under OPPS to date is for
prostate brachytherapy. Brachytherapy
is administered in several other organ
systems, but the claims volume for non-
prostate brachytherapy is very small,
and hence our base of information on
which to make payment decisions is
slim. Furthermore, prostate
brachytherapy uses only two isotopes,
which are similar in cost, while
brachytherapy on other organs involves
a variety of isotopes with greater
variation in cost. Consequently, we
believe it would be prudent to wait for
further experience to develop before
proceeding to package non-prostate
brachytherapy seeds.

A number of commenters at the April
5, 2002, Town Hall Meeting and
elsewhere have stressed to us their
views that brachytherapy seeds should
remain unpackaged. The principle
argument put forth in favor of this

approach is that the number of seeds
used is highly variable across patients.
We do not find this argument
compelling. Payments in the OPPS, as
in other prospective payment systems,
are based on averages. We believe the
service volume at hospitals providing
prostate brachytherapy is likely to be
large enough for a payment reflecting
average use of seeds to be appropriate.

Additionally, appropriate payment for
prostate brachytherapy has been of
concern to many commenters since
implementation of the OPPS because
facilities must use multiple HCPCS
codes on a single claim to accurately
describe the entire procedure. Because
we determine APC relative weights
using single procedure claims,
commenters have argued that payments
for prostate brachytherapy are, in part,
based on error claims, resulting in
underpayment for this important
service. We agree that basing the relative
weights for APCs reported for prostate
brachytherapy services on only the
small number of claims related to this
service that are single procedure claims
may be problematic. To increase the
number of claims we could use to
develop the proposed 2003 relative
payment weights for prostate
brachytherapy, we began by identifying
all claims billed in 2001 for prostate
brachytherapy. Unfortunately, closer
analysis of these claims revealed that
hospitals do not report prostate
brachytherapy using a uniform
combination of codes. Of the more than
12,000 claims for prostate
brachytherapy that we identified in the
2001 claims data, no single combination
of HCPCS codes occurred more than 25
times.

Therefore, in order to facilitate
tracking of this service, we proposed to
establish a G code for hospital use only
that will specifically identify prostate
brachytherapy. We proposed as the
descriptor for this G code the following:
“Prostate brachytherapy, including
transperineal placement of needles or
catheters into the prostate, cystoscopy,
and interstitial radiation source
application.” This G code would be
used by hospitals instead of HCPCS
codes 55859 and 77778 to bill for
prostate brachytherapy. Hospitals would
continue to use HCPCS codes 55859 and
77778 when reporting services other
than prostate brachytherapy. We would
also instruct hospitals to continue to
report separately other services
provided in conjunction with prostate
brachytherapy, such as dosimetry and
ultrasound guidance. These additional
services would be paid according to the
APC payment rate established by our
usual methodology.
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This G code will allow us to package
brachytherapy seeds into the procedures
for administering prostate
brachytherapy while permitting us to
pay separately for brachytherapy seeds
which are administered for other
procedures. Therefore, we proposed to
package the costs of the brachytherapy
seeds, catheters, and needles into the
payment for the prostate brachytherapy
G code. In order to develop a payment
amount for this G code, we used all
claims where both HCPCS codes 55859
and 77778 appeared. We packaged all
revenue centers and appropriate HCPCS
codes, that is, HCPCS with status
indicator “N.” We then determined
median costs of the line items for
HCPCS codes 55859 and 77778 and
added the two. Next, we packaged the
costs of all C codes, whether an item-
specific or a device category code, into
the payment amount. We proposed to
assign APC 0684 with status indicator
“T.” We believe the payment rate
proposed for this G code appropriately
reflects the costs of the procedures, the
brachytherapy seeds, and any other
devices associated with these
procedures. We solicited comments on
this proposal.

Packaging of Other Device Costs
Associated With Brachytherapy

We proposed to package the costs of
brachytherapy needles and catheters
with whichever procedures they are
reported, similar to our proposal for
packaging the costs of other devices that
will no longer be eligible for a
transitional pass-through payment in
2003. Because the HCPCS code
descriptors for brachytherapy are based
on the number of catheters or needles
used, we believe the costs of these
devices would be appropriately
reflected within the costs of the
associated procedure.

Brachytherapy

Comment: One commenter believed
that assigning CPT Code 77799 to APC
313 was inappropriate because it was
the highest paying brachytherapy APC
and it violated the two times rule.

Response: We thank the commenter
for bringing this to our attention. The
CPT code 77799 should be assigned to
APC 312, the lowest paying
brachytherapy APG, which is consistent
with our policy of assigning unspecified
codes to the lowest paying similar APC
because we do not know what
procedures are being performed.
However, we do not apply the two times
rule to unspecified codes like 77799 for
that same reason. We are assigning
77799 to APC 312.

Comment: Several commenters were
concerned that the proposed payment
rates for APGs 1718, for iodine seeds,
and 1720, for palladium seeds were
significantly lower than the 2002
payment rates for these brachytherapy
sources. The commenters stated that the
new rates do not reflect hospital
acquisition costs and recommended that
we continue pass-through status for
these seeds in 2003 or refine the claims
data used to set payment rates.

Response: Our payment rates for 1718
and 1720 are based on the median costs
for these seeds in our 2001 claims data.
We are confident that these data reflect
actual hospital acquisition costs. By
statutory mandate, the OPPS system, in
aggregate, does not pay hospitals full
costs for services. Therefore, it should
not be expected that payment rates
(which involve turning median costs
into relative weights and applying
scaling factors) will always reflect 100
percent of hospital acquisition cost.

Comment: Several commenters urged
us to identify all sources currently used
in brachytherapy and cover those
sources on an interim basis. They
suggested we retain a C code for
“unlisted” brachytherapy sources to
allow hospitals to bill for sources not on
the current pass through list.

Response: We only create C codes for
items based on formal applications for
a specific device. We do not create C
codes for unlisted devices. Interested
parties may submit an application for a
pass through device using the process
described in the April 7, 2000 final rule
(65 FR 18481-18482).

Comment: A commenter suggested
continuing the pass-through categories
for brachytherapy seeds, needles, and
catheters for one year in order to collect
more data.

Response: Statutory provisions
preclude us from continuing these
categories for an additional year.

Comment: One commenter asked us
to refer to brachytherapy “sources”
instead of brachytherapy ‘“‘seeds.”

Response: We agree and will do so.

Comment: One commenter responded
to our solicitation of comments
regarding the advisability of creating
tumor specific brachytherapy HCPCS
codes in the future. The commenter did
not favor this idea because of the
variability in number and type of
brachytherapy devices used to treat a
single disease. Additionally, it would
create an overly complex coding system.

Response: We thank the commenter
and are continuing to review this issue.

Comment: Several commenters were
concerned about the proposed payment
reduction for APC 313 (High Dose
Afterloading Brachytherapy). The

commenters stated that hospitals were
coding incorrectly for these services
because many claims did not use C
codes for the sources or catheters.
Therefore, our data did not reflect actual
hospital costs. The commenters
recommended that we increase the
payment rate, use only claims that were
correctly coded, or continue to pay
separately for the sources.

Response: As described elsewhere in
this rule, we have taken steps to
mitigate the severe payment decreases
that were proposed for several APCs
including APC 313. Therefore the final
payment rate for APC 313 will be higher
than the proposed payment rate. We
will continue to review the issues raised
by the commenters. It is unclear how we
should address the issue of coding for
APC 313 because high dose
brachytherapy sources are reusable
whose costs must be amortized per use
over a 90 day period. Furthermore,
hospitals have been using these sources
for many years; therefore, we would
expect their charges would reflect this
amortized cost even in the absence of
using a C code. Additionally, it is likely
we over estimated device costs for this
APC because of the methodology we
used for folding in device costs insetting
2002 payment rates. Lastly, we are
unable to continue pass-through
payments for devices used in APC 313
and do not think it is appropriate to pay
separately for high dose brachytherapy
sources for the reasons discussed.

Comment: Several commenters were
concerned about the “N” status
indicator assigned to Yttrium-90
brachytherapy sources. They stated that
it is an implantable seed used in treating
liver cancer. They also claimed that its
median cost was much higher than the
cost reflected in our claims data.

Response: We will place Yttrium-90
in an APC. Assigning status indicator
“N” was an error. We will use our
claims data to set the payment rate. We
will continue to review our claims data
and external data sources as we update
the payment rate in 2004.

Comment: Several commenters
suggested that we create HCPCS codes
and APCs for high dose implantable
brachytherapy sources. They explained
that sources such as iodine-125 and
palladium-103 may be “high” intensity
or ‘low” intensity (that is, emit different
amounts of radiation) and that our
payment for these sources account for
the cost variation associated with
sources of different intensities. Another
commenter requested that we create
three levels of APCs for brachytherapy
needles and catheters to account for cost
variation of those devices. Lastly,
another commenter suggested we create
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three APCs to reflect levels of seed
utilization (for example, simple for less
than 85 seeds, intermediate for 85—99
seeds and complex for more than 100
seeds).

Response: We disagree. Our median
cost data should reflect the cost
variation among seeds of different
intensity. For example if low intensity
seeds cost $40 and are used 80 percent
of the time, and high intensity seeds
cost $50 and are used 20 percent of the
time, then our cost data should reflect
a cost of $42 per seed. Insofar as no
hospital specializes in administering
high intensity seeds, on average,
hospitals should be paid appropriately
for both types of seeds. Furthermore it
would be administratively burdensome
and make accurate coding very difficult,
if we created APCs for every variation
in seeds. We believe devices other than
seeds should be packaged into
procedure APCs, as we have done with
all other devices. Because we pay for
sources on a ‘“‘per seed” basis there is no
reason to create APCs for simple,
intermediate, and complex seed
utilization.

Comment: One commenter requested
that we set up a system to account for
the variability in use of brachytherapy
devices. Another commenter said that
brachytherapy codes were not well
understood so all supplies and sources
should be paid separately.

Response: We disagree and are
finalizing our proposal to package all
devices except for seeds in cases of non-
prostate cancer brachytherapy. Doing
what the commenters requested would
create an extremely burdensome system
with no discernable benefit.

Comment: Many commenters
disagreed with our proposal to create a
G code describing prostate
brachytherapy with packaged
implantable sources, needles, and
catheters. They cited the following as
reasons:

* The high variability in the number
of sources used per treatment.

» The difference in cost between
iodine and palladium seeds.

» Packaging of seeds violates the two
times rule.

» Some hospitals specialize in
complex cases requiring high numbers
of seeds and would always be
underpaid.

* A single payment rate would
provide incentives to use cheaper
(iodine) seeds when more expensive
seeds (palladium) were clinically
appropriate.

* A single payment rate would
provide an incentive to use fewer,
higher activity seeds even if use of more

lower activity seeds was clinically
appropriate.

* Underpayment for prostate
brachytherapy will create an incentive
to use more invasive, riskier, and costly
treatments for prostate cancer.

» The proposed payment rate is too
low as a result of using improperly
coded claims.

» Creating a new G code is
administratively burdensome.

Most commenters recommended that
we continue to pay separately for
brachytherapy sources used for prostate
cancer, as we proposed to do for other
forms of cancer. Some commenters
requested that we withdraw our
proposal for the G code describing
brachytherapy and continue to
recognize CPT codes 55859 and 77778
while other commenters agreed with our
proposal to create the G code with
packaged needles and catheters but
asked that we not package
brachytherapy sources into it. Some
commenters requested that, if we
finalize our G code, that it be paid as
least as much as combined payment rate
for the APCs containing CPT codes
55859 and 77778.

A few commenters agreed with our
proposed G code approach but asked
that we create 2 G codes, one for
prostate brachytherapy using iodine
seeds and another for prostate
brachytherapy using palladium seeds.
They also suggested that if CMS
finalizes one or more G codes, coding
edits should be developed to ensure
proper coding of these procedures.

Response: We thank all the
commenters. After review of all the
comments we have decided to create 2
G codes describing prostate
brachytherapy. G0256, Prostate
brachytherapy using permanently
implanted palladium seeds, including
transperitoneal placement of needles or
catheters into the prostate, cystoscopy
and application of permanent interstitial
radiation source, and G0261, Prostate
brachytherapy using permanently
implanted iodine seeds, including
transperitoneal placement of needles or
catheters into the prostate, cystoscopy
and application of permanent interstitial
radiation source. These codes package
the costs of needles, catheters, and
sources. In developing payment rates for
these codes we used only correctly
coded claims. For example, for G0256
we used only claims that included CPT
codes 55859, 77778, and a C code for
palladium sources. We did not use any
claims where there was no C code for
a brachytherapy source or a claim where
there were C codes for more than one
source (for example, palladium and
iodine sources). Analysis of the claims

we used in setting payment rates
revealed that the median number of
seeds packaged into both codes is 85.
We believe that the median costs of
these codes reflect the resources
required to perform these procedures.

We believe that implementation of
these G codes should address the
clinical concerns of the commenters. We
do not believe these codes will create an
incentive to use one type of source
rather than another. Additionally,
because of the number of seeds
packaged we do not believe there will
be an incentive to use fewer seeds
inappropriately. Furthermore, we
believe the number of packaged seeds
addresses the concerns about seed
variability as we are not aware of
facilities that specialize in using more
palladium or iodine than are packaged
in these codes. Finally, we do not have
evidence that implementation of these G
codes and their payment rates will
create an incentive to treat prostate
cancer with more invasive, more costly
treatments.

For non-clinical concerns, we think
that implementation of the G codes will
actually decrease administrative burden
as it will now be easier for hospitals to
properly code for prostate
brachytherapy procedures, and we
believe that the methodology we used to
develop median costs addresses the
concerns about underpayment.

When performing prostate
brachytherapy hospitals should use
G0256 and G0261 and should not report
CPT codes 55859 and 77778.
Furthermore hospitals should not report
the APCs for iodine and palladium
brachytherapy sources. CMS will create
edits to prevent billing of these items
and services with prostate
brachytherapy. However, other services
provided during the provision of
prostate brachytherapy such as
intraoperative ultrasound, dosimetry,
etc., are separately payable and should
be reported on the claim if performed.

F. Payment for Transitional Pass-
Through Drugs and Biologicals for
Calendar Year 2003

As discussed in the November 13,
2000 interim final rule (65 FR 67809)
and the November 30, 2001 final rule
(66 FR 59895), we update the payment
rates for pass-through drugs on an
annual basis. Therefore, as we have
done for prior updates, we proposed to
update the APC rates for drugs that are
eligible for pass-through payments in
2003 using the most recent version of
the Red Book, the July 2002 version in
this case. The updated rates effective
January 1, 2003 would remain in effect
until we implement the next annual
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update in 2004, when we would again
update the AWPs for any pass-through
drugs based on the latest quarterly
version of the Red Book. This retains the
update of pass-through drug prices on
the same calendar year schedule as the
other annual OPPS updates.

As described in our final rule of
November 30, 2001 (66 FR 59894), in
order to establish the applicable
beneficiary copayment amount and the
pass-through payment amount, we must
determine the cost of the pass-through
eligible drug or biological that would
have been included in the payment rate
for its associated APC had the drug or
biological been packaged. We used
hospital acquisition costs as a proxy for
the amount that would have been
packaged, based on data from an
external survey of hospital drug costs
(see the April 7, 2000 final rule (65 FR
18481)). That survey concluded that—

* For drugs available through only
one source drugs, the ratio of
acquisition cost to AWP equals 0.68;

» For multisource drugs, the ratio of
acquisition cost to AWP equals 0.61;

* For drugs with generic competitors,
the ratio is 0.43.

As we stated in our final rule of
November 30, 2001 (66 FR 59896), we
considered the use of the study-derived
ratios of drug costs to AWP to be an
interim measure until we could obtain
data on hospital costs from claims. We
stated that we anticipated having this
data to use in setting payment rates for
2003.

As described elsewhere in this
preamble, we used 2001 claims data to
calculate a median cost per unit of drug
for each drug for which we are currently
paying separately. We compared the
median per unit cost of each drug to the
AWP to determine a ratio of acquisition
cost to AWP. Using the total units billed
for each drug, we then calculated a
weighted average for each of the above
three categories of drugs. These
calculations resulted in the following
weighted average ratios:

» For sole-source drugs, the ratio of
cost to AWP equals 71.0 percent.

» For multisource drugs, the ratio of
cost to AWP equals 68.0 percent.

» For drugs with generic competitors,
the ratio of cost to AWP equals 46.0
percent.

We proposed to use these percentages
for determining the applicable
beneficiary copayment amount and the
pass-through payment amount for most
drugs eligible for pass-through payment
in 2003. However some drugs may fall
into two other classes. The first class
includes a drug that is new and for
which no cost is yet included in an
associated APC. For such a drug,

because there is no cost for the drug yet
included in an associated APC, the pass-
through amount will be 95 percent of
the AWP and there would be no
copayment. The second class includes a
drug that is new and is a substitute for
only one drug that is recognized in the
OPPS through an unpackaged APC. For
drugs in this second class, the pass-
through amount would be the difference
between 95 percent of the AWP for the
pass-through drug and the payment rate
for the comparable dose of the
associated drug’s APC. The copayment
would be based on the payment rate of
its associated APC. We believe that
using this methodology will yield a
more accurate payment rate.

We have received questions for our
definition of multisource drugs. In
determining whether a drug is available
from multiple sources, we consider
repackagers to be among the sources.
This is consistent with the findings of
the survey cited above which indicated
a lower ratio of acquisition cost to AWP
from multiple sources including
repackagers.

We note that determining that a drug
is eligible for a pass-through payment or
assigning a status indicator “K” to a
drug or biological (indicating that the
drugs or biologicals is paid based on a
separate APC rate) indicates only the
method by which the drug or biological
is paid if it is covered by the Medicare
program. It does not represent a
determination that the drug is covered
by the Medicare program. For example,
Medicare contractors must determine
whether the drug or biological is: (1)
Reasonable and necessary to treat the
beneficiary’s conditions; and (2)
excluded from payment because it is
usually self-administered by the patient.

We received several comments on this
proposal, which are summarized below.

Comment: A commenter stated that
the payments for pass-through drugs
were too generous compared to those for
the devices.

Response: We calculated payments for
pass-through drugs and devices in
accordance with the statute in sections
1833(t)(6)(D)(i) and (ii) of the Act.

Comment: Numerous commenters
were concerned with the time required
to incorporate new drugs and
biologicals into the APC system. Some
commenters indicated that we
frequently depart from our own
timeframe of 4 to 7 months from the
date of submission of an application to
the potential effective data for pass-
through status. Thus, they urged us to
follow one of the following
recommendations: Expedite the
processing of pass-through applications
and the creation of C codes; develop C

codes for products pending FDA
approval, or permit retroactive dates for
new codes to allow for retroactive
reimbursement for hospitals. Another
commenter suggested that we create a
centralized on-line listing of all current
pass-through drugs, biologicals, and
devices along with all of the new
applications under review.

Response: We understand the
commenters’ concerns, and we would
like to clarify the operation of our
quarterly deadlines. We establish
deadlines for submission of transitional
pass-through applications that are 4
months in advance of the next quarterly
update to the claims-payment system in
order to accommodate time for review
and decision and for revisions to the
claims-payment systems. Thus an
applicant submitting by the deadline
can be assured we will consider the
application for possible inclusion in the
next quarterly update. However, we
cannot guarantee that we will be able to
make a decision regarding the
application within that period of time.
Incomplete applications or the need to
answer technical questions that arise
during review may extend the period of
review.

We have instructed hospitals through
our fiscal intermediaries that hospitals
may bill for new drugs following FDA
approval using an unspecified HCPCS
code until a permanent HCPCS is
established for the drug and/or we have
approved pass-through payment for the
drug. Payment for a new drug, if
determined by the fiscal intermediary to
be a covered drug, would be packaged.
However inclusion of the drug charges
for the procedure will be considered in
determining outlier payments and will
be used in future rate setting for the
procedure and/or the drug once its pass-
through status expires. Hospitals should
note that we have lowered the threshold
for outlier payments for 2003, and this
new threshold requirement is described
in section IX of the preamble.

We intend to minimize the delays in
the review process as much as possible
so that we can facilitate access to new
products and services for our
beneficiaries, which is why we review
new pass-through applications on a
quarterly basis. We disagree with the
commenters who suggested that we
allow retroactive reimbursement for
hospitals to the date of FDA approval.
Moving to such a policy would greatly
increase the burden on our and
hospitals’ computer systems in
programming, testing, and
implementing updates to the payment
system. We do not provide for
retroactive changes in reimbursement
because this is a prospectively
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determined payment system and
because retroactive payment rate
changes are administratively
burdensome and confusing for
beneficiaries and providers.

We appreciate tﬁe suggestion to create
an on-line listing of all transitional pass-
through items and applications that are
under review, and will consider it for
the future.

Comment: Several national trade
associations and drug companies were
concerned with our proposal to consider
drugs and biologicals that were subject
to repackaging as multisource drugs.
They indicated that repackagers do not
manufacture the products; instead, they
purchase the products from the
manufacturers, package them
differently, and then sell the products.
The manufacturer of the product
continues to be the sole source of the
product; therefore, we should regard
repackaged products as sole source
drugs. Also, they recommended that we
utilize the “Orange Book” to determine
whether a drug should considered
single source, multisource, or generic
for OPPS purposes.

Response: We acknowledge that we
treat certain drugs that have only one
manufacturer as a multisource drug. Our
rationale behind regarding a repackaged
drug as a multisource product is that,
even though there may be only one
manufacturer of a repackaged drug,
there is more than one party selling the
repackaged drug in the market.
Therefore, a repackager may charge a
different price to hospitals for the same
product sold by its manufacturer. Our
intention in the payment system is to
account for the economic relationship
between market prices for repackagers,
multisource drugs, and sole source
drugs. From our analysis, we judged the
drugs sold by repackagers to be similar
to drugs available from more than one
manufacturer in terms of price
differentials and estimated hospital
acquisition costs. We also note that if
we were to recategorize these drugs as
single source, we would have to
recalculate the average values for
acquisition costs for the three categories
of drugs.

Comment: Several commenters
suggested that we use the October 2002
Red Book information to set the final
pass-through payment rates for 2003.
Also, the commenters urged us to
update the pass-through payment rates
quarterly since there will be
significantly fewer pass-through drugs
in 2003.

Response: Upon considering the
commenters’ suggestions in using the
October 2002 Red Book to set the pass-
through payment rates for drugs and

biologicals, we decided to continue
using the July 2002 Red Book as we
proposed since it is most consistent
with our publication schedule. In the
future, for all of our final rules that must
be published by November, we will
continue to use the July edition of the
Red Book for that year.

We carefully considered the proposal
to update the pass-through payments on
a quarterly basis and decided to
continue with only annual updates of
the rates. From previous experience, we
know that doing a quarterly update of
the prices for all the pass-through drugs
and biologicals would be burdensome
on our contractors and disruptive to
both our computer systems and pricing
software. Although we make other
updates on a quarterly basis, we do not
include revision of rates in these
updates unless an error was made in the
calculation of the rate. We see no
compelling reason to update the
transitional pass-through drug prices
under the OPPS more frequently than
the other payment rates in the
outpatient system.

Comment: Several commenters
indicated that in the proposed rule we
appeared intent on estimating pass-
through expenditures that will exceed
the statutory cap and trigger a pro-rata
reduction of pass-through payments in
2003.

Response: Frankly, we find it
puzzling that commenters would
believe we would manipulate the
estimates of pass-through spending with
the intention of ensuring that a pro-rata
reduction would be imposed. Our
estimate of transitional pass-through
spending indicates that no pro-rata
reduction will be necessary in 2003.

Comment: A commenter urged us to
develop a process for acknowledgement
and payment adjustment when it is
determined that the rates published in
the Red Book are incorrect.

Response: As stated elsewhere in this
final rule, we update payment rates for
pass-through drugs and biologicals only
on an annual basis using the
information published in the July
edition of the Red Book. We rely on
information supplied by manufacturers
to the Red Book to be accurate.

V. Criteria for New Device Categories
As Implemented in the November 2,
2001 Interim Final Rule With Comment

The Medicare, Medicaid, and SCHIP
Balanced Budget Refinement Act of
1999 (BBRA), Public Law 106-113,
amended section 1833(t) of the Act to
make major changes that affected the
new PPS for hospital outpatient
services. Section 1833(t)(6) of the Act,
which was added by section 201(b) of

the BBRA, provided for temporary
additional payments, referred to as
“transitional pass-through payments,”
for certain drugs, biologicals, and
devices. Section 1833(t)(b) of the Act
provided for payment of new medical
devices, as well as new drugs and
biologicals, in instances in which the
item was not being paid as a hospital
outpatient service as of December 31,
1996, and when the cost of the item is
“not insignificant” in relation to the
OPPS payment amount. Section 402 of
BIPA, which amends section 1833(t)(6)
of the Act, requires us to use categories
in determining the eligibility of devices
for transitional pass-through payments
effective April 1, 2001. Section
1833(t)(6)(B)(ii)(IV) of the Act, as added
by section 402(a) of BIPA, requires us to
establish a new category for a medical
device when—

» The cost of the device is not
insignificant in relation to the OPPS
payment amount;

» No existing or previously existing
device category is appropriate for the
device; and

» Payment was not being made for the
device as an outpatient hospital service
as of December 31, 1996. However,
section 1833(t)(6)(B)(iv) of the Act, also
added by section 402(a) of BIPA,
provides that a medical device shall be
treated as meeting the first and third
requirements if either—

* The device is described by one of
the initial categories established and in
effect or

* The device is described by one of
the additional categories we established
and in effect, and—

—An application under section 515 of
the Federal Food, Drug, and Cosmetic
Act has been approved; or

—The device has been cleared for
market under section 510(k) of the
Federal Food, Drug, and Cosmetic
Act; or

—The device is exempt from the
requirements of section 510(k) of the
Federal Food, Drug, and Cosmetic Act
under section 510(1) or section 510(m)
of that Act.

Thus, otherwise covered devices that
are described by a currently existing
category may be eligible for transitional
pass-through payments even if they
were paid as part of an outpatient
service as of December 31, 1996. At the
same time, no categories will be created
on the basis of devices that were paid
on or before December 31, 1996.
Section 1833(t)(6)(B)(i)(I) of the Act,
as amended by BIPA, required us to
establish, by April 1, 2001, an initial set
of categories based on device by type in
such a way that specific devices eligible
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for transitional pass-through payments
under sections 1833(t)(A)(ii) and (iv) of
the Act as of January 1, 2001 would be
included in a category. We developed
this initial set of categories in
consultation with groups representing
hospitals, manufacturers of medical
devices, and other affected parties, as
required by section 1833(t)(6)(B)(i)(II) of
the Act. We issued the list of initial
categories on March 22, 2001, in
Program Memorandum (PM) No. A-01-
41. Subsequently, an additional two
categories and clarifications of some of
the categories’ long descriptors were
made. The latest PM that lists all the
existing device categories (including
three additional categories that became
effective July 1, 2002) is Transmittal No.
A-02-050, issued June 17, 2002, which
can be accessed on our Web site,
http://cms.hhs.gov.

Section 1833(t)(6)(B)(ii)(III) of the Act,
as amended by BIPA, requires us to
establish criteria by July 1, 2001 that
will be used to create additional
categories. Section 1833(t)(6)(B)(ii)(I) of
the Act requires that no medical device
is described by more than one category.
In addition, the criteria must include a
test of whether the average cost of
devices that would be included in a
category is “‘not insignificant” in
relation to the APC payment amount for
the associated service.

On November 2, 2001, we set forth in
an interim final rule (66 FR 55850) the
criteria for establishing new (that is,
additional) categories of medical
devices eligible for transitional pass-
through payments under the OPPS as
required by section 1833(t)(6)(B)(ii) of
the Act. We received five comments
regarding our criteria published in the
November 2, 2001 interim final rule
with comment period. We summarize
and respond to these comments below.

A. Criteria for Eligibility for Pass-
Through Payment of a Medical Device

As noted above, in our April 7, 2000
final rule with comment period (65 FR
18480), we defined new or innovative
devices using eight criteria, three of
which were revised in our August 3,
2000 interim final rule with comment
period (65 FR 47673 through 47674).
These criteria were set forth in
regulations at §419.43(e)(4). For the
most part, these criteria remained
applicable when defining a new
category for devices. That is, devices to
be included in a category must meet all
previously established applicable
criteria for a device eligible for
transitional pass-through payments. The
definition of an eligible device,
however, needed to change to conform
to the requirements of the amended

section 1833(t)(6)(B)(ii) of the Act, that
is, the requirement to establish
additional categories, which we
accomplished in our November 2, 2001
interim final rule.

In addition, we clarified our criterion
that states that a device must be
approved or cleared by the FDA. The
approval or clearance criterion applies
only if FDA approval or clearance is
required for the device as specified at
new §419.66(b)(1). For example, a
device that has received an FDA
investigational device exemption (IDE)
and has been classified as a Category B
device by the FDA in accordance with
§405.203 through §405.207 and
§405.211 through §405.215 is exempt
from this requirement. A device that has
received an FDA IDE and is classified by
the FDA as a Category B device is
eligible for a transitional pass-through
payment if all other requirements are
met.

B. Criteria for Establishing Additional
Device Categories

As described above, in determining
the criteria for establishing additional
categories, section 1833(t)(6)(B)(ii) of the
Act mandates that new categories must
be established for devices that were not
being paid for as an outpatient hospital
service as of December 31, 1996, and for
which no category in effect (or
previously in effect) is appropriate in
such a way that no device is described
by more than one category and the
average cost of devices to be included in
a category is not insignificant in relation
to the APC payment amount for the
associated service. Based on these
requirements, we announced in the
November 2, 2001 interim final rule that
we will use the following criteria to
establish a category of devices:

* Substantial clinical improvement.
The category describes devices that
demonstrate a substantial improvement
in medical benefits for Medicare
beneficiaries compared to the benefits
obtained by devices in previously
established (that is, existing or
previously existing) categories or other
available treatments, as described in
regulations at new §419.66(c)(1).

We stated our belief that this criterion
ensures that no existing or previously
existing category contains devices that
are substantially similar to the devices
to be included in the new category. This
criterion is consistent with the statutory
mandate that no device is described by
more than one category.

In addition, we said that this criterion
limits the number of new categories,
and consequently transitional pass-
through payments, to those categories
containing devices that offer the

prospect of substantial clinical
improvement in the care of Medicare
beneficiaries. Section 1833(t)(6)(E)(iii) of
the Act, requires that, if the Secretary
estimates before the beginning of the
year that the total estimated amount of
pass-through payments would exceed a
specified percentage of total program
payments (2.5 percent before 2004 and
no more than 2 percent thereafter), we
must uniformly reduce (prospectively)
each pass-through payment in that year
by an amount adequate to ensure that
the limit is not exceeded.

We established this criterion because
it is important for hospitals to receive
pass-through payments for devices that
offer substantial clinical improvement
in the treatment of Medicare
beneficiaries to facilitate access by
beneficiaries to the advantages of the
new technology. Conversely, the need
for additional payments for devices that
offer little or no clinical improvement
over a previously existing device is less
apparent. These devices can still be
used by hospitals, and hospitals will be
paid for them through the appropriate
APC payment. To the extent these
devices are used, the hospitals’ charges
for the associated procedures will reflect
their use. We will use data on hospital
charges to update the APC payment
rates as part of the annual update cycle.
Thus, the payment process will provide
an avenue to reflect appropriate
payments for devices that are not
substantial improvements.

We are currently evaluating requests
for a new category of devices against the
following criteria in order to determine
if it meets the substantial clinical
improvement requirement:

* The device offers a treatment option
for a patient population unresponsive
to, or ineligible for, currently available
treatments.

» The device offers the ability to
diagnose a medical condition in a
patient population where that medical
condition is currently undetectable or
offers the ability to diagnose a medical
condition earlier in a patient population
than allowed by currently available
methods. There must also be evidence
that use of the device to make a
diagnosis affects the management of the
patient.

» Use of the device significantly
improves clinical outcomes for a patient
population as compared to currently
available treatments. Some examples of
outcomes that are frequently evaluated
in studies of medical devices are the
following:

—Reduced mortality rate with use of the
device.

—Reduced rate of device-related
complications.
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—Decreased rate of subsequent
diagnostic or therapeutic
interventions (for example, due to
reduced rate of recurrence of the
disease process).

—Decreased number of future
hospitalizations or physician visits.

—More rapid beneficial resolution of
the disease process treated because of
the use of the device.

—Decreased pain, bleeding, or other
quantifiable symptom.

—Reduced recovery time.

As part of the application process
(described in section V.B.1 of this final
rule), we require the requesting party to
submit evidence that the category of
devices meets one or more of these
criteria. We noted that the requirements
set forth above will be used only for
determining whether a device is eligible
for a new category under section
1833(t)(6)(B) of the Act, which
authorizes transitional pass-through
payments for categories of devices.
These criteria are not intended for use
in making coverage decisions under
section 1862(a)(1)(A) of the Act. We
noted that adoption of these criteria is
consistent with the recommendation of
the Medicare Payment Advisory
Commission, in its March 2001 Report
to Congress, that pass-through payments
for specific technologies be made only
when a technology is new or
substantially improved.

We stated that we determine which
devices represent a substantial clinical
improvement over existing devices by
using a panel of Federal clinical and
other experts, supplemented if
appropriate by individual consultation
with outside experts. These decisions
are, in general, based on information
submitted by the requester about the
clinical benefit of the devices as
described in the above criteria,
including, where available, evidence
from clinical trials or other clinical
investigations. A panel of clinical
experts from CMS has thus far made all
of our decisions on eligibility for an
additional device category.

As indicated in the November 2, 2001
interim final rule, we believe that
almost all substantial clinical
improvements in technology that are
appropriately paid for under the
transitional pass-through provisions
result in measurable improvements in
care from the perspective of the
beneficiary. Nevertheless, there may be
some improvements in the medical
technology itself that are so significant
that we may wish to recognize them for
separate payment (as opposed to
packaged payments) even though they
do not directly result in substantial

clinical improvements. For example,
improvements in such factors as the
strength of materials, increased battery
life, miniaturization, might so improve
convenience, durability, ease of
operation, etc., that such an
improvement in medical technology
might be considered as a separate factor
from ““substantial clinical
improvement” in beneficiary care.

We invited public comment on this
issue and particularly asked for
examples of medical technologies for
which pass-through payments might be
appropriate even though they would not
also pass a test based on substantial
improvement in beneficiary outcomes.
Although we received a number of
comments on this criterion, only one
attempted to provide an example of new
medical technology that might not also
pass a test based on substantial
improvement in beneficiary outcomes.
This example is described in our
summary of comments and responses
below.

As we noted in the November 2, 2001
interim final rule, we will continue to
evaluate these criteria as we gain
experience in applying them, and we
will consider revisions and refinements
to them over time as appropriate.

Comment: Most commenters
expressed concerns regarding our
criterion that new device categories
demonstrate substantial clinical
improvement to be eligible for pass-
through payment. Device manufacturers
and representatives felt that evidence of
clinical outcomes should not be part of
the device category evaluation and
eligibility process. Some maintained
that we already have standards for
determining clinical benefit as part of
the Medicare coverage process and we
should not have such requirements in
payment determination. One commenter
claimed that we would be unable to
determine substantial clinical
improvement for pass-through
categories separately from national
coverage decisions, since we will be
reviewing the same types of evidence
for both processes. This commenter held
that a payment policy decision using
clinical improvement criteria is a de
facto coverage decision that our
Coverage Analysis Group and carriers
would feel compelled to go along with.

One device manufacturer was
concerned that any employment of
inappropriate evidentiary standards in
evaluating improvement in diagnosis or
treatment when applying this criterion
could be a barrier to pass-through
payment for some new technologies.

Yet, some manufacturers agree that
pass-through payment should be limited
to technologies that represent significant

advancements in providing beneficial
new therapy options. A number of
commenters felt we should take into
account improvements in devices’
technology per se, for example, material,
power source, size, etc., and not limit
our criterion of improvement to clinical
improvement. Some commenters held
that only technological aspects of new
medical devices should be analyzed to
determine whether there are
advancements over existing pass-
through devices to determine whether a
device should be considered for an
additional category. A manufacturer
stated that if we feel that a criterion
based on clinical benefits is needed, we
should employ a “substantially
different” criterion to determine
eligibility for a new category. Under this
suggestion, any difference in therapeutic
effect, indication, surgical approach,
safety or side effects, mechanics or
function that offers a “new beneficial
therapeutic alternative” would be
considered “substantial.”

One manufacturer also stated that a
“substantial clinical improvement”
criterion may be unnecessary, because
we already have a criterion that
addresses costs that are ‘“not
insignificant.”

Response: Although the information
required for pass-through category
applications is similar for coverage
determinations, the information is used
differently. The purpose of the
“reasonable and necessary”’ condition in
evaluating coverage is different than the
OPPS purpose of determining
appropriate pass-through payment for
new technology items. We are not
attempting to determine coverage under
the OPPS, only whether a payment
under the pass-through mechanism is
warranted. We adopted the “substantial
clinical improvement” criterion to help
us identify those devices that are not
adequately described by any previously
established device categories.

Those who argue that we should
employ a “substantially different” or a
“clinical benefit” criterion rather than
the “substantial clinical improvement”
do not answer the question as to how
different a new technology should be to
be considered eligible for a new device
category. It seems to us that many of the
differences listed in the suggestion to
base a criterion on “‘substantial
differences’ noted above may not reflect
qualitatively meaningful differences and
such devices could be adequately
described by the existing or previously
existing categories. If a new device
technology were adequately described
by a category of devices in terms of its
clinical application and benefits, then
an additional category would not seem
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warranted. Still, as we have stated in the
November 2, 2001 interim final rule and
again above, there may be some
improvements in the medical
technology itself that are so significant
that we may wish to recognize them for
separate payment even though they do
not directly result in substantial clinical
improvements. We will continue to
allow the flexibility in our evaluation
process to consider such items for new
categories.

We believe it is harder to make a
determination of substantial difference
than it is to make a determination as to
substantial clinical benefit.
Furthermore, we believe that, in general,
transitional pass through payments
should be made only for technologies
that benefit beneficiaries beyond the
technologies currently available.”

We believe it is harder to make a
determination of substantial difference
than it is to make a determination as to
substantial clinical benefit.
Furthermore, we believe that, in general,
transitional pass-through payments
should be made only for technologies
that benefit beneficiaries beyond the
technologies currently available.

The notion that a “substantial clinical
improvement” criterion may be
unnecessary, because we already have a
criterion that addresses ‘“not
insignificant cost,” is misplaced. The
cost of the new technology may or may
not directly address a nominated
device’s clinical benefits. Payment for a
costly device may be related to a
number of factors, such as Medicare
payment policy for a technology or the
cost of raw materials or manufacturing
process, irrespective of substantial
clinical improvement. We established
the clinical improvement criterion in
addition to the cost significance
criterion mandated under statute
because one cannot accurately infer that
a high relative cost is indicative that a
device cannot be described by an
existing or previous category of devices.
Nor can we automatically infer that a
substantially clinically improved device
necessarily bears significantly higher
cost than what we are currently paying
for pass-through devices and procedural
payments through the APC payment
rates. Therefore, both criteria are
needed.

Comment: In the November 2, 2001
interim final rule, we invited public
comment on the issue of substantial
improvement, saying we would be
interested in examples of medical
technologies for which pass-through
payments might be appropriate even
though they would not pass a test based
on substantial improvement in clinical
outcomes. Several commenters pointed

to differences in brachytherapy devices
as examples. These commenters said
that differences in devices should be
reflected by establishing separate device
categories by: different chemical
substances/radioisotope, therapeutic
radiation activity levels, implantation
arrays of brachytherapy devices, and
mechanisms of injecting brachytherapy
devices that improve safety and
function.

Response: We have reviewed many
applications for brachytherapy devices
and believe that there is a congruence
between new technologies that might be
eligible for transitional pass-through
payments in the absence of producing
substantial clinical benefit and new
technologies that do produce substantial
clinical benefit.

Comment: Commenters requested that
we clarify the process that is employed
by Federal and external experts to
evaluate substantial clinical
improvement on the part of nominated
devices. One commenter expressed
concern that a Federal panel of experts
may slow down decision-making and
suggested a flexible process in
reviewing category applications. The
commenter suggested that we rely on
our internal clinical staff to make
decisions not requiring outside
assistance. The commenter also
suggested that our review process
should be open and allow the
manufacturer the opportunity to present
information to the panel. The list of
panelists, agendas, proceedings and
decisions should be made public.

Response: Our panel consists of CMS
clinical experts. We consult with
outside experts as appropriate. We
believe that this process results in
making appropriate, timely decisions
while allowing for maximum flexibility.
Public meetings would inevitably slow
the process. We give ample opportunity
for manufacturers to provide
information, and we frequently meet
with manufacturers to discuss their
applications.

Comment: One commenter felt that
the language of the statute does not
support our criterion that devices show
evidence of substantial clinical
improvement in order to be considered
for an additional category. The
commenter stated that the statutory
standard that no medical device be
described by more than one category
does not support the substantial clinical
improvement criterion.

Response: The statute explicitly
requires us to establish criteria that will
be used for creation of additional
categories. (Section 1833(t)(6)(B)(ii)(I) of
the Act) This statutory requirement
permits the criteria that we have

established, including demonstration of
substantial clinical improvement.

We are continuing to review the issue
of technological change that is not
associated with substantial clinical
benefit to beneficiaries. We will
continue to review applications for such
devices on a case by case basis and work
with applicants to understand exactly
what technological changes were made
to a device that would make the device
eligible for transitional pass through
payments. We solicit further examples
of such devices so that, in the future, we
may establish a more definite criterion
for when such changes make a device
eligible for transitional pass through
payments.

Comment: Associations representing
manufacturers stated that our assertion
in the preamble of the November 2,
2001 interim final rule that says
MedPAC’s recommendation that pass-
through payments for specific
technologies be made only when a
technology is new or substantially
improved is a misinterpretation. The
commenters asserted that MedPAC
considers the concepts of improvements
in devices themselves and substantial
improvement to be separate, and that
either of the two should be required for
a criterion related to device
improvement for pass-through
eligibility.

Response: While we continue to
believe that, in general, new
technologies without a demonstrated
substantial clinical benefit to
beneficiaries should not receive
transitional pass-through payments, we
do review nominated devices for
technological changes that are not
associated with substantial clinical
benefit to beneficiaries.

Comment: An association
representing device manufacturers
stated that our substantial clinical
improvement criterion would
significantly increase the time between
FDA approval to market the device and
recognition of the device for pass-
through payment. The commenter
claimed that this is counter to an
objective of the pass-through payment
mechanism as a means to promote rapid
payment in the OPPS for new
technology. This commenter, therefore,
recommended replacing the criterion to
demonstrate substantial clinical
improvement with a requirement to
demonstrate ‘“potential improvement.”

Similarly, another manufacturers’
association asserted that clinical
outcomes information should not be
required for eligibility for a new pass-
through category. This commenter
suggested that our rules should request
information that is appropriate and
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relevant for the product and related
procedures, which should include
information other than published
clinical trials.

Response: We are making every effort
to minimize the time lag between FDA
approval and establishment of a device
category. We believe that we have
succeeded in making timely decisions
in this regard.

We will consider other information in
addition to clinical outcomes that is
available when clinical trial data are not
yet available.

We do not know how one can
demonstrate “potential”’ clinical
improvement. “Potential”’ refers to the
anticipated or possible capability, belief,
or expectation for clinical improvement,
without the evidentiary demonstration

et.
Y We do not believe potential
improvement is an appropriate
criterion. First, it would be difficult to
prove; second, we would be in the
position of potentially making extra
payments for technologies that actually
harmed beneficiaries. Thus using
“potential” clinical improvement would
assure that all new devices would meet
such a criteria if the manufacturer
asserted that the device in question
offers a “‘potential” clinical
improvement.”

Comment: Some commenters
expressed concern with our rule that
devices that are described by an existing
category are not eligible for new
categories. Some call for flexibility in
applying this criterion, claiming that
some of our category descriptors are too
broad and confusing. One manufacturer
was particularly concerned that newer
technology pacemakers, internal
cardioverter-defibrillators (ICDs), and
pacemaker and ICD leads would be
precluded from achieving new
categories because they could be
described by widely defined existing
categories. The commenter stated that
we should revise definitions of existing
categories whenever necessary in order
to accommodate the creation of new
categories. Revising category
descriptions to make them less broadly
worded was one such example
provided, including categories related to
pacemakers, ICDs, and pacemaker and
ICD leads.

Some commenters felt that new
categories would need to be created in
order to track cost of newer devices,
even if they are described by existing
categories. These commenters asserted
that device costs eventually must be
placed into APCs that appropriately
reflect costs for future payment. Some
commenters claimed that investigational
devices that attained pass-through status

have low procedural volumes and
therefore they are underrepresented in
the cost data.

Response: We believe that broadly
defined categories are appropriate. Such
categories are easier for coders to
understand and allow devices to
immediately receive transitional pass-
through payments upon being marketed
(instead of going through an application
process). We have applied this criterion
appropriately. There are devices that
have been deemed eligible for a new
category because the clinical
applications are substantially different
than devices of existing categories.

Some category descriptions have been
modified when it has been brought to
our attention that the descriptor is
unclear. We first revised the descriptors
of device categories in Program
Memorandum A-01-73, effective July 1,
2001, in order to clarify the devices
covered by categories. However, we do
not intend to revise descriptors solely to
allow the creation of new categories. If
a device or class of devices is described
by the categories we initially created,
we will apply the criteria we
implemented to determine whether an
additional category is warranted. If we
determine that an additional category is
needed to adequately describe and pay
for new devices, we will create a
category. If in the course of that
determination, we find that clarification
of an existing or previously existing
category is needed so that only one
category describes the device, as
required by statute, then we will modify
the description of the existing or
previously existing category or
categories, in order to achieve that
clarification.

We are maintaining our criteria to
establish a new category of devices for
pass-through payment.

Cost. We determine that the estimated
cost to hospitals of the devices in a new
category (including any candidate
devices and the other devices that we
believe will be included in the category)
is “not insignificant” relative to the
payment rate for the applicable
procedures. The estimated cost of
devices in a category is considered ‘“‘not
insignificant” if it meets the following
criteria found in regulations at new
§419.66(d):

* The estimated average reasonable
cost of devices in the category exceeds
25 percent of the applicable APC
payment amount for the service
associated with the category of devices.

* The estimated average reasonable
cost of devices in the category exceeds
the cost of the device-related portion of
the APC payment amount for the service

associated with the category of devices
by at least 25 percent.

* The difference between the
estimated average reasonable cost of the
devices in the category and the portion
of the APC payment amount determined
to be associated with the device in the
associated APC exceeds 10 percent of
the total APC payment.

Of these three cost criteria, the latter
two remain unchanged from the existing
thresholds for individual devices
(however, as discussed below, their
effective date was revised). The first
criterion, however, represents a change
in the percentage threshold.

In the April 7, 2000 final rule, we
provided that a device’s expected
reasonable cost must exceed 25 percent
of the applicable APC payment for the
associated service as the criterion for
determining when the cost of a specific
device is “not insignificant” in relation
to the APC payment (65 FR 18480). In
the August 3, 2000 interim final rule, we
lowered the threshold to 10 percent
because we believed the 25 percent
limit was too restrictive based on the
brand specific approach at the time (65
FR 47673; § 419.43(e)(1)(iv)(C)).
However, given our payment experience
in 2001 using the 10 percent threshold,
including our information on the
estimated amount of pass-through
payments in CY 2002, we determined a
higher threshold was warranted. We
believed that setting a higher cost
threshold ensures that new categories
are created only in those instances
where they are most valuable to
beneficiaries and hospitals, given the
overall limits on pass-through
payments. That is, pass-through
payments will be targeted only to those
devices where cost considerations might
be most likely to interfere with patient
access.

We found that once we lowered the
threshold to 10 percent, a very small
minority (less than 10 percent) of
devices that met all other criteria for the
pass-through payment was rejected on
the basis of this criterion. Partly as a
result, the list of devices qualified for
pass-through payments increased to
well over 1,000 devices by the end of
2000. Although the extensive number of
qualified devices allowed hospitals to
receive additional payment for many
devices, we estimated that the overall
pass-through payment amount for
calendar year 2002 would exceed the
2.5 percent cap. Therefore, for that year,
a substantial reduction in the amount of
each pass-through payment, as required
by section 1833(t)(6)(E)(iii) of the Act,
was established. Thus, allowing a large
number of marginally costly devices to
qualify for the pass-through payment
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would reduce the amount of additional
payment a hospital would receive for
any one device. We believe raising the
threshold for this criterion benefits
hospitals by focusing the pass-through
payments on those devices that
represent a substantial loss to the
hospital. We believe this change also
preserves beneficiary access to
especially expensive devices.

In addition, once a category is
established, devices included in the
category are eligible for pass-through
payments regardless of the cost of the
devices. Therefore, we determined that
it is reasonable to set a higher threshold
than 10 percent to establish a new
category. While the cost of most devices
described by a category may equal or
exceed the threshold we use in
establishing a category, the cost of
individual devices could easily fall
below the threshold. Therefore, we
believe that it is reasonable to use a
higher threshold in establishing a
category than in qualifying individual
devices.

Concerning the latter two criteria for
determining that the estimated cost of a
category of devices is not insignificant,
we intended to apply these criteria to
devices for which a pass-through
payment is first made on or after
January 1, 2003, as we provided in the
August 3, 2000 interim final rule (65 FR
47673). We stated that the delay would
allow us sufficient time to gather and
analyze data needed to determine the
current portion of the APC payment
associated with the devices.

Based on the outpatient claims data
we have been using for analysis, we
have been able, in many cases, to use
these criteria as of the November 2, 2001
interim final rule. Although the 1996
data did not provide a level of
information that allowed us to
determine the portion of the APC
payment that was related to the device
(except in a very few cases such as
pacemakers), the later data have
generally provided this level of detail.
Therefore we applied the second and
third cost criteria for the purpose of
determining eligibility of proposed new
categories, as described in regulations at
§419.66(d)(2) and § 419.66(d)(3), as
soon after the implementation of the
November 2, 2001 interim final rule as
we had data to do so rather than on
January 1, 2003. Although in some
instances the lack of specific data
prevented the application of these
criteria, we believed that should not
delay our use of these criteria in those
situations in which the data have been
available.

In order to implement these second
and third criteria for the purpose of

creating new device categories, it is
necessary to obtain the cost of the
device-related portion of the APC
payment amount. For evaluations of
device category applications in 2002, we
used the device-offset amounts
published in our March 1, 2002 final
rule (67 FR 9557 through 9558), which
are used to calculate the subtractions to
device pass-through payments. For
2003, we will use the device-offset
amounts found in Table 11 in this rule
as the device-related portion of the APC
payment needed for cost criteria 2 and
3. The device-offset amounts represent
the device costs that have been folded
into the respective APC payment rates.
In those cases where an application is
received in which the service-related
HCPCS codes for the device is mapped
to no APC that has a device offset
amount, we apply only the first cost
criterion.

Comment: Some commenters wrote
that while we need to limit pass-through
payments for new categories to those
devices that are clearly underpaid
relative to the APC rates, our “not
insignificant” cost tests set the bar too
high. Some held that this is particularly
the case for APCs with high relative
weights and consequent payments, in
which our 25 percent minimum
percentage of the APC as well as the
device offset represent a significant cost
to the hospital in absolute terms.
Commenters proposed alternate
percentage thresholds with specific
dollar caps (for example, 20 percent of
the APC payment or $1,000, whichever
is less).

Response: In the cases of APCs with
high relative weights and payment rates,
such payments already encompass
much of the costs of devices. The
thresholds in dollar terms in those cases
should be set higher to test for cost
significance. We have heard from many
commenters to our August 9, 2002
proposed rule that many device costs
consist of a large percentage of the APC
cost. The ratio method (for example, 25
percent) therefore equitably accounts for
APC payment differences for devices.

We do not see any compelling reason
to adopt the proposed alternate
percentages of the APC amount as the
threshold of using as an alternative to
our current cost significance threshold
of 25 percent for device portions related
to any respective APC. Moreover, the
initial pass-through categories were
based on devices that achieved pass-
through status with a lower 10 percent
threshold.

Comment: Another commenter
claimed that the statutory language
demonstrates the congressional intent
that only the cost of the devices in a

category be compared to the applicable
APC payment. Therefore, only the first
of our three prongs to test cost
significance of a new device should be
used. This commenter claimed that
section 1833(t)(6) of the Act states that
we shall provide pass-through payments
only for categories of devices when ““the
average cost of the category of devices
is not insignificant in relation to the
OPD fee schedule amount * * * .” The
commenter further advocated that our
criteria be amended to reflect that a
proposed category of devices be
required to meet any one of the three
prongs, to give some weight to the
potential benefits of the second and
third prongs.

Response: The statute requires that
the average cost of a new device
category is not insignificant in relation
to the OPD fee schedule amount payable
for the service or group of services
involved. The statute further requires
the Secretary to establish criteria for
creating additional categories, including
criteria for cost significance. Beyond
those requirements, the statute allows
the Secretary the discretion to
determine how to apply the cost
significant criterion.

In developing the specific criteria for
meeting the statutory cost significance
requirement, we established thresholds
which we believe ensure that new
categories are created where they are
most valuable to beneficiaries and
hospitals, given the overall limits on
pass-through payments. Our goal is to
target pass-through payments at those
devices where cost considerations might
be most likely to interfere with patient
access.

To properly target the pass-through
payments at devices that could
represent a substantial loss to the
hospital, it is important to both assess
the incremental cost of performing the
procedure using the new device as well
as to compare the cost of the new device
against the costs of existing devices
already packaged into the APC payment
for the procedure.

The first prong of our three prong
criterion tests only the relationship of
the new device to the cost of the entire
procedure whereas the second and third
prongs test for the relationship to device
costs already incorporated into the
payment rate for the procedure.

Comment: A hospital organization
supported our two major criteria for
establishing an additional device
category for pass-through payment, that
is, that a category of devices must
demonstrate substantial clinical
improvement and have costs that are
“not insignificant” in relation to the
APC payment. In particular, the
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organization supported our decision to
raise the threshold that device costs for
a new category must exceed 25 percent
of the related APC payment, as well as
our re-institution of the two additional
prongs of the not-insignificant cost test.
However, the commenter noted that we
had previously delayed the
implementation of these latter two
prongs of the “not insignificant” cost
criterion until January 1, 2003, so that
we could ensure reliable and accurate
data to make the cost estimates. The
organization would support the
reinstitution of these cost prongs that
establish that costs are not insignificant
only when CMS has sufficiently
accurate and reliable data to make such
estimates. The commenter also believes
that the data and methodology should
be made available to the public for
review.

This organization also felt that the
(then) current number of initial
categories is appropriate. It urged us to
make application information regarding
any proposed new categories public for
comment before final creation of a new
category.

Response: Based on the outpatient
claims data we have been using for
analysis, we have been able, in many
cases, to use the second and third cost
criteria since the November 2, 2001
interim final rule became effective.
Although the 1996 data did not provide
a level of information that allowed us to
determine the portion of the APC
payment that was related to the device
(except in a very few cases such as
pacemakers), the later data we have
used has generally provided this level of
detail. Therefore, we applied the second
and third cost criteria. As noted earlier,
for 2002, we have used the device
offsets we calculated for subtracting the
cost of existing devices in APCs as the
portion of the APC payment related to
the device. We feel the offsets have been
appropriate as this portion of the APC
payment, and we will use them for 2003
as well. We therefore feel this
commenter’s concerns have been
addressed.

We will continue to use the three
prongs of the not insignificant cost test
as published in the November 2, 2001
interim final rule.

1. Application Process for Creation of a
New Device Category

Device manufacturers, hospitals, or
other interested parties may apply for a
new device category for transitional
pass-through payments. Details
regarding the informational
requirements, deadlines for quarterly
review, and other aspects of the

application process are available on our
Web site, http://cms.hhs.gov.

We will accept applications at any
time. However, we will establish new
categories only at the beginning of a
calendar quarter, in deference to our
computer systems needs and those of
our contractors and hospitals. We must
receive applications in sufficient time
before the beginning of the calendar
quarter in which a category would be
established to allow for decision-making
and programming. For now, we will
require that applications be received at
least 4 months before the beginning of
the quarter. Moreover, we have found,
that, due to the complexity of the
information and review process for
additional categories, we cannot always
complete our review within that time
frame. Review of applications involving
devices with new technologies often
involves requesting additional
information from the applicants, as well
as consultation with experts in certain
clinical specialties (usually here at
CMS) or with other clinical personnel at
CMS with expertise in Medicare
coverage issues, as needed (for example,
the hearing aid issue).

We may change the details of this
application process in the future to
reflect experience in evaluating
applications and programmatic needs. If
we revise these instructions, we will
submit the revisions to the Office of
Management and Budget under the
Paperwork Reduction Act. We will also
post the revisions on our Web site.

Comment: One commenter
recommended that we post draft new
categories and any draft changes to
existing categories to our Web site for
public review and comment before final
publication, as a collaborative, informal
process to be accomplished within the
4-month quarterly application
evaluation and update time frame.

Response: Such process could not be
accomplished within the 4-month time
frame. We note that the greater part of
the four month period is consumed in
systems changes, not review of the
application, so little time is available for
further information. Thus, further
consultation would result in longer
timeframes for action. We have listened
and met with many parties concerning
recommendations for additional
categories and heard their concerns
related to our existing and new
categories and will continue to do so.
However, we believe that the review,
evaluation, and decision process and
publication process for new category
applications to meet the closest feasible
quarterly updates is already compact.
However, we will continue to consider
informal comments or feedback from

hospitals, manufacturers, and other
parties regarding our decisions.

Comment: An association of
manufacturers of brachytherapy sources
and other brachytherapy devices
recommended that we establish several
specific new categories.

Response: We have established a
uniform method for evaluating
applications for new categories, based
on the application information
published on our Web site. We evaluate
the necessity of new categories based on
the specific information we receive,
such as clinical differences between
items nominated for the new categories
and the existing or previously existing
categories. We therefore are not able to
react to the specific categories
recommended through public comments
by this commenter without complete
applications on the subject
brachytherapy sources.

We are making no change to our
application process at this time.

2. Announcing a New Device Category

When we determine a new category is
warranted, we issue a Program
Memorandum specifying a new
Healthcare Common Procedure Coding
System (HCPCS, formerly known as
HCFA Common Procedure Coding
System) code and short and long
descriptors for the category. We may
also include additional clarifying or
definitional information to help
distinguish the new category from other
existing or previously existing
categories. It may be necessary to
redefine, or make other changes to,
existing or previously existing
categories to accommodate a new
category and ensure that no medical
device is described by more than one
category, though we attempt to keep
these changes to a minimum. We will
post these Program Memoranda on our
Web site on a quarterly basis. We may
find it necessary occasionally to correct
or amend the list of (and clarifying
information associated with) pass-
through device categories. We do not
expect this step will be needed often,
but if it is necessary, we will issue any
changes in a Program Memorandum.

VI. Wage-Index Changes for Calendar
Year 2003

Section 1833(t)(2)(D) of the Act
requires that we determine a wage
adjustment factor to adjust for
geographic wage differences, in a
budget-neutral manner, the portion of
the OPPS payment rate and copayment
amount that is attributable to labor and
labor-related costs.

We used the proposed Federal fiscal
year (FY) 2003 hospital inpatient PPS
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wage index to make wage adjustments
in determining the proposed payment
rates set forth in the proposed rule. We
also proposed to use the final FY 2003
hospital inpatient wage index to
calculate the final CY 2003 payment
rates and coinsurance amounts for
OPPS. We used the final Federal FY
2003 hospital inpatient PPS wage index
to make wage adjustments in
determining the final payment rates set
forth in this final rule with comment.
The final FY 2003 hospital inpatient
wage index published in the August 1,
2002 Federal Register (67 FR 39858) is
reprinted in this final rule with
comment as Addendum H—Wage Index
for Urban Areas; Addendum [—Wage
Index for Rural Areas; and Addendum
J— Wage Index for Hospitals That Are
Reclassified. We use the final FY 2003
hospital inpatient wage index to
calculate the payment rates and
coinsurance amounts published in this
final rule with comment to implement
the OPPS for CY 2003. We note,
however, that from time to time, there
are mid-year corrections to these wage
indices and that our contractors will
adopt and implement the mid-year
charges for OPPS in the same manner
that they made mid-year changes for
inpatient hospital prospective payment.

Comment: A commenter asked for an
explanation of the rationale behind
applying the area wage index to the
device component of an APC. Also,
another commenter urged us to clarify
that APCs for drugs and biologicals
would not be subject to geographic wage
adjustment since the APC payment rates
primarily reflect drug acquisition costs,
not labor costs.

Response: Our rationale for applying
the area wage index to the device
component of an APC is that once a
device cost is packaged into a procedure
APC, we do not differentiate between
which costs in the APC should or
should not have the area wage index
applied. We believe that it would be
complicated and prone to error to
segment out a device component of the
APC and determine the appropriate
portion of the APC payment amount
that consists of device cost only. To
address the second issue, we would like
to clarify that we do not apply the area
wage index to payment rates for drugs
and biologicals that are assigned to the
status indicator G or K.

VII. Copayment for Calendar Year 2003

Section 1833(t)(8)(C)(ii) of the Act
accelerates the reduction of beneficiary
copayment amounts, providing that, for
services furnished on or after April 1,
2001, and before January 1, 2002, the
national unadjusted coinsurance for an

APC cannot exceed 57 percent of the
APC payment rate. The statute provides
that the national unadjusted
coinsurance for an APC cannot exceed
55 percent in 2002 and 2003. The
statute provides for further reductions
in future years so that the national
unadjusted coinsurance for an APC
cannot exceed 55 percent of the APC
payment rate in 2002 and 2003, 50
percent in 2004, 45 percent in 2005, and
40 percent in 2006 and thereafter.

For 2003, we determined copayment
amounts for new and revised APCs
using the same methodology that we
implemented for 2002 (see the
November 30, 2001 final at 66 FR
59888). See Addendum B for national
unadjusted copayments for 2003. Our
regulations at § 419.41 conform to this
provision of the Act.

VIII. Conversion Factor Update for
Calendar Year 2003

Section 1833(t)(3)(C)(ii) of the Act
requires us to update the conversion
factor used to determine payment rates
under the OPPS on an annual basis.

Section 1833(t)(3)(C)(iv) of the Act
provides that for 2003, the update is
equal to the hospital inpatient market
basket percentage increase applicable to
hospital discharges under section
1886(b)(3)(B)(iii) of the Act.

The most recent forecast of the
hospital market basket increase for FY
2003 is 3.5 percent. To set the proposed
OPPS conversion factor for 2003, we
increased the 2002 conversion factor of
$50.904 (the figure from the March 1,
2002 final rule (67 FR 9556)) by 3.5
percent.

In accordance with section
1833(t)(9)(B) of the Act, we further
adjusted the conversion factor for 2003
to ensure that the revisions we made to
update the wage index are made on a
budget-neutral basis. We calculated the
proposed budget-neutrality factor of
.98778 for wage-index changes by
comparing total payments from our
simulation model using the proposed
FY 2003 hospital inpatient PPS wage-
index values to those payments using
the current (FY 2002) wage-index
values.

The increase factor of 3.5 percent for
2003 and the required wage-index
budget-neutrality adjustment of .98715
resulted in a proposed conversion factor
for 2003 of 52.009.

In determining the proposed
conversion factor of 52.009, we
projected 2.5 percent pass-through
payments based on our preliminary
estimates of pass-through payments for
CY 2003. As described in the section IV
discussion of the pro-rata provisions,
our final estimate of pass-through

payments in CY 2003 is 2.3 percent of
the total program payments for covered
OPD services. Therefore, we have
increased the final conversion factor to
reflect the projected change in pass-
through spending from 2.5 percent to
2.3 percent. After applying this
adjustment, the 3.5 percent update
factor and the final budget-neutrality
adjustment of .98778 to account for
changes due to the final FY 2003
hospital inpatient wage-index values,
we establish the final conversion factor
for 2003 at $52.151 (or 52.152).

We received several comments
concerning the conversion factor update
for 2003, which are summarized below
along with our responses.

Comment: Several commenters
contended that CMS imposed excessive
pro-rata reductions in 2002, which
exacerbated the inadequacy of Medicare
payments and urged CMS to use its
statutory authority under section
1833(t)(3)(C)(iii) to adjust the 2003
conversion factor for the unexpectedly
low pass-through payments made in
2002.

Response: The commenters’ estimates
are based on 2001 claims. We do not
know yet whether there will be
excessive pro-rata reductions in 2002
because at the time of this rule, we do
not have more than first-quarter 2002
claims data available. Therefore, it
would not be appropriate to make such
an adjustment. Furthermore, we do not
believe that the statute permits us to
make retroactive adjustments.

Comment: One commenter stated that
the statute requires the conversion
factor to be updated by the full increase
in the hospital inpatient market basket
of 3.5 percent, but the application of a
budget-neutrality factor of .987156
results in an update factor of only 2.17
percent. Another commenter indicated
the belief that the amount of reduction
from the 3.5 percent market basket
update is excessive and beyond what is
required to achieve statutory goals. The
commenter recommended that the 2003
conversion factor be increased.

Response: Statute requires us to
ensure that a conversion factor for
covered OPD services in subsequent
years is an amount equal to the
conversion factor applicable to the
previous year before any increases due
to the market-basket increase. In order
to ensure that we maintain budget
neutrality (except for the market-basket
increase), we must make an adjustment
to account for changes in the wage
index. To do so, we calculate the total
payments for 2002, using the 2002 wage
index and weights, and compare that
result to total payments calculated by
applying the new 2003 wage index to
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the 2002 APC weights. For 2003, that
comparison resulted in the .969
adjustment.

IX. Outlier Policy for Calendar Year
2003

For OPPS services furnished between
August 1, 2000, and April 1, 2002, we
calculated outlier payments in the
aggregate for all OPPS services that
appear on a bill in accordance with
section 1833(t)(5)(D) of the Act. In the
November 30, 2001 final rule (66 FR
59856, 59888), we specified that
beginning with 2002, we will calculate
outlier payments based on each
individual OPPS service. We revised the
aggregate method that we had used to
calculate outlier payments and began to
determine outliers on a service-by-
service basis.

As explained in the April 7, 2000
final rule (65 FR 18498), we set a target
for outlier payments at 2.0 percent of
total payments. For purposes of
simulating payments to calculate outlier
thresholds, we proposed to set the target
for outlier payments at 2.0 percent. The
target was 2.0 percent for CY 2001 and
1.5 percent for 2002. For 2002, the
outlier threshold is met when costs of
furnishing a service or procedure exceed
3.5 times the APC payment amount, and
the current outlier payment percentage
is 50 percent of the amount of costs in
excess of the threshold. Based on our
simulations for 2003, we proposed to set
the threshold for 2003 at 2.75 times the
APC payment amounts, and the
proposed 2003 payment percentage
applicable to costs over the threshold at
50 percent.

In this final rule we are setting the
target amount for outlier payments at 2
percent of total payments. Based on
revised simulations performed for the
final rule, in order to pay outlier
payments at the target amount, we are
adopting the proposed outlier threshold
of 2.75 but decreasing the outlier
payment percentage to 45 percent.
Simulations using the final APC rates
and projecting outlier payments for
2003 using a different set of claims than
we used for the proposed rule (claims
for the period April 1, 2001 through
March 31, 2002 instead of claims for
calendar year 2001) resulted in outlier
payments that were in excess of the 2
percent outlier payment target. In order
to meet, but not exceed, the target we
found it necessary to either increase the
proposed outlier threshold of 2.75 or
reduce the proposed outlier payment
percentage of 50 percent. Because we
wanted to make it easier for more for
high cost services to qualify for outlier
payments, we chose to adopt the
proposed outlier threshold but reduce

the outlier payment percentage to 45
percent. For 2003, the outlier threshold
will be met when costs of furnishing a
service or procedure exceed 2.75 times
the APC payment amount, and the
outlier payment percent will be 45
percent of the amount of costs in excess
of the threshold.

We received a number of comments
concerning our proposed threshold and
percentages for outlier payments, which
are summarized below along with our
responses. We also received comments
concerning the changes that we
proposed and finalized in 2002 with
respect to the calculation of outliers on
a service-by-service basis. Because we
have not proposed any changes to the
current policy, we do not summarize
those comments in this preamble.

Comment: A number of commenters
commended CMS on lowering the
outlier threshold, but they urged CMS to
reduce the threshold even further. The
commenters also said that the outlier
payment percentage of 50 percent of
costs in excess of the outlier threshold
was not sufficient to offset the losses
hospitals incur in high-cost cases. Some
of these commenters urged CMS to
adopt the same marginal payment rate
of 80 percent that is used for calculating
outliers under the inpatient PPS.

Response: Under the OPPS, CMS
must address two needs: the need to
balance payment for high-cost cases
with the need to ensure that appropriate
payments are made for basic services for
the average patient population. By
setting our outlier target of 2 percent, we
believe that we have struck the right
balance to accomplish these goals.

Comment: According to one
commenter, new technologies and drugs
are expanding too rapidly for CMS to
appropriately account for the costs in
the APCs, which is a particular concern
at larger hospitals that provide a wide
scope of services and access to new
technologies and drugs. The commenter
said that outliers can help defray the
costs of new technologies until
adequately reflected in the APC
payments and urged CMS to consider
expanding the outlier target from 2
percent to 2.5 percent. Another
commenter contended that the
transition of expiring pass-through
items into APCs will result in dramatic
payment reductions and urged CMS to
reduce the outlier threshold to 2.5 times
the APC payment amount for 2003 and
increase the outlier target as close as
possible to the statutory maximum of
2.5 percent of total payments.

Response: As described elsewhere in
this final rule, the recalibration of
weights based on newer data and the
additional steps that we have taken to

limit the payment reductions should
decrease the need for outliers. Also, the
pass-through provisions for new drugs
and devices and our payment
mechanism for new technology
procedures provide hospitals with an
additional mechanism to defray costs
for emerging technologies.

Comment: A number of commenters
said that CMS does not provide
sufficient data to support how outlier
payments and thresholds are
determined and to ensure that outlier
payments are being made in the range
of 2 percent to 2.5 percent. Additional
outlier data that the commenters
requested include information such as
the actual outlays as compared to
forecasted outlays 2001, estimated
outlays for 2002, the historical outlier
percentage of total OPPS payments, and
information on the types of cases that
are qualifying for outlier payments. The
commenters wanted CMS to provide
supporting information in the final rule,
just as it does for the inpatient PPS.

Response: We agree with the
commenters that we should provide this
data. However, due to the time
constraints in producing this final rule,
we are unable to add this information to
this preamble. Nonetheless, we will post
this information to our Web site shortly
after publication of the rule. We will
notify the public through the CMS
listserv when the information is
available. To subscribe to this listserv,
please go to the following Web site:
www.cms.hhs.gov/medlearn/listserv.
Follow the directions for subscribing to
the OPPS listserv to get the most up-to-
date information on OPPS directly from
CMS.

Comment: One commenter expressed
concern that CMS has made significant
changes to the outlier target and
eligibility thresholds in 2002 and 2003,
in opposite directions, without
sufficiently supporting the changes with
experiential data. The commenter
maintained that, in aggregate, outlier
payments as a percentage of total
payments should remain relatively
predictable and, therefore, questions
whether the experience in 2001 and
2002 would support the significant
swings in funding and thresholds.

Response: 1t is too early for us to tell
what the 2002 experience has been like
in order to compare it to the 2001
experience. Nevertheless, as indicated
in the previous response, we will also
notify the public and share the 2001
data on our Web site.

Comment: One commenter urged
CMS to provide clarification regarding
the rationale to decrease the cost
threshold that permits more items to
qualify for outlier payments, rather than



66790

Federal Register/Vol. 67, No. 212/Friday, November 1, 2002/Rules and Regulations

to increase the payment percentage from
its current level of 50 percent, which
would provide more payments for high-
cost cases.

Response: We apply an iterative
process in which we try different
combinations of thresholds and
payment percentages until an
appropriate combination results in
outlier payments under our simulation
that is equal to the target percentage of
total OPPS payments. While some
fluctuation is expected each year due to
the use of newer and better data and
policy changes, we attempt both to
strike a balance and to prevent (to the
extent possible) large changes in the
outlier payments to hospitals. A
significant increase in the threshold
would limit the number of services and
hospitals that qualify for outlier
services.

Comment: One commenter expressed
concern that without correcting for the
significant reductions proposed for a
number of high-cost APCs, those
services may unnecessarily qualify for
outlier payments because the costs that
go into the outlier calculation are
calculated using a hospital’s overall
cost-to-charge ratio (CCR), which may
be higher than the departmental CCRs
used to determine costs for payment-
rate calculations. The commenter
contends that, if this occurs, it will
result in outlier payments that are
higher than anticipated, which could
unduly raise thresholds in the future
and affect the integrity of the outlier
policy.

Response: As described elsewhere in
this rule, we believe that the
adjustments we have made to many
APC rates for this final rule will address
the commenter’s concerns about
services unnecessarily qualifying for
outlier payments.

X. Other Policy Decisions and Changes

A. Hospital Coding for Evaluation and
Management (E/M) Services

Background

Currently, facilities code clinic and
emergency department visits using the
same current procedural terminology
(CPT) codes as physicians. For both
clinic and emergency department visits,
there are five levels of care. While there
is only one set of codes for emergency
visits, clinic visits are differentiated by
new patient, established patient, and
consultation visits. CPT codes 99201
through 99205 are used for new
patients, CPT codes 99211 through
99215 are used for established patients,
and CPT codes 99281 through 99285 for
emergency patients.

Physicians determine the proper code
for reporting their services by referring
to CPT descriptors and our
documentation guidelines. The
descriptors and guidelines are helpful to
physicians because they reference
taking a history, performing an
examination, and making medical
decisions. The lower levels of service
(for example, CPT codes 99201, 99211,
and 99281) are used for shorter visits
and for patients with uncomplicated
problems, and the higher levels of
service (for example, CPT codes 99205,
99215, and 99285) are used for longer
visits and patients with complex
problems.

These codes were defined to reflect
the activities of physicians. It is
generally agreed, however, that they do
not describe well the range and mix of
services provided by facilities to clinic
and emergency patients (for example,
ongoing nursing care, preparation for
diagnostic tests, and patient education).

Before the implementation of the
OPPS, facilities were paid on the basis
of charges reduced to costs. In that
system, because use of a correct HCPCS
code did not influence payment, there
was little incentive to correctly report
the level of service. In fact, many
facilities reported all clinic and
emergency visits with the lowest level
of service (for example, CPT codes
99211, 99201, and 99281) simply to
minimize administrative burden (for
example, charge-masters might include
only one level of service).

This situation changed with the
implementation of the OPPS. The OPPS
requires correct reporting of services
using HCPCS codes as a prerequisite to
payment. For emergency and clinic
visits, the OPPS distinguishes three
levels of service for payment purposes.
These are referred to as “low-level,”
“mid-level,” and “high-level”
emergency or clinic visits. Payment
rates for low-level visits are less than for
mid-level visits, which are less than
rates for high-level visits.

In the April 7, 2000 final rule (65 FR
18434), we stated that to pay hospitals
properly, it was important that
emergency and clinic visits be coded
properly. To facilitate proper coding, we
required each hospital to create an
internal set of guidelines to determine
what level of visit to report for each
patient. We stated in the rule, that if
hospitals set up these guidelines and
follow them, they would be in
compliance with OPPS coding
requirements for the visits. Furthermore,
we announced that we would be
reviewing this issue and planned to set
national guidelines for coding clinic and
emergency visits in the future. In the

August 24, 2001 proposed rule (66 FR
44672), we asked for public comments
regarding national guidelines for
hospital coding of emergency and clinic
visits. We also announced that we
would compile these comments and
present them to our APC Panel at the
January 2002 meeting. We also
announced that we planned to propose
uniform national facility coding
guidelines in the proposed rule for the
2003 OPPS.

During its January 2002 meeting, the
APC Panel reviewed written comments,
heard oral testimony, discussed the
issue, and made recommendations
concerning establishment of facility
coding guidelines for emergency and
clinic visits. Among those who
submitted oral and written comments to
us and to the Panel were national
hospital organizations, national
physician organizations, hospital
systems, individual hospitals, coding
organizations, and consultants.

APC Panel Recommendations

The APC Panel reviewed the
comments that we received, reviewed
background material we prepared, and
heard oral testimony. Most commenters
recommended that we adopt the ACEP
guidelines. However, one organization
representing cancer centers stated that
the most appropriate proxy for facility
resource consumption in cancer care is
staff time and asked that we consider
basing our guidelines on staff time.
Commenters agreed that we needed to
address this problem in the proposed
rule for CY 2003. They also agreed that
to address potential HIPAA compliance
issues, we should develop new HCPCS
codes for facility visits; and that we
should maintain five levels of service
for emergency and clinic visits until
data are available to show that only
three levels of service are required to
ensure accurate payments. Commenters
also agreed that, for the same level of
service, clinic resource consumption
should be similar for new, established,
and consultation patients. Therefore, we
need only create a single set of five
codes for clinic visits.

After a thorough discussion, the APC
technical panel made the following
recommendations:

1. Propose and make final facility
coding guidelines for E/M services for
calendar year 2003.

2. Create a series of G codes with
appropriate descriptors for facility E/M
services.

3. Maintain a single set of codes, with
five levels of service, for emergency
department visits.

4. Develop a single set of codes, with
five levels of service, for clinic visits.
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The Panel specifically recommended
that we not differentiate among visit
types (for example, new, established,
and consultation visits) for the purposes
of facility coding of clinic visits.

5. Adopt the ACEP facility coding
guidelines as the national guidelines for
facility coding of emergency department
visits.

6. Develop guidelines for clinic visits
that are modeled on the ACEP
guidelines but are appropriate for clinic
visits.

7. Implement these guidelines as
interim and continue to work with
appropriate organizations and
stakeholders to develop final guidelines.

Proposed Rule

We reviewed the written comments,
the oral testimony before the APC Panel,
and the Panel’s recommendations; we
agreed that facility-coding guidelines
should be implemented as soon as
possible. We were particularly
concerned that facilities be able to
comply with HIPAA requirements. We
announced that we have worked, and
will continue to work, on this issue with
hospitals, organizations representing
hospitals, physicians, and organizations
representing physicians. We noted that
the AMA CPT Editorial Panel is not
currently considering the issue of
facility coding guidelines for clinic
visits and that the earliest any CPT
guidelines could be implemented would
be in January 2004. Additionally,
consistent with the intent of the
outpatient prospective payment system,
we wanted to ensure that reporting of
hospital emergency and clinic visits is
resource based.

After careful review and
consideration of written comments, oral
testimony and the APC Panel’s
recommendations, we proposed the
following (for implementation no earlier
than January 2004):

1. To develop five G codes to describe
emergency department services:
GXXX1—Level 1 Facility Emergency
Services, GXXX2—Level 2 Facility
Emergency Services, GXXX3—Level 3
Facility Emergency Services, GXXX4—
Level 4 Facility Emergency Services,
and GXXX5—Level 5 Facility
Emergency Services.

2. To develop five G codes to describe
clinic visits: GXXX6—Level 1 Facility
Clinic Services, GXXX7—Level 2
Facility Clinic Services, GXXX8—Level
3 Facility Clinic Services, GXXX9—
Level 4 Facility Clinic Services, and
GXXX10—Level 5 Facility Clinic
Services.

3. To replace CPT Visit Codes with
the 10 new G codes for OPPS payment
purposes.

4. To establish separate
documentation guidelines for
emergency visits and clinic visits.

With regard to the documentation
guidelines, our primary concerns were
to make appropriate payment for
medically necessary care, to minimize
the information collection and reporting
burden on facilities, and to minimize
any incentive to provide unnecessary or
low quality care. We realized that many
facilities use complaint or diagnosis
driven care protocols and that current
documentation standards do not include
documentation of staff time or the
complexity of diagnostic and
therapeutic services provided.
Therefore, in the interest of facilitating
the delivery of medically necessary care
in a clinically appropriate way, we
believed that the potential drawbacks of
each of the recommended sets of
guidelines outweighed the potential
benefits of creating uniformity and
reproducibility. For example, any
documentation system requiring
counting or quantification of resource
use has the potential to be burdensome,
require clinically unnecessary
documentation, and be susceptible to
upcoding and gaming. Documentation
systems using coding grids or a series of
clinical examples for each level of
service are subject to interpretation, may
induce variability, may be overly
complex and burdensome, and may
result in disagreements with medical
reviewers. We were also concerned that
all the proposed guidelines allow
counting of separately paid services (for
example, intravenous infusion, x-ray,
EKG, lab tests, and so forth) as
“interventions” or “‘staff time” in
determining a level of service. We
believe that, within the constraints of
clinical care and management protocols,
the level of service for emergency and
clinic visits should be determined by
resource consumption that is not
otherwise separately payable.

To address these concerns, in
addition to reviewing written
comments, oral comments, and the APC
Panel recommendations, we also
reviewed, for the proposed rule, the
current distribution of paid emergency
and clinic visit codes in the OPPS. With
regard to emergency visits, we observed
that well over 50 percent of the visits
were considered “multiple procedure
claims”” because the claim includes
services such as diagnostic tests (for
example, EKGs and x-rays) or
therapeutic interventions (for example,
intravenous infusions). The distribution
of all emergency services was in a bell-
shaped curve with a slight left shift
because there were more claims for CPT
codes 99281 and 99282 than for CPT

codes 99284 and 99285. This pattern of
coding is significantly different from
physician billing for emergency
services, which is skewed and peaks at
CPT code 99284. We also noted that the
median costs for successive levels of
emergency visits show an expected
increase across APCs.

With regard to clinic visits, we
observed that more than 50 percent of
the services were considered ‘‘single
claims” meaning that they were billed
without any other significant
procedures such as diagnostic tests or
therapeutic interventions. We also noted
that the distribution of clinic visits is
skewed with the majority being low-
level clinic visits. This distribution was
consistent with pre-OPPS billing
patterns where many facilities billed all
clinic visits as low level visits.
However, the median costs for different
levels of clinic services, while similar
within an APC, did not show the
expected increase across the clinic visit
APCs.

Based on our review, on the current
distribution of coding for emergency
and clinic visits, and on our
understanding that hospitals set charges
for services based on the resources used
to provide those services, we believed
that an incremental approach to
developing and implementing
documentation guidelines for
emergency and clinic visits was
appropriate. For example, as hospitals
became more familiar with the OPPS
and with the need to differentiate
emergency and clinic visits based on
resource consumption, we would
continue to review the advantages and
disadvantages of detailed, uniform
documentation guidelines. We planned
to begin the development of uniform
guidelines over the next year. If we were
ready, we would propose the guidelines
for comments in our Federal Register
document for the CY 2004 update. For
CY 2003, we proposed the following
new codes:

Emergency Visits

Because, our data indicated that, in
general, hospitals under the OPPS were
reporting emergency visits
appropriately, we believed that insofar
as hospitals have existing guidelines for
determining the level of emergency
service, those guidelines reflected
facility resource consumption.
Therefore, we proposed that GXXX1—
Level 1 Facility Emergency Services be
reported when facilities deliver, and
document, basic emergency department
services. These services included
registration, triage, initial nursing
assessment, minimal monitoring in the
emergency department (for example,
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one additional set of vital signs),
minimal diagnostic and therapeutic
services (for example, rapid strep test,
urine dipstick), nursing discharge
(including brief home instructions), and
exam room set up/clean up. We
expected that these services would be
delivered to patients who present with
minor problems of low acuity.

With regard to GXXX2 through
GXXX5, we proposed to require that
facilities develop internal
documentation guidelines based on
hospital resource consumption (for
example, staff time). These guidelines
would be appropriate for the type of
services provided in the hospital and
also clearly differentiate the relative
resource consumption for each level of
service so that a medical reviewer could
easily infer the type, complexity, and
medical necessity of the services
provided and validate the level of
service reported. Because of the great
variability in available facility
resources, staff, and clinical protocols
among facilities, we did not believe that
it is advisable to require a single set of
guidelines for all facilities. Instead, we
believed it is appropriate for each
facility to develop its own
documentation guidelines that took into
account the facility’s clinical protocols,
available facility resources, and staff
types. As stated above, we did not
propose any specific requirements with
regard to the basis of these guidelines.
However, the guidelines were to be tied
to actual resource consumption in the
emergency department such as number
and type of staff interventions, staff
time, clinical examples, or patient
acuity. We also proposed to require that
facilities have documentation guidelines
available for review upon request. The
guidelines had to emphasize relative
resource consumption and not, to the
extent possible, set minimal
requirements as a basis for determining
the level of service (for example, require
30 minutes of staff time or five staff
interventions to bill a level three
emergency visit).

We proposed that these requirements,
if made final, would be interim. We
proposed to work with interested parties
to revise these requirements and to
propose any revision to these
requirements in a future proposed rule.
Clinic Visits

We believed that the current
distribution of codes for clinic visits
were due to a facility’s continued use of
pre-OPPS coding policies for clinic
visits. We believed that over time
facilities would become as experienced
differentiating levels of clinic visits as
they were at differentiating levels of

emergency visits. Therefore, we
proposed a set of guidelines for clinic
visits that paralleled the requirements
for emergency visits. We proposed that
GXXX6—Level 1 Facility Clinic
Services, be reported when facilities
deliver, and document, basic clinic
services. These services included
registration, triage, initial nursing
assessment, minimal monitoring in the
clinic (for example, one additional set of
vital signs), minimal diagnostic and
therapeutic services (for example, rapid
strep test, urine dipstick), nursing
discharge (including brief home
instructions), and exam room set up/
clean up. Our proposal for GXXX7
through GXXX10 was the same as for
GXXX2 through GXXX5 except that the
facility-specific guidelines were tied to
actual resource consumption in the
clinic such as number and type of staff
intervention, staff time, clinical
examples, or patient acuity. The
guidelines had to differentiate the
relative resource consumption in the
clinic for each level of service
sufficiently so that a medical reviewer
could easily infer the type, complexity,
and medical necessity of the services
provided to validate the level of service
provided.

We proposed that, if made final, these
requirements would be interim. Any
changes would be proposed in a future
proposed rule.

We proposed to make final, in the
2003 OPPS final rule, changes in coding
for clinic and emergency department
visits and requirements related to the
development of documentation
guidelines for the new codes. However,
we proposed to implement the new
codes and documentation guidelines no
earlier than January 1, 2004. This would
have given hospitals time to develop
documentation guidelines for the new
codes and prepare their internal billing
systems to accommodate the changes.
We proposed to continue to work with
hospitals throughout CY 2003 as they
developed the documentation
guidelines. In the proposed rule, we
solicited comments on this proposal
overall as well as the specific
components of the proposal.

Comment: Many commenters
recommended that CMS should keep
the current E/M coding system until
national coding guidelines with
standard definitions can be established.
Commenters also recommended that
CMS convene a panel of experts to
develop standard code definitions and
guidelines that are simple to understand
and implement and that allow for
compliance with HIPAA requirements.
Commenters generally recommended

that code definitions and guidelines be
established and implemented in 2003.

Response: We agree with many of the
commenters concerns. While we agree
that standard code definitions and
guidelines should be implemented as
soon as possible, we want to ensure that
those definitions and guidelines are
developed using an open process
involving a variety of experts (for
example, clinicians, coders, and
compliance officers) in the field.
Furthermore, the process should
include adequate time for the education
of clinicians and coders and for
hospitals to make the necessary changes
in their systems to accommodate the
codes and guidelines.

In view of the comments received we
believe that the most appropriate forum
for development of code definitions and
guidelines is an independent expert
panel that makes recommendations to
CMS in time for CMS to propose
specific code definitions in the next
year’s proposed rule. Organizations
such as the American Hospital
Association (AHA) and the American
Health Information Management
Association (AHIMA) have such
expertise and are particularly well
equipped to provide the ongoing
education of providers. We believe it is
critically important to the development,
acceptance, and implementation of code
definitions and guidelines for the
organizations that develop the
guidelines to also maintain them,
update them, and provide ongoing
education to providers concerning them.
We would be happy to work with such
an expert panel as code definitions and
guidelines are developed.

We encourage any independent expert
panel sending recommendations to CMS
concerning guidelines to carefully
review the principles and requirements
for codes and guidelines that we
announced in the proposed rule. We
still believe that any set of national
guidelines must adhere to those
principles and requirements (for
example, guidelines must be resource-
based). Moreover, we encourage any
such panel to address our concerns
about existing guidelines (for example,
potential for upcoding) in its
recommendations to CMS. For example,
our Advisory Panel on APC Groups
recommended that CMS adopt the
facility coding guidelines developed by
the American College of Emergency
Physicians (ACEP). While we
understand that those guidelines have
widespread support in the hospital
community and that an independent
panel may review them while
developing guidelines, we would
encourage such a panel to review the
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ACEP guidelines in light of the
principles, requirements, and concerns
we enunciated in the proposed rule.

CMS hopes to receive
recommendations on code definitions in
time to include them in the notice of
proposed rulemaking for 2004. We agree
with the commenters who were
concerned about implementing code
definitions without national guidelines,
and we will not propose or finalize code
definitions until national guidelines for
them have been developed.

Comment: Several commenters
believed that use of G codes to describe
facility visits would cause problems
with payment by non-Medicare payers
for these services. They believed this
problem would worsen if the G codes
were not accompanied by guidelines.

Response: G codes are national codes
and must be recognized by other payers,
though other payers do not need to use
these codes for payment. We are unsure
if the commenters’ assertions are true.
However, as stated in the previous
response, we do not plan to finalize new
codes for these services until guidelines
for their use have been developed.
Moreover, we will work with CPT, as
appropriate, to develop CPT codes for
these services once we have finalized
and implemented them.

Comment: One commenter asked that
CMS provide protection for hospitals
against fraud and abuse allegations
stemming from the current ambiguous
guidelines.

Response: We are unsure if the
commenter is referring to the CPT
guidelines as being ambiguous for
facilities or if the concern is over
allowing facilities to develop and
implement facility-specific guidelines
until national codes and guidelines are
implemented. In any case, we believe
that written facility guidelines-
developed in accordance with the
principles (which we enunciated in the
proposed rule and reaffirmed in this
final rule) and which are widely
disseminated in the facility,
accompanied by appropriate education
of clinicians and coders, and made
available to reviewers-should address
the concerns of the commenters.

Comment: Several commenters voiced
concerns about what activities should
be described in possible guidelines (e.g.,
use of time as a criterion for selecting a
level of service), the burden on facilities
of having to adapt to a new set of codes
for visits, and any requirements for
facilities to develop their own
guidelines. One commenter listed
several principles for the development
of facility codes and descriptors (that is,
codes and guidelines should: focus on
resource use, be supported by medical

record documentation, support code
assignment by the chargemaster, and
provide a means for benchmarking
medical-visit data across the industry).

Response: We believe that having an
independent panel develop guidelines
and make recommendations to CMS
will address the concerns of these
commenters. With regard to requiring
facilities to develop internal guidelines
for visit services, we believe that
development of internal guidelines is
critical for ensuring appropriate medical
review and for enabling facilities to
prove that billing for services were
actually rendered.

Comment: One commenter asked
CMS to clarify the terms “nursing
assessment” and “‘nursing discharge”
when assigning a level of service to a
visit.

Response: Because we expect to
receive recommendations from an
independent panel regarding coding
guidelines, we will not finalize the
proposal describing what constitutes a
level one emergency or clinic visit.
Instead, we will continue to allow
hospitals to develop their own internal
guidelines for such visits until we
finalize codes and guidelines.

Comment: One commenter asked that
we create five payment rates for
emergency and clinic visits, one for
each level of service—instead of the
three payment rates that we currently
use.

Response: We review the relative
weights of each APC on a yearly basis,
and we would consider such a change
if our claims data indicated such a
change is appropriate.

Comment: One commenter asked that
we craft a surgical global package for
facilities to provide guidance for facility
billing of surgical procedures and visits.

Response: The current APC structure
and coding edits already do this.
Payment for surgical procedures
includes payment for all services related
to the procedure (for example,
postoperative care, preoperative
valuation). Facilities may bill for visits
in addition to surgical procedures when
the visit is a separately identifiable
service unrelated to the procedure. In
such cases, the facilities attest to this by
appending the —25 modifier to the line
item for the visit.

Comment: One commenter said that
CMS should provide guidance as to
when it is appropriate to add together
levels of service from two visits, and bill
one visit at a higher level. Another
commenter requested that CMS stop
using the GO condition code in favor of
the —27 modifier.

Response: We disagree. Each clinic
visit should be coded separately. It is

important to track utilization and for
each clinic visit to be reported
separately. This is critical for
determining proper payment rates in the
OPPS. Clinic visits should never be
added together and billed as a single
service with a higher level of service.
We plan to continue using the GO
modifier as it specifically addresses
coding issues arising in the OPPS.

Comment: One commenter asked us
to reconsider our G code descriptors for
clinic and emergency visits.

Response: We will propose and
finalize G code descriptors after we
receive recommendations from an
independent expert panel.

Comment: Several commenters asked
us to develop guidelines based on a
point or acuity system.

Response: The divergence of opinion
in the hospital community makes it
imperative that an independent expert
panel be convened and that such a
panel should make recommendations to
CMS on these issues.

Comment: Several commenters were
concerned about disparities between
physician and facility coding for the
same service. One commenter asked that
hospitals be allowed to code a different
level of service than the physicians.

Response: We do not believe that
facilities and physicians would be
expected to bill similar levels of service
for the same encounter. The resources
used by a facility for a visit may be quite
different from the resources used by a
physician for the same visit. Facilities
should code a level of service based on
facility resource consumption, not
physician resource consumption. This
includes situations where patients may
see a physician only briefly, or not at
all.

However, if a visit and another service
is also billed (that is, chemotherapy,
diagnostic test, surgical procedure) the
visit must be separately identifiable
from the other service because the
resources used to provide non-visit
services including staff time,
equipment, supplies, and so forth, are
captured in the line item for that
service. Billing a visit in addition to
another service merely because the
patient interacted with hospital staff or
spent time in a room for that service is
inappropriate.

Comment: One commenter asked
CMS to clarify proper billing for E/M
services when a visit and another
service, such as chemotherapy, have
been provided.

Response: If a visit and another
service is also billed (that is,
chemotherapy, diagnostic test, or
surgical procedure) the visit must be
separately identifiable from the other
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service. This is because the resources
used to provide non-visit services
(including staff time, equipment,
supplies and so forth) are captured in
the line item for that particular service.
However, billing a visit in addition to
another service—merely because the
patient interacted with hospital staff or
spent time in a room for that service—
is inappropriate.

B. Observation Services

Coding and Billing Instructions

On November 30, 2001, we published
a final rule updating changes to the
OPPS for 2002. We implemented
provisions that allow separate payment
for observation services under certain
conditions. That is, a hospital may bill
for a separate APC payment (APC 0339)
for observation services for patients
with diagnoses of chest pain, asthma, or
congestive heart failure when certain
criteria are met. The criteria discussed
in the November 30, 2001 final rule and
as corrected in the March 1, 2002 final
rule are also explained in detail in
section XI of a Program Memorandum to
intermediaries issued on March 28,
2002 (Transmittal A—02—026). Payment
for HCPCS code G0244, observation care
provided by a facility to a patient with
congestive heart failure, chest pain or
asthma, minimum eight hours,
maximum 48 hours, was effective for
services furnished on or after April 1,
2002.

Section XI of Transmittal A—02-026
that was issued on March 28, 2002,
provides additional billing and coding
instructions and requirements that flow
from the basic criteria that we
implemented in the November 30, 2001
and the March 1, 2002 final rules.
Although we do not address them
explicitly in the final rules, the
additional instructions and
requirements in Transmittal A—02-026
were developed to implement the basic
observation criteria within the
programming logic of the outpatient
code editor (OCE), which is used to
process claims submitted by hospitals
for payment under the OPPS. For
example, in the November 30, 2001 final
rule, we state that an emergency
department visit (APC 0610, 0611, or
0612) or a clinic visit (APC 0600, 0601,
or 0602) must be billed in conjunction
with each bill for observation services
(66 FR 59879). In section XI of
Transmittal A—02—-026, we state that an
E/M code (referred to, incorrectly, in
Transmittal A—02—-026 as an
“Emergency Management” code), for the
emergency room, clinic visit, or critical
care is required to be billed on the day
before or the day that the patient is

admitted to observation. That is, unless
one of the CPT codes assigned to APCs
0600, 0601, 0602, 0610, 0611, 0612, or
0620 is billed on the day before or the
day that the patient is admitted to
observation, separate payment for
(G0244 is not allowed. The codes
assigned to these APCs are categorized
by CPT as E/M codes. Although we did
not include APC 0620, Critical Care,
among the APCs that must be billed in
order to receive separate payment for
observation services, we added it in the
program memorandum because critical
care is an E/M service that can be
furnished in a clinic or an emergency
department. Critical care may
appropriately precede admission to
observation for chest pain, asthma, or
congestive heart failure. We clarify in
Transmittal A—02—-026 that both the
associated E/M code and G0244 are paid
separately if the observation criteria are
met. We also specify that the E/M code
associated with observation must be
billed on the same claim as the
observation service.

Similarly, in the November 30, 2001
and the March 1, 2002 final rules, we
require that certain diagnostic tests be
performed in order to bill for separate
payment for observation services. In
Transmittal A—02—-026, in section
XI.B.2, we list the diagnostic tests that
the OCE looks for on a bill for G0244.
This list, which amplifies what we
published in the November 30, 2001
and March 1, 2002 final rules, is
incomplete and should read as follows
to reflect the current OCE logic that is
applied to claims for G0244:

 For chest pain, at least two sets of
cardiac enzymes [either two CPK
(82550, 82552, or 82553), or two
troponin (84484 or 84512)], and two
sequential electrocardiograms (93005);

 For asthma, a peak expiratory flow
rate (94010) or pulse oximetry (94760,
94761, or 94762);

+ For congestive heart failure, a chest
x-ray (71010, 71020, or 71030) and an
electrocardiogram (93005) and pulse
oximetry (94760, 94761, or 94762).

* Note: Pulse oximetry codes 94760,
94761, and 94762 are treated as
packaged services under the OPPS.
Although no separate payment is made
for packaged codes, hospitals must
separately report the HCPCS code and a
charge for pulse oximetry in order to
establish that observation services for
congestive heart failure and asthma
diagnoses meet the criteria for separate
payment.

Transmittal A—02—026 also provides
specific coding instructions that
hospitals must use when billing for
observation services that do not meet
the criteria for separate payment under

APC 0339. In addition, Transmittal A—
02-026 addresses the use of modifier
—25 with the E/M code billed with
G0244.

Comment: A few commenters
requested clarification of the
requirement that CPT 94010 (peak flow)
be billed to establish a diagnosis of
asthma. The commenter noted that CPT
94010 is the code for spirometry with
recording and that it would be
erroneous to bill peak flow, which is all
that is relevant for asthma, as a
spirometry, which requires a record and
should include such elements as vital
capacity and flow-volume loops. The
commenter is concerned that we are
instructing hospitals to bill incorrectly if
our intention is solely to require peak
flow.

Response: We are reviewing this
comment and if we determine that a
modification of the current requirement
for peak flow is appropriate, we will
revise the requirement in the program
memorandum that implements the 2003
OPPS update effective January 1, 2003.

Comment: One commenter asked
whether bedside services other than
infusion, such as CVP placement,
arterial punctures, and IV injections,
can be billed when furnished to
observation patients or whether these
services are considered to be packaged
into the observation payment.

Response: We would not expect that
placement of a CVP line would be billed
for a patient in observation. However, in
general, any service that is separately
payable under the OPPS, that is,
procedures with status indicators S, X,
K, G, V, or H, can be billed with G0244
and paid separately, although services
with status indicator “T”’ (with the
exception of Q0081), as we explain
below, are not separately payable with
G0244.

Direct Admissions to Observation

Since implementation of the
provision for separate payment for
observation services under APC 0339, a
number of hospitals, hospital
associations, and other interested
parties have asked if separate payment
for observation services would be
allowed for a patient with chest pain,
asthma, or congestive heart failure who
is admitted directly into observation by
order of the patient’s physician but
without having received critical care or
E/M services in a hospital clinic or the
emergency department on the day
before or the day of admission to
observation. We have responded during
monthly CMS hospital open forum calls
that, consistent with the criteria in the
November 30, 2001 final rule, effective
for services furnished on or after April
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1, 2002, separate payment for
observation services requires that an
admission to observation be made by
order of a physician in a hospital clinic
or in a hospital emergency department.
If a patient is directly admitted to
observation but without an associated E/
M service (including critical care)
shown on the same bill, the hospital
should bill observation services using
revenue code 762 alone or revenue code
762 with one of the HCPCS codes for
packaged observation services (CPT
codes 99218, 99219, 99220, 99234,
99235, or 99236).

A related question has arisen in
connection with a policy interpretation
that was posted as a response to a
“Frequently Asked Question” (FAQ) on
our Web site on September 12, 2000.
The FAQ follows:

“Q.97: If a patient is admitted from
the physician’s office to the observation
room, will there be no reimbursement?

““A.97: Since observation is a
packaged service, payment cannot be
made if it is the only OPPS service on
a claim. However, we believe that the
“admission” of a patient to observation
involves a low-level visit billed by the
hospital, as well as whatever office visit
the physician who arranged for the
admission billed. Thus, when a patient
arrives for observation arranged for by a
physician in the community (that is,
“direct admit to observation”), and is
not seen or assessed by a hospital-based
physician, the hospital may bill a low-
level visit code. This low-level visit
code will capture the baseline nursing
assessment, the creation of a medical
record, the recording and initiation of
telephone orders, and so forth. This visit
may be coded only once during the
period of observation. The observation
charges should be shown in revenue
code 762. The number of hours the
patient was in observation status should
be shown in the units field. Payment for
those services is packaged into the APC
for the visit. Other services performed in
connection with observation, such as
lab, radiology, and so forth, should be
billed for as well. * * *

We have been asked to clarify
whether or not the low-level visit code
suggested in the FAQ for patients
directly admitted for observation
services would satisfy the requirement
that a line item for a hospital emergency
visit, hospital clinic visit, or critical care
appear on the same bill as HCPCS code
G0244. Our response is that when we
established the final criteria effective for
services furnished on or after April 1,
2002, we did not contemplate that the
low-level visit described in the FAQ
would satisfy the requirement for the E/
M code that a hospital must bill to show

a hospital clinic visit or hospital
emergency department visit was
performed before observation services
for asthma, congestive heart failure, or
chest pain to bill and receive payment
for G0244 under APC 0339.

In light of these questions, we have
reviewed the criteria for separate
payment for observation services under
APC 0339, and we proposed to modify
the criteria and coding for observation
services furnished on or after January 1,
2003. Specifically, we proposed to
create two new codes. These additional
codes would allow us to collect data on
the extent to which patients are directly
admitted to hospital observation
services without an associated hospital
clinic visit or emergency department
visit. The proposed codes were as
follows:

GOLLL-Initial nursing assessment of
patient directly admitted to observation
with diagnosis of congestive heart
failure, chest pain, or asthma.

GOMMM-Initial nursing assessment of
patient directly admitted to observation
with diagnosis other than congestive
heart failure, chest pain, or asthma.

If a hospital directly admits to
observation from a physician’s office a
patient with a diagnosis of congestive
heart failure, asthma, or chest pain, we
proposed to require that GOLLL be
billed with G0244. The current
requirement that the hospital bill an
emergency department visit (APC 0600,
0601, or 0602) or a clinic visit (APC
0610, 0611, or 0612) or a critical care
service (APC 0620) in order to receive
separate payment for observation
services for patients not admitted
directly from a physician’s office would
remain in effect. However, because the
initial nursing assessment is part of any
observation service, we proposed not to
make separate payment for GOLLL.
Rather, we proposed to assign status
indicator “N” to GOLLL, to designate
that charges submitted with GOLLL
would be packaged into the costs
associated with APC 0339. If GOLLL is
billed, we would require that the
medical record show that the patient
was admitted directly from a
physician’s office for purposes of
evaluating and treating chest pain,
asthma, or congestive heart failure.

GOMMM describes the initial nursing
assessment of a patient directly
admitted to observation with a diagnosis
other than chest pain, asthma, or
congestive heart failure. We proposed to
assign GOMMM for payment under APC
0706, New Technology—Level I. We
proposed to require hospitals to bill
GOMMM instead of the low level clinic
visit referred to in the FAQ above to
describe the initial nursing assessment

of a patient directly admitted to
observation with a diagnosis other than
chest pain, asthma, or congestive heart
failure. Separate payment would not be
made for observation services billed
with GOMMM. Rather, when billing
GOMMM, hospitals would be required
to use revenue code 762 alone or
revenue code 762 with one of the
HCPCS codes for packaged observation
services (99218, 99219, 99220, 99234,
992335, or 99236). We proposed to
create GOMMM to establish a separately
payable code into which costs for
observation care for patients directly
admitted for diagnoses other than
asthma, chest pain, or congestive heart
failure can be packaged and recognized.

We would use billing data for GOLLL
and GOMMM in reviewing the
provisions for payment of observation
services in future updates of the OPPS.
In the proposed rule, we invited
comment on the extent to which these
codes address the concerns that have
been raised in connection with patients
who are directly admitted to observation
services.

Comment: Everyone who commented
on our proposed refinements of the
requirements to enable separate
payment for observation services
supported the proposal to allow
separate payment for patients admitted
to observation directly from physicians’
offices. However, the majority of
commenters opposed the coding and
payment methodology that we proposed
to implement this change.

Commenters stated that having to use
GOLLL and GOMMM, combined with
the other requirements that have to be
met in order to receive separate
payment for observation of patients with
asthma, congestive heart failure, and
chest pain, would be burdensome and
confusing, and would create operational
inconsistencies and problems for
hospitals. Several commenters urged
CMS to simplify, the observation rules
in order to reduce their complexity and
lessen the burden they currently impose
on hospitals. Some commenters were
concerned that other payors might not
accept the proposed new codes and that
the codes would not be HIPAA
compliant.

A number of commenters
recommended alternatives to the
establishment of GOLLL and GOMMM
that would utilize information already
being reported by hospitals on the UB-
92 within the existing coding system for
revenue centers, diagnoses, and source
and type of admission. One commenter
suggested a single G code for “Intake
into observation after outside
evaluation” supported by appropriate
diagnosis coding and claims edits. One
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commenter recommended instituting a
“per visit” payment logic in the OCE
and PRICER similar to that used for
mental health and PHP services. Several
commenters suggested returning
observation to a time-based charging
and coding methodology based on
hours. Several commenters supported
using existing E/M codes instead of
creating new codes.

Response: We agree with many of the
commenters that our proposal for direct
admissions to observation seems
administratively burdensome. However,
we believe that the importance of
creating a payment mechanism for
direct admissions to observation
outweighs the administrative burden at
this time. We also believe it is vital that
we be able to track the utilization of
these services so we will have data upon
which to base policy decisions in the
future.

A number of the alternatives
suggested by commenters are promising
and merit further analysis and review.
However, our preliminary inquiries
revealed that most of the suggested
alternatives would require systems
changes that could take six months or
longer to develop and install, and that
such changes could not be implemented
effective January 1, 2003. Therefore, we
have decided to implement the
proposed G codes as follows:

G0263, Direct admission of patient
with diagnosis of congestive heart
failure, chest pain or asthma for
observation.

G0264, Initial nursing assessment of
patient directly admitted to observation
with diagnosis other than congestive
heart failure, chest pain, or asthma.

These codes would be HIPPA
compliant. Other payers would make
their own decisions about whether to
use these codes for their own payment
purposes.

Comment: One commenter asked that
we instruct Fiscal Intermediaries to
accept another revenue code in the 76X
range for G0263 and G0264 because RC
762 may only be used to report
observation charges.

Response: We are reviewing with our
coding and claims processing experts to
determine if there is a more appropriate
revenue code to use when billing G0263
and G0264. We will provide specific
instructions in the program
memorandum issued to implement the
January 2003 OPPS update.

Comment: Cancer centers urged CMS
to expand the conditions for which we
would make separate payment for
observation to include febrile
neutropenia, electrolyte disorders,
chemotherapy hypersensitivity reaction,
pulmonary embolisms, acute GI

hemorrhage, and seizures presented by
cancer patients under treatment at
Cancer Centers. Other commenters
suggested psychiatric conditions, acute
abdominal pain, post-transplant threat
of rejection, and pneumonia as
appropriate for separate payment for
observation.

Response: As we indicate in the
November 30, 2001 final rule, we will
review the indications for separately
payable observation after we have
acquired sufficient experience under the
current system to make an informed
decision as to whether an expansion is
appropriate.

Comment: Most commenters asserted
that our proposed payment for GOMMM
for initial nursing assessment of a
patient directly admitted to observation
with a diagnosis other than chest pain,
asthma, or congestive heart failure (APC
706) is too low and does not recognize
the substantial type, level, and quality
of the initial nursing services being
provided. Commenters urged CMS
either to set a higher payment rate for
GOMMM or to allow an E/M code to be
billed with GOMMM. Another
commenter suggested assigning
GOMMM to APC 0600 to be consistent
with what CMS says in the FAQ 97. One
commenter noted that it is inappropriate
to assign GOMMM to a new technology
APC because the code describes an E/M
service, not a new technology service.

Response: We agree. We have
therefore assigned G0264 for payment in
APC 600, Low Level Clinic Visits.

Comment: One commenter wanted to
know if GOLLL and GOMMM could be
used for patients admitted from their
homes, either (1) based solely upon a
telephone call from the patient to the
community physician and that
physician’s call to the hospital to order
a direct admission for observation
management, or (2) when directly
admitted by the physician after going
home following a visit to the physician’s
office, the patient’s condition having
deteriorated after seeing the physician.

Response: As long as the physician
notifies the hospital that he/she is
ordering the direct admission of the
patient for observation and supports
that order with the appropriate
suspected diagnosis, we believe this
would constitute a direct admission.
Either G0263 or G0264 would be billed,
depending on the final diagnosis
supporting the direct admission
observation services.

C. Billing Intravenous Infusions With
Observation

Based on questions and concerns
raised by hospitals since
implementation of payment for APC

0339 effective April 1, 2002, we have
also reviewed the current status of
billing intravenous infusions with
observation. Several hospitals have
noted that claims for G0244 when billed
with intravenous infusion services
reported with HCPCS code Q0081 are
denied because of the “T” status
indicator assigned to HCPCS code
Q0081. Our current payment rules for
(G0244 require that G0244 be denied if
a service with status indicator “T” is
performed the day before, the day of, or
the day after observation care. Because
patients in observation may require
intravenous infusions of fluid, we
proposed to create code GOEEE,
Intravenous infusion during separately
payable observation stay, per
observation, payable under APC 0340
with status indicator “X.” When
observation services that otherwise meet
the billing requirements for separate
payment under APC 0339 include an
intravenous infusion administered as
part of the observation care, GOEEE
would be used to report the infusion
service. We included instructions on the
use of G0258 in the program
memorandum issued to implement
OPPS coding changes for the October 1,
2002 OCE. In the proposed rule, we
solicited comment on the use of this
code.

Comment: While appreciative of our
recognizing the need for a mechanism
that permits hospitals to bill for infusion
therapy during observation, most
commenters did not support our
proposal to introduce a new code for the
service. One commenter recommended
terminating G0258 effective 12/31/02
because it creates operational burdens
for the hospital and does not accurately
reflect the resources used. Several
commenters urged CMS to change the SI
for APC 120 to which Q0081 is assigned
to S. This would solve the problem and
permit payment of Q0081 with G0244
and would also align the status
indicators for the infusion of non-
chemotherapy drugs with the infusion
of chemotherapy drugs.

Commenters asked if CMS intends
hospital to use G0258 instead of Q0081
when the infusion therapy is provided
to the patient in the emergency
department or clinic prior to patient’s
placement in observation when the
observation stay ultimately qualifies for
separate payment. The commenters
pointed out that the hospital may not
know when the patient is in the
emergency department or clinic and the
infusion therapy is initiated that the
patient will subsequently be placed in
an observation stay that qualifies for
payment under G0244. Commenters
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asked CMS to clarify how G0258 is to
be used.

One commenter recommended, that
we install an OCE edit to ignore Q0081
when checking for the presence of a
procedure with SI=T.

Many commenters stated that the
payment for G0248 should be the same
as the payment for Q0081 because the
resources expended for infusion therapy
performed during a packaged
observation stay are the same as those
required for Q0081 furnished. These
commenters disagreed with CMS’s
assertion that payment for G0258 should
be discounted to equal 50 percent of the
payment for Q0081 because Q0081 is
invariably billed with a higher-paying
procedure and is, therefore, discounted.
Another commenter advocated adjusting
the payment for G0244 to include the
cost of infusion and eliminating a
separate new code. The same
commenter supported payment at 50
percent of the rate set for Q0081 because
Q0081 would always be discounted
because it is always billed with another
procedure.

Response: Having reviewed the
numerous concerns raised by
commenters in connection with the use
of HCPCS code G0258, Intravenous
infusion during separately payable
observation stay, per observation stay
(must be reported with G0244), and our
proposed payment for G0258, we agree
with commenters that requiring the use
of this code is problematic. We have
determined that the OCE logic can be
modified to allow payment for G0244,
even though Q0081 is assigned to an
APC with status indicator T. Therefore,
effective for services furnished on or
after January 1, 2003, we are
withdrawing G0258. Instead hospitals
may submit claims for G0244 with
Q0081 when infusion therapy is
provided, and the claim will be paid if
all other requirements and conditions
are met. The status indicator for G0081
will not change.

Annual Update of ICD-9 Diagnosis
Codes

To receive payment for G0244, we
require hospitals to bill specified ICD—
9—CM diagnosis code(s). Because ICD-
9—CM codes are updated effective
October 1 of each year, we proposed to
issue by Program Memorandum any
changes in the diagnosis codes required
for payment of G0244 resulting from the
ICD—9-CM annual update.

In the March 1, 2002 final rule (67 FR
9559) and in Transmittal A—02—026
issued on March 28, 2002, we listed the
diagnosis codes required in order for
separate payment of observation
services under APC 0339 to be made for

patients with congestive heart failure.
We added by program memorandum the
following new ICD—9-CM codes to the
list of allowed diagnosis codes for
separate payment for observation of
patients with congestive heart failure,
effective for services furnished on or
after October 1, 2002:

428.20 Unspecified systolic heart
failure

428.21 Acute systolic heart failure

428.22 Chronic systolic heart failure

428.23 Acute on chronic systolic heart
failure

428.30 Unspecified diastolic heart
failure

428.31 Acute diastolic heart failure

428.32 Chronic diastolic heart failure

428.33 Acute on chronic diastolic
heart failure

428.40 Unspecified combined systolic
and diastolic heart failure

428.41 Acute combined systolic and
diastolic heart failure

428.42 Chronic combined systolic and
diastolic heart failure

428.43 Acute on chronic combined
systolic and diastolic heart failure

In the August 9, 2002 proposed rule,
we invited comment on the addition of
these diagnosis codes to the criteria for
separate payment for observation
services under APC 0339.

Comment: One commenter
recommended adding the following
codes to the list of diagnoses for asthma:
493.00, 493.10, 493.20, and 493.90

Response: We are not including these
diagnoses because they would not be
appropriate for use with patients
requiring observation services because
they are experiencing acute
exacerbations of asthma.

+ Effective for services furnished on
or after January 1, 2003, hospitals may
bill for patients directly admitted for
observation services using the following
codes:

G0263, Direct admission of patient
with diagnosis of congestive heart
failure, chest pain or asthma for
observation.

G0264, Initial nursing assessment of
patient directly admitted to observation
with diagnosis other than congestive
heart failure, chest pain, or asthma.

» Payment for G0264 will be made
under APC 600.

» Payment for G0263 will be
packaged into the payment for APC 339

* Payment for G0244 will be allowed
when billed with Q0081, Infusion
therapy other than chemotherapy, when
furnished to patients with asthma,
congestive heart failure, or chest pain,
subject to all other conditions for
payment having been met.

C. Payment Policy When a Surgical
Procedure on the Inpatient List Is
Performed on an Emergency Basis

As we state in section ILB.5 of this
preamble, the inpatient list specifies
those services that are only paid when
provided in an inpatient setting. The
inpatient list proposed for 2003 is
printed as Addendum E. In Addendum
B, status indicator C designates a
HCPCS code that is on the inpatient list.

Over the past year, some hospitals
and hospital associations have asked
how a hospital could receive Medicare
payment for a procedure on the
inpatient list that had to be performed
to resuscitate or stabilize a patient with
an emergent, life-threatening condition
who was transferred or died before
being admitted as an inpatient. We
reviewed within the context of our
current policy the cases brought to our
attention for which payment under the
OPPS was denied because a procedure
with status indicator C was on the bill.
Based on that review, we proposed to
clarify our policy regarding Medicare
payment when a procedure with status
indicator C is performed under certain
life-threatening, emergent conditions. In
the proposed rule, we solicited
comments on the extent to which the
payment policy described below
addresses hospitals’ concerns. We stated
it would be most helpful if commenters
provided specific examples of cases
when hospitals have, in these instances,
submitted bills for a procedure with
OPPS status indicator C that were not
paid.

1. Current Policy

In the April 7, 2000 final rule (65 FR
18451), in response to comments about
the appropriate level of payment for
patients who die in the emergency
department, we set forth the following
guidelines for fiscal intermediaries to
use in determining how to make
payment when a patient dies in the
emergency department or is sent
directly to surgery and dies there.

« If the patient dies in the emergency
department, make payment under the
outpatient PPS for services furnished.

 If the emergency department or
other physician orders the patient to the
operating room for a surgical procedure,
and the patient dies in surgery, payment
will be made based on the status of the
patient. If the patient had been admitted
as an inpatient, pay under the hospital
inpatient PPS (a DRG-based payment).

 If the patient was not admitted as
an inpatient, pay under the outpatient
PPS (an APC-based payment).

« If the patient was not admitted as

an inpatient and the procedure is
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designated as an inpatient-only
procedure (payment status indicator C),
no Medicare payment will be made for
the procedure, but payment will be
made for emergency department
services.

The OPPS outpatient code editor
(OCE) currently has an edit in place that
generates a “line item denial” for a line
on a claim that has a status indicator C.
A line item denial means that the claim
can be processed for payment but with
some line items denied for payment. A
line item denial can be appealed under
the provisions of section 1869 of the
Act. The OCE includes another edit that
denies all other line items furnished on
the same day as a line item with a status
indicator C. The rationale for this edit
is that all line items for services
furnished on the same date as the
procedure with status indicator C would
be considered inpatient services and
paid under the appropriate DRG.

As part of the definition of line item
denial in the program memorandum
that we issue quarterly to update the
OCE specifications (for example, see
Program Memorandum/Intermediaries,
Transmittal A—02-052, June 18, 2002,
which is available on our Web site at
http://cms.hhs.gov/manuals/pm_trans/
A02052.pdf), we state that a line item
denial cannot be resubmitted except for
an emergency room visit in which a
patient dies during a procedure that is
categorized as an inpatient procedure:
“Under such circumstances, the claim
can be resubmitted as an inpatient
claim.”

In Addendum D of the March 1, 2002
final rule, we designate payment status
indicator “C” as follows: “Admit
patient; bill as inpatient.”

2. Hospital Concerns

Hospitals have requested clarification
regarding billing and payment in certain
situations that our current policy does
not seem to explicitly address. The
following scenarios synthesize cases
described by hospitals for which they
have encountered problems when
billing for a procedure with status
indicator C.

Scenario A: A procedure assigned
status indicator C under the OPPS is
performed to resuscitate or stabilize a
beneficiary who appears with or
suddenly develops a life-threatening
condition. The patient dies during
surgery or postoperatively before being
admitted.

Scenario B: An elective or emergent
surgical procedure payable under the
OPPS is being performed. Because of
sudden, unexpected intra-operative
complications, the physician must alter
the surgical procedure and perform a

procedure with OPPS status indicator C.
The patient dies during the operation
before he or she is admitted as an
inpatient.

Scenario C: A procedure with status
indicator C is performed to resuscitate
or stabilize a beneficiary who appears
with or suddenly develops a life-
threatening condition. After the
procedure, the patient is transferred to
another facility for postoperative care.

3. Clarification of Payment Policy

We proposed the following policy for
fiscal intermediaries and providers to
use in determining the appropriate
Medicare payment in cases such as
those described in the section above.

A procedure assigned status indicator
C under the OPPS is never payable
under the OPPS. Therefore, for a
hospital to receive payment when a
procedure with OPPS status indicator C
is performed and: (1) The patient dies
during or after the procedure, before
being admitted, or (2) the patient
survives the procedure and is
transferred following the procedure, the
patient’s medical record must contain
all of the following information:

« Either orders to admit written by
the physician responsible for the
patient’s care at the hospital to which
the patient was to be admitted following
the procedure for the purpose of
receiving inpatient hospital services and
occupying an inpatient bed, or written
orders to admit and transfer the patient
to another hospital following the
procedure.

* Documentation that the reported
HCPCS code for the surgical procedure
with OPPS payment status indicator C
(such as CPT code 61345) was actually
performed.

* Documentation that the reported
surgical procedure with status indicator
C was medically necessary.

o If the patient is admitted and
subsequently transferred to another
facility, documentation that the transfer
was medically necessary, such as the
patient requiring postoperative
treatment unavailable at the transferring
facility.

In the case of a patient who dies
during performance of a procedure with
OPPS status indicator C before being
admitted, the hospital would submit a
claim for all services provided,
including a line item for the status
indicator G procedure. The claim would
be rejected for payment under the OPPS
and returned to the hospital. The
hospital would resubmit the claim for
payment as an inpatient stay under the
appropriate DRG.

In the case of a patient who is
admitted and transferred, the

transferring hospital would be paid a
per diem DRG rate if all the above
conditions are met. (We proposed to
revise § 3610.5 of the Medicare
Intermediary Manual accordingly.)
Because these services would be paid
according to the appropriate DRG or per
diem (see below), all services that were
furnished before admission that would
otherwise be payable under the OPPS
would be paid in accordance with the
provisions of § 3610.3 of the Medicare
Intermediary Manual (““3-day rule”) and
§415.6 of the Medicare Hospital
Manual.

Note that a physician’s order to admit
a patient to an observation bed
following a procedure designated with
OPPS status indicator C would not
constitute an inpatient admission and,
therefore, would not qualify the
procedure with status indicator C for
payment. In this instance, the only
allowable Medicare payment would be
for a code payable under APC 0610,
0611, or 0612 if those services were
provided. Payment would not be
allowed for either the procedure with
status indicator C or for any ancillary
services furnished on the same date.

Comment: Commenters agreed that
the current policy on billing and
payment when procedures on the
inpatient list are performed on an
outpatient basis requires clarification
and modification. However,
commenters stated that our proposals, if
implemented, would be burdensome
and create extra work for hospitals.
Commenters opposed our proposal that
an outpatient claim be submitted for
rejection and then resubmitted as an
inpatient claim. Commenters asserted
that this would be unwieldy and create
an unacceptable delay in payment.
Many commenters were concerned that
it would be difficult to expect a
physician to write an order to admit a
patient who expired during emergency
surgery, and that asking physicians to
do so to satisfy a billing requirement
would not be appropriate. Some
commenters were concerned that
submitting an inpatient claim that is
inconsistent with medical records
documentation could create problems
with medical review. However,
commenters did not provide
illustrations of actual cases when
hospitals have submitted outpatient
bills for a procedure with status
indicator C that was performed in an
emergency situation and not paid which
would have added specificity to the
general comments.

Commenters offered several
alternatives to our proposal. Several
commenters suggested that these cases
be initially billed as inpatient stays,
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supported by documentation that the
procedure was performed and was
medically necessary, and that a
presumption of admission be made for
payment purposes. Several commenters
suggested that a reduced DRG-related
amount be established as payment in
these special cases. Several commenters
suggested the use of a condition code
that would allow submission of an
outpatient claim when procedures on
the inpatient list are performed in
emergency situations.

Response: We appreciate commenters’
reactions and suggestions of ways to
make payment under the OPPS in
emergency situations when procedures
on the inpatient list are performed on a
beneficiary who is not admitted as an
inpatient. After careful review and
consideration of the comments and
recommendations, we have decided to
modify certain aspects of our proposed
policy, while retaining certain others.
We are also taking steps to ensure that
OCE edits are consistent with our
policy.

The underlying principle is our policy
that procedures on the inpatient list
performed on patients whose status is
that of outpatient are not payable as
outpatient services.

However, we recognize that there are
occasions when a procedure on the
inpatient list must be performed to
resuscitate or stabilize a patient with an
emergent, life-threatening condition
whose status is that of an outpatient. To
receive payment in those cases,
hospitals admit the patient and submit
an inpatient claim.

In cases where a procedure on the
inpatient list must be performed to
resuscitate or stabilize a patient with an
emergent, life-threatening condition
whose status is that of an outpatient, the
patient may be admitted and transferred
to another hospital. In these cases, the
transferring hospital is paid a per diem
DRG rate. We shall revise section 3610.5
of the Medicare Intermediary Manual to
reflect this policy.

On rare occasions, a procedure on the
inpatient list must be performed to
resuscitate or stabilize a patient with an
emergent, life-threatening condition
whose status is that of an outpatient and
the patient dies before being admitted as
an inpatient. For those rare and unusual
cases, we are instructing hospitals to
submit an outpatient claim for all
services furnished, including the
procedure code with status indicator C
to which a new modifier is attached.
The exact modifier that is to be used in
these cases had not been issued by the
HCPCS alpha-numeric workgroup in
time for publication in this final rule.
The modifier and instructions for its use

will be included in the program
memorandum for the January 2003
update. We believe that such patients
would typically receive services such as
those provided during a high-level
emergency visit, appropriate diagnostic
testing (X-ray, CT scan, EKG, and so
forth), and administration of
intravenous fluids and medication prior
to the surgical procedure. Because these
combined services constitute an episode
of care, we will pay claims with a
procedure code on the inpatient list that
are billed with the new modifier under
new technology APC 977. Separate
payment will not be allowed for other
services furnished on the same date.
This approach allows hospitals to
submit an outpatient claim and receive
payment without additional paperwork,
it results in consistency between the
medical record and patient status, and
it allows us to collect data on the costs
associated with these very unusual and
infrequent cases for future use in
updating the OPPS.

Procedures with status indicator C but
without the new modifier that are
submitted on an outpatient bill will
receive a line item denial, and no other
services furnished on the same date are
payable.

If an outpatient has a procedure that
is on the inpatient list performed, and
is subsequently admitted to an
observation bed, the procedure with
status indicator C submitted on an
outpatient bill will receive a line item
denial. Further, we have decided not to
make final our proposal to make
payment for APC 610, 611 or 612 under
such circumstances. Rather, in such
cases no other services furnished on the
same date are payable.

We did not receive any comments on
the documentation that we proposed to
require in the patient’s medical record
when a procedure with status indicator
C is performed and: (1) The patient dies
before being admitted as an inpatient, or
(2) the patient survives the procedure
and is admitted and transferred.
Therefore, we are making those
requirements final.

4. Orders To Admit

Some hospitals have raised questions
about the timing of a physician’s order
to admit a patient. The requirements for
authenticating physician orders and the
standards for medical record keeping
fall outside the scope of this rule and
OPPS payment policy. The payment
provisions that we are making final in
this rule are to assist hospitals and
contractors in determining how to bill
and pay for services appropriately under
Medicare. The patient’s admission
status, as documented by the medical

records, determines what Medicare
payment is appropriate. Medical record
keeping and documentation
requirements are addressed in the
Medicare hospital conditions of
participation at § 482.24, and are
governed by applicable State law and
State licensing rules and hospital
accreditation standards.

Comment: A few commenters
requested clarification on what is meant
by “admit” and the documentation that
CMS would expect to see in order to
substantiate that a patient was admitted
as an inpatient. One commenter
expressed concern about the variability
in fiscal intermediaries’ policies
regarding the changing of an admission
status after the service has been
provided.

Response: As we have indicated,
these issues are addressed in the
Medicare hospital conditions of
participation at § 482.24, and are
governed by applicable State licensing
rules and hospital accreditation
standards. Questions and concerns
related to these issues should be
addressed to the parties who are
responsible for these rules, regulations,
and standards.

When a procedure on the inpatient
list must be performed to resuscitate or
stabilize a patient with an emergent,
life-threatening condition whose status
is that of an outpatient and the patient
dies before being admitted as an
inpatient, the hospital should submit an
outpatient claim for all services
furnished, including the procedure with
status indicator G to which a new
modifier, which will be announced by
program memorandum is attached.
Claims with a procedure code on the
inpatient list that are billed with the
new modifier will be paid under APC
977.

We are making final the requirement
that information specified in the
proposed rule be included in the
medical record to support payment
when a procedure with status indicator
C is performed on an outpatient and the
patient dies or is admitted and
transferred.

D. Status Indicators

The status indicators we assign to
HCPCS codes and APCs under the OPPS
have an important role in payment for
services under the OPPS because they
indicate if a service represented by a
HCPCS code is payable under the OPPS
or another payment system and also if
particular OPPS policies apply to the
code. We are providing our status
indicator assignments for APCs in
Addendum A, HCPCS codes in
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Addendum B, and definitions of the
status indicators in Addendum D.

The OPPS is based on HCPCS codes
for medical and other health services.
These codes are used for a wide variety
of payment systems under Medicare,
including, but not limited to, the
Medicare fee schedule for physician
services, the Medicare fee schedule for
durable medical equipment and
prosthetic devices, and the Medicare
clinical laboratory fee schedule. For
purposes of making payment under the
OPPS, we need a way to signal the
claims processing system which HCPCS
codes are paid under the OPPS and
those codes to which particular OPPS
payment policies apply. We accomplish
this identification in the OPPS through
the establishment of a system of status
indicators with specific meanings.
Addendum D defines the meaning of
each status indicator for purposes of the
OPPS.

We assign one and only one status
indicator to each APC and to each
HCPCS code. Each HCPCS code that is
assigned to an APC has the same status
indicator as the APC to which it is
assigned.

Specifically, in 2003, we proposed to
use the status indicators in the
following manner:

* “A” to indicate services that are
paid under some payment method other
than OPPS, such as the durable medical
equipment, prosthetics, orthotics, and
supplies (DMEPOS) fee schedule or the
physician fee schedule. Some but not
all—of these other payment systems are
identified in Addendum D.

e “C” to indicate inpatient services
that are not payable under the OPPS.

* “D” to indicate a code that was
deleted effective with the beginning of
the calendar year.

* “E” to indicate services for which
payment is not allowed under the OPPS
or that are not covered by Medicare.

* “F” to indicate acquisition of
corneal tissue, which is paid at
reasonable cost.

e “G” to indicate drugs and
biologicals that are paid under OPPS
transitional pass-through rules.

* “H” to indicate devices that are
paid under OPPS transitional pass-
through rules.

e “K” to indicate drugs and
biologicals (including blood and blood
products) and certain brachytherapy
seeds that are paid in separate APCs
under the OPPS, but that are not paid
under OPPS transitional pass-through
rules.

* “N” to indicate services that are
paid under the OPPS for which payment
is packaged into another service or APC

group.

+ “P” to indicate services that are
paid under the OPPS but only in partial
hospitalization programs.

* “S” to indicate significant
procedures that are paid under OPPS
but to which the multiple procedure
reduction does not apply.

* “T” to indicate significant services
that are paid under the OPPS and to
which the multiple procedure payment
discount under OPPS applies.

* “V” to indicate medical visits
(including clinic or emergency
department visits) that are paid under
the OPPS.

» “X” to indicate ancillary services
that are paid under the OPPS.

The software that controls Medicare
payment looks to the status indicators
attached to the HCPCS codes and APCs
for direction in the processing of the
claim. Therefore, the assignment of the
status indicators has significance for the
payment of services. We sometimes
change these indicators in the course of
a year through program memoranda.
Moreover, indicators are established for
new codes that we establish in the
middle of the year, either as a result of
a national coverage decision or
otherwise. A status indicator, as well as
an APC, must be assigned so that
payment can be made for the service
identified by the new code.

Our proposed status indicators
identified for each HCPCS code and
each APC appear in Addenda A and B
of the proposed rule. We requested
comments on the appropriateness of the
indicators we have assigned.

We received several comments on this
proposal, which are summarized below:

Comment: Some commenters said that
our proposed payment for influenza and
pneumococceal pneumonia vaccines
and orphan drugs were inadequate to
ensure the provision of these drugs and
biologicals.

Response: As discussed in section
III.B, we will pay reasonable cost for
these drugs and biologicals in 2003.
Therefore, we have assigned orphan
drugs a status indicator of F and have
redefined the status indicator F to mean
that the item or service is paid on a
reasonable cost basis. Until now, only
corneal tissue acquisition has been paid
as reasonable cost under OPPS and,
therefore, the status indicator was
specific to corneal tissue. However,
beginning January 1, 2003, the “F”
status indicator will apply to any item
or service paid at reasonable cost.

With regard to influenza and
pneumococcal pneumonia vaccine,
which we will also pay on a reasonable
cost basis, effective January 1, 2003, we
have created a new status indicator “L”
“Influenza vaccine; pneumococcal

pneumonia vaccine” to indicate that
these vaccines are paid on a reasonable
cost basis but deductible and
coinsurance do not apply to the
payment. We show the new status
indicator in Addendum D and we show
it for these services in Addendum B. We
are doing the following:

* Redefining status F to indicate an
item or service that is paid on a
reasonable-cost basis.

» Changing the status indicator for
influenza and pneumococceal
pneumonia vaccines to status indicator
L and change orphan drugs to status
indicator F.

* Changing the status indicator for
APC 225 to S.

E. Other Policy Issues Relating to Pass-
Through Device Categories

1. Reducing Transitional Pass-Through
Payments To Offset Costs Packaged Into
APC Groups

In the November 30, 2001 final rule,
we explained the methodology we used
to estimate the portion of each APC rate
that could reasonably be attributed to
the cost of associated devices that are
eligible for pass-through payments (66
FR 59904). Effective with
implementation of the 2002 OPPS
update on April 1, 2002, we deduct
from the pass-through payments for
those devices an amount that offsets the
portion of the otherwise applicable APC
payment amount that we determined is
associated with the device, as required
by section 1833(t)(6)(D)(ii) of the Act. In
the March 1, 2002 final rule, we
published the applicable offset amounts
for 2002, which we had recalculated to
reflect certain device cost assignments
that were corrected in the same final
rule (67 FR 9557).

For the 2003 OPPS update, we
proposed to estimate the portion of each
APC rate that could reasonably be
attributed to the cost of an associated
pass-through device that is eligible for
pass-through payment using claims data
for services furnished between July 1,
2001, through December 31, 2001. We
proposed to use only the last 6 months
of 2001 claims data because bills for
pass-through devices submitted during
this time period would use only device
category codes, allowing a more
consistent analysis than would result
were we to include pre-July 1 claims
that might still show item-specific codes
for pass-through devices. Using these
claims, we would calculate a median
cost for every APC without packaging
the costs of associated C-codes for
device categories that were billed with
the APC. We would then calculate a
median cost for every APC with the
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costs of associated C-codes for device
categories that were billed with the APC
packaged into the median. Dividing the
median APC cost minus device
packaging by the median APC cost
including device packaging would allow
us to determine the percentage of the
median APC cost that is attributable to
associated pass-through devices. By
applying these percentages to the APC
payment amount, we would determine
the applicable offset amount. Table 11
shows the offsets that we applied in
2003 to each APC that contains device
costs. APCs were included for offsets if
their device costs comprised at least 1
percent of the APC’s costs. (However, if
any APC’s calculated offset had been
less than 1 dollar, that APC and offset
would not have been included.)

For this final rule, we used the device
data for the 12 months ended March 31,
2002 to calculate the device and non-
device portions of APCs median costs.
We began with the same APCs that were
listed on Table 9 of our proposed rule,
with two additions. We added APCs
0648 and 0651, because they showed
appreciable device percentages using
our methodology. We again applied
these percentages to the APC payment
amounts and excluded any APC’s
percentage of device costs less than one
percent and calculated offset amounts
less than one dollar.

We received some comments on this
proposal, which are summarized below:

Comment. A commenting party
contended that our list of device offsets
in our proposed rule is incorrect since
it includes many computed offsets to
APC payments for devices that will no
longer receive pass-through payments.
The commenter recommended that we
exclude the offsets of all devices in
categories that are bundled, since there

is no separate pass-through payment to
be offset.

Response. The offset list is a list of
potential offsets. We, of course, do not
know in advance which procedures and
APCs will be mapped into new
categories as the new categories are
created and become effective. Yet, we
are required to subtract the amount of
similar devices in pass-through payment
under section 1833(t)(6)(D)(ii) of the
Act. Therefore, for the proposed rule,
we calculate the device costs in each
APC and include APCs on the offset list
if their device costs were at least 1
percent of the APC’s cost. We use a
similar list for this final rule.

Comment. One commenter expressed
concern about the difference in offset
amounts proposed for APC 0107,
Insertion of Cardioverter-Defibrilator,
and APC 0108, Insertion/Replacement/
Repair of Cardioverter-Defibrilator
Leads. The commenter wondered why,
when the cost of the cardioverter-
defibrilator is 2 to 3 times the cost of the
leads, the offset amount for APC 0107 is
less than the offset amount for APC
0108.

Response. The commenter is incorrect
that we proposed an offset amount for
0107 (83.18 percent) that is less than for
0108 (82.18 percent). Moreover, the
commenter mistakenly believes that
APC 0107 is for insertion/replacement/
repair of cardioverter-defibrilator leads
when, in fact, the definition of CPT code
33249 (the only CPT code in APC 0108)
is “Insertion or repositioning of
electroleads for single or dual chamber
pacing cardioverter-defibrilator and
insertion of pulse generator.” Hence,
CPT code 33249 is for the insertion of
a pulse generator and insertion or
repositioning of leads. It is not, as the
commenter indicates, for insertion or

repositioning of leads alone. As shown
in Table 11, the offset percent for APC
0107 is 93.29 and the offset percent for
APC 0108 is 92.99.

Comment. A commenting party
contended that the offsets appear to be
computed using departmental cost-to-
charge ratios (CCRs), yet pass-through
payments for devices were computed
using an overall hospital CCR. The party
contended that in cases in which the
hospital CCR is higher than the
departmental CCR, there is effectively a
zero pass-through payment for devices.
Therefore, the party recommended that
the offsets should be calculated using
the same CCRs used to compute pass-
through payments.

Response: Although the commenter
states that calculating a device pass-
through payment using a hospital CCR
that is higher than the departmental
CCR used to determine the applicable
offset amount results in effectively no
payment for a device, it appears to us
that the opposite result would occur.
That is, in the situation described, a
lower offset amount would be applied to
a higher calculated device cost,
resulting in a higher net device
payment. Offset amounts represent
device costs that are included in the
median costs of a procedure. The
median cost of the procedure is
determined, as we determine median
costs for all services, by totaling all the
procedure’s component costs calculated
using department-specific CCRs. We use
department-specific CCRs to calculate
the cost of the procedure, which
includes devices, and because offsets
are intended to represent the cost of
devices that are included in the cost of
the procedure, we believe the same
departmental-CCR method must be
applied in calculating offsets.

TABLE 11.—OFFSETS TO BE APPLIED FOR EACH APC THAT CONTAINS DEVICE COSTS

Device related
APC percent costs to be sub-
APC Description attributed to tracted from
devices pass-through
payment

0032 ....... Insertion of Central Venous/Arterial Catheter ............oooiuiiiiiiiiiiie e 31.96 $191.22
0048 ....... Arthroplasty with Prosthesis .........cccoceiiiiiiiiiiee e, 29.92 633.96
0051 ....... Level Ill Musculoskeletal Procedures Except Hand and Foot ..... 1.31 22.48
0052 ....... Level IV Musculoskeletal Procedures Except Hand and Foot .... 3.08 65.48
0080 ....... Diagnostic Cardiac Catheterization ............ccccoooeieiiiiiiiiciieeee 10.63 195.69
0081 ....... Non-Coronary Angioplasty or Atherectomy ... 31.45 713.58
0082 ....... COroNArY AtNEIECIOMY .....ieiieiitiii et ettt ettt ettt e et e et e e sttt e e aabb e e e asbeeeabbe e e aabbeeeaabbeeessnneeeabnnaaane 48.25 2,174.88
0083 ....... Coronary Angioplasty and Percutaneous ValVUlOpIasty .........cccccouieiriiieiiiie e see e esieee e 29.59 802.06
0085 ....... Level Il Electrophysiologic Evaluation ..............cccccoecveennnne 37.00 805.10
0086 ....... Ablate Heart Dysrhythm FOCUS ..........cccccveeinnns 41.96 1,156.01
0087 ....... Cardiac Electrophysiologic Recording/Mapping 51.40 1,056.10
0088 ....... Thrombectomy ......ccccceeceeeiiiee e 3.80 64.56
0089 ....... Insertion/Replacement of Permanent Pacemaker and Electrodes ..................... 77.40 4,543.29
0655 ....... Insertion/Replacement/Conversion of a permanent dual chamber pacemaker . 77.14 4,942.78
0090 ....... Insertion/Replacement of Pacemaker Pulse Generator ...........ccccceevcveeiiiieeennns 79.61 3,782.34
0654 ....... Insertion/Replacement of a permanent dual chamber pacemaker ..........cccccoevvveviieevicieeveiee e, 78.27 3,749.52
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TABLE 11.—OFFSETS TO BE APPLIED FOR EACH APC THAT CONTAINS DEVICE COoSTsS—Continued
Device related
APC percent costs to be sub-
APC Description attributed to tracted from
devices pass-through
payment

0091 ....... (Y= I I T ot U - U I o 1 T o SRS 1.08 15.04
0653 ....... Vascular Reconstruction/Fistula Repair With DEVICE ...........ccoiiiiiiiiiiiiiiee e 10.83 169.60
0104 ....... Transcatheter Placement of Intracoronary Stents ........ 46.65 1,862.31
0105 ....... Revision/Removal of Pacemakers, AICD, or Vascular 4.60 44.61
0106 ....... Insertion/Replacement/Repair of Pacemaker and/or EIeCtrodes ..........cccccvveviveeiiiieeeiiieeesiee e 50.46 1,442.72
0107 ....... Insertion of Cardioverter-DefiDrillator ... e 93.29 15,871.30
0108 ....... Insertion/Replacement/Repair of Cardioverter-Defibrillator Leads ... 92.99 21,509.86
0109 ....... Removal of Implanted DeVICES ..........cccceeiiiiiiiiiieeiiee e 1.61 6.27
0115 ...... Cannula/Access DEVICE PrOCEAUIES .........coiuiiiiiiiieite ittt 25.85 327.87
0119 ....... IMPIANALION Of DEVICES ....eeiiiiiii ettt ettt e e ebe et e et e e e sb e e s abe e e snbreeeannnas 74.37 3,463.86
0122 ....... Level Il Tube Changes and Repositioning ... 40.26 225.62
0124 ....... Revision of Implanted Infusion PUMP .......ccccoiiiiiiiiiieiiiieens 52.73 1,377.33
0151 ....... Endoscopic Retrograde Cholangio-Pancreatography (ERCP) ......ccoocoveviiiieiiiie e 2.87 26.21
0152 ....... Percutaneous Abdominal and Biliary ProCEAUIES ...........coeiiiiiiiiiieeiiiiee i 31.57 165.11
0652 ....... Insertion of Intraperitoneal Catheters 10.91 160.05
0154 ....... Hernia/Hydrocele Procedures .............. 2.73 36.63
0167 ....... Level 1l Urethral ProCRAUIES ..........oiiiiiiiiiieitie ittt 43.96 649.32
0168 ....... Level 11 Urethral PrOCEAUIES .......c.uiiiiiiii ettt ettt et e et e e s nne e e sann e e e anneas 1.15 14.67
0179 ....... Urinary Incontinence Procedures .. 56.34 3,066.24
0182 ....... Insertion of Penile Prosthesis .............. 58.45 2,908.45
0202 ....... Level VIII Female REProdUCTIVE PrOC .......ccuviiiiuiieiiiiieeiiieeeiee s stee e seee s iaeeesneaesntaeessaeeesnnaeeennnnas 38.35 911.22
0222 ....... Implantation of NeurologiCal DEVICE ........ccueiiiiiiiiiiiie ettt 88.08 10,461.01
0223 ....... Implantation of Pain Management Device .... 52.96 1,133.11
0225 ....... Implantation of Neurostimulator Electrodes .. 81.03 5,888.13
0226 ....... Implantation of Drug INfUSION RESEIVOIT .......ccociiiiiiiiie et eseie et e ee e e e e e sae e e eesnaeeeannes 82.74 6,228.55
0227 ....... Implantation of Drug INfUSION DEVICE .......cc.ueiiiiiiiiiiiie ettt 81.57 6,147.49
0229 ....... Transcatheter Placement of Intravascular Shunts .. 63.65 1,907.33
0246 ....... Cataract Procedures with IOL Insert ...........c.c........ 1.38 16.00
0259 ....... LeVel VI ENT PrOCEAUIES .....coiuiiiiiiiiiiiiteeit ettt ettt ettt sttt ettt sb ettt e e nne e 84.07 16,118.86
0279 ....... Level Il Angiography and Venography except EXtremMIty .........cccceeiiiiieiiiiieniiee e 2.18 9.83
0280 ....... Level Il Angiography and Venography except Extremity ... 4.89 38.80
0297 ....... Level Il Therapeutic Radiologic Procedures ..............cccc...... 1.35 5.41
0651 ....... Complex Interstitial Radiation Source APPlICAtION ........coccveeiiiieeiiie e e raee e 85.13 2,429.25
0670 ....... Intravenous and IntracardiaC URTaSOUNG ..........c..oooiuiiiiiiiiiiiiiie e 53.75 847.71
0680 ....... Insertion of Patient Activated Event Recorders ... 77.72 2,275.14
0681 ....... Knee Arthroplasty ........ccoocveeiiiieeeniiie e 64.16 4,945.63
0686 ....... (Y= I LIS (T 2 (= o - 1 USRS 37.79 280.72
0687 ....... Revision/Removal of Neurostimulator EIECtrodes ............oooiiiiiiiiieiiiieeeeeeee e 35.06 472.51
0688 ....... Revision/Removal of Neurostimulator Pulse Generator Receiver . 69.42 2,699.74
0648 ....... Breast Reconstruction With PrOStNESIS ........cooiiiiiiiiiieieii et 31.69 740.32

2. Devices Paid With Multiple
Procedures

As explained above, under section
1833(t)(6)(D)(ii) of the Act, the amount
of additional payment for a device
eligible for pass-through payment is the
amount by which the hospital’s cost
exceeds the portion of the otherwise
applicable APC payment amount that
the Secretary determines is associated
with the device. Thus, for devices
eligible for pass-through payment, we
reduce the pass-through payment
amount by the cost attributable to the
device that is already packaged into the
APC payment for an associated
procedure. For 2002, we developed
offset amounts for 59 APCs (March 1,
2002 final rule, 67 FR 9556 through
9557, Table 1).

In our November 30, 2001 final rule
(66 FR 59856), we articulated a policy

regarding the calculation of the offsets
for device costs already reflected in
APCs in cases where the payment for
the associated APC is reduced due to
the multiple procedure discount. The
policy was in response to several
commenting parties that recommended
that we apply the multiple procedure
discount only to the non-device-related
portion of the APC payment amount (66
FR 59906).

We agreed with the commenters that
the full pass-through offset should not
be applied when the APC payment is
subject to the multiple procedure
discount of 50 percent.

The purpose of the offset is to ensure
that the OPPS is not making double
payments for any portion of the cost
associated with the use of the pass-
through item. We stated in the
November 30, 2001 rule that the offset
should reflect that portion of the cost for

the pass-through device actually
reflected in the payment that is received
for the associated APC. We
consequently ruled that the most
straightforward methodology for
applying this principle is to reduce the
amount of the offset amount by 50
percent whenever the multiple
procedure discount applies to the
associated APC. This discounting of the
offset is applied in 2002 to bills subject
to multiple procedure discounting that
also include devices eligible for pass-
through payment.

The significant number of device
categories that are expiring in 2003
combined with our proposal to package
100 percent of device costs into their
associated APCs has prompted us to
revisit the current policy of reducing
offsets for pass-through devices in
instances when multiple procedure
discounts are applied to procedures
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associated with pass-through device
categories. In order to determine the
impact of multiple procedure
discounting on APCs with full
packaging of device costs, we reviewed
the median costs of all APCs after
incorporation of device costs and
arrayed them in order of descending
median cost. We also determined the
contribution (in absolute dollars and as
a percentage) of device costs to the
median costs of each APC.

We then determined which APCs
containing devices would be billed
together. We next determined, based on
median cost data, which device
containing APCs would be subject to the
50 percent multiple procedure
reduction. After identifying these APCs,
we applied a 50 percent reduction to
arrive at a discounted payment amount.
We then reviewed the contribution of
device costs to the discounted APC both
as a percentage and in absolute dollars
to determine if applying the 50 percent
reduction would result in
underpayment for the service. We
determined that the reduced payment
was adequate to pay both for the devices
incorporated into the APC and for the
procedure cost in the context of
performing multiple procedures. We
obtained the same results even when we
overstated device costs in our model by
5 or 10 percent to offset concerns
expressed by some manufacturers and
physicians that hospital charges for
transitional pass-through devices may
be understated.

We noted that almost all APCs with
high device costs (such as insertion of
pacemakers, insertion of cardioverter-
defibrillators, insertion of infusion
pumps and neurostimulator electrodes)
would never be subject to a multiple
procedure discount. They have the
highest relative weights in the OPPS,
and we would not expect these
procedures to be performed during the
same operative session with a higher
paying procedure with status indicator
“T.” Therefore, we proposed to
continue our current policy of multiple
procedure discounting. That is, when
two or more APCS with status indicator
“T” are billed together we proposed to
pay 100 percent for the highest cost APC
and 50 percent for all other APCs with
status indicator “T.”” We proposed not
to adjust these payments to account for
device costs in the APCs.

We received a large number of
comments on this proposal, which are
summarized below:

Comment: Many commenters asked
that the status indicator be changed
from “T” to ““S” for APCs for which a
large amount of the cost of the APC is
cost for a device that is packaged into

the APC. They said that it is not
appropriate to apply the multiple
procedure discount that is applied to
services with status indicator “T” to
APCs for which the cost of a device is
the majority of the cost of the APC
because there is no efficiency in the
provision of multiple devices. They said
that the multiple procedure discount
should only apply to the nondevice
portion of the APC payment.

Response: We reviewed the data for
combinations of APCs billed on the
same claim and determined that it
would not be typical for an APC, which
is predominantly device cost, to be the
second or subsequent APC on the same
claim. Hence, it would not be typical
that the predominantly device APC
would be reduced (because a
predominantly device APC would
generally be the highest cost APC on the
claim).

In the case of APC 225, however, we
did change the status indicator to “S”
because we were convinced that it must
be performed when APC 222 also
performed and that, therefore, a status
indicator of “T” would not result in
appropriate payment for 225.

Comment: A number of commenters
took issue with our claim that almost all
APCs with high device costs (such as
insertion of pacemakers, insertion of
cardioverter-defibrillators, insertion of
infusion pumps, and neurostimulator
electrodes) would never be subject to a
multiple procedure discount. They
asserted that some high cost APCs do
incur multiple procedure discounting.
The example most provided is the
implantation of a neurostimulator (APC
0222) with neurostimulator electrodes
or leads (APC 0225). They said that the
multiple procedure discount along with
proposed payment cuts to these APCs
even more significantly impact the
payment of these services and warrant
extensive review, analysis, and
consideration of outside data. They also
recommended that we change the status
indicators for these procedures to “S”’
(significant procedure), which are not
reduced when performed as a multiple
procedure in the same session. Other
examples cited were: bilateral
neurostimulator implants for patients
with Parkinson’s disease (APC 0222)
and implantation of a spinal infusion
pump, which involves implantation of a
catheter (APC 0223) and infusion pump
(APC 0227) and dual implantation of an
artificial urinary sphincter and a penile
prosthesis in prostate cancer survivors.
One commenter recommended that all
device-related APCs have a status
indicator of “S” to reflect significant
resources.

Response: We continue to believe that
most procedures with significant device
costs packaged in will, if provided on
the same day and billed in conjunction
with another procedure, be the most
expensive procedure on the claim and
thus not subject to discounting. We are
concerned that, if we were to
discontinue our policy of reducing
payment for multiple procedures, we
would overpay some lower valued
procedures. We received many
thoughtful comments on the multiple
procedure discounting of certain APCs
and we intend to take these comments
under advisement and study this issue
further.

Comment: One commenter objected to
our proposal to stop applying the 50
percent discount to offsets to pass-
through payments when there are
multiple procedures involving a claim
of a pass-through device also.

Response: As discussed above, the
discount to offsets to pass-through
payments will become a much less
significant aspect beginning January 1,
2003, when we will retire 95 of 97
existing categories and add a limited
number of new categories.

F. Outpatient Billing for Dialysis

Currently, Medicare does not pay for
dialysis treatments furnished to End-
Stage Renal Disease (ESRD) patients on
an outpatient basis, unless the hospital
also has a certified hospital-based ESRD
facility. As a result of this policy, ESRD
patients in need of emergency dialysis
have been admitted to the hospital.
These admissions have been found to be
inappropriate by the Quality
Improvement Organizations, and
payment has been denied.

When ESRD patients come to the
hospital for a medical emergency or for
problems with their access sites, they
typically miss their regularly scheduled
dialysis appointments. If the ESRD
patient’s usual facility is unable to
reschedule the dialysis treatment, the
ESRD patient has to wait until the next
scheduled dialysis appointment. We are
concerned that by maintaining this
policy, ESRD patients may be receiving
interrupted care because there will be
unnecessary lapses in treatment. The
ESRD patient should not be prevented
from receiving her or his normal
dialysis because he or she experienced
another unrelated medical situation.
Therefore, we proposed to allow
payment for dialysis treatments for
ESRD patients in the outpatient
department of a hospital in specific
situations. Payment would be limited to
unscheduled dialysis for ESRD patients
in exceptional circumstances.
Outpatient dialysis for acute patients
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would not be included in this payment
mechanism.

In certain instances, it is appropriate
to dialyze ESRD patients on an
outpatient basis. We proposed to allow
payment for these nonroutine dialysis
treatments in medical situations in
which the ESRD patient cannot obtain
her or his regularly scheduled dialysis
treatment at a certified ESRD facility.
The circumstances in which we
proposed to allow payment are limited
to:

* Dialysis performed following or in
connection with a vascular access
procedure;

» Dialysis performed following
treatment for an unrelated medical
emergency; for example, if a patient
goes to the emergency room for chest
pains and misses a regularly scheduled
dialysis treatment that cannot be
rescheduled, we would allow the
hospital to provide and bill Medicare for
the dialysis treatment; and

* Emergency dialysis—Currently, the
only mechanism available for payment
in this situation is through an inpatient
admission. We will maintain our policy
that routine treatments in non-ESRD
certified hospitals would not be payable
under OPPS.

We believe it is important to make
this change in the policy for two
reasons:

» To ensure that hospital outpatient
departments are paid for providing this
much needed service; and

» To prevent dialysis patients from
receiving interrupted care. Non-ESRD
certified hospital outpatient facilities
would bill Medicare using a new G
code, GOGGG, ‘“Unscheduled or
emergency treatment for dialysis for
ESRD patient in the outpatient
department of a hospital that does not
have a certified ESRD facility.” We
proposed that this new code will have
status indicator “‘S” and be assigned to
APC 0170. Payment would be roughly
equivalent to the reimbursement rate for
acute dialysis. We proposed to
implement this change effective January
1, 2003. Effective January 1, 2003, this
would be the only way for non-ESRD
certified hospital outpatient facilities to
bill Medicare and be paid for providing
nonroutine outpatient dialysis to ESRD
patients.

We will be monitoring the use of this
new code to ensure the following:

* Certified dialysis facilities are not
incorrectly using this code.

* The same dialysis patient is not
repeatedly using this code, which
would indicate routine dialysis
treatment.

When ESRD patients receive
outpatient dialysis in non-ESRD

certified hospital outpatient facilities,
the patient’s home facility would be
responsible for obtaining and reviewing
the patient’s medical records to ensure
that appropriate care was provided in
the hospital and that modifications are
made, if necessary, to the patient’s plan
of care upon her or his return to the
facility. This ensures continuity of care
for the patient.

We received eight comments on our
proposal to allow payment for dialysis
treatments for ESRD patients in the
outpatient department of a hospital.
Although all of the comments support
our proposed changes, some
commenters asked for clarification on
issues pertaining to this provision.

Comment: One commenter requested
that we provide clarification on how the
payment rate would be determined for
this service.

Response: In the August 9, 2002
proposed rule, we provided the
payment rate for providing dialysis
treatments for ESRD patients in the
outpatient department of a hospital. The
proposed rule stated that this service
would be assigned Ambulatory Payment
Classification (APC) 0170, and
Addendum A provides the payment rate
for this APC. Effective January 1, 2003,
the payment national unadjusted rate
for this service will be $252.16.

Comment: One commenter wanted
clarification on how services typically
associated with outpatient dialysis such
as covered pharmaceuticals and
laboratory testing will be accounted for
under the proposed policy.

Response: We would pay separately
for laboratory tests based on the
laboratory fee schedule. Drugs may or
may not be paid separately from the
payment for the dialysis treatment. The
drugs that would be paid separately
would have a separate APC. If there is
not a separate APC, then the drugs
would be packaged into the APC paid
for the dialysis treatment.

Comment: One commenter expressed
concern that the proposal to require the
ESRD patient’s home facility to obtain
and review the patient’s medical records
from the hospital would create an
additional information collection
burden for dialysis facilities. The
commenter requested that we include
language in the final rule that
specifically outlines the hospital’s
responsibilities in providing the
patient’s medical records to the home
facility.

Response: There should be a regular
exchange of information between a
patient’s home facility and any treating
facilities to verify the care that has been
provided and to ensure that patients are
not receiving inappropriate or incorrect

treatment. The dialysis facility is,
however, ultimately responsible for
effectively coordinating the care of its
patients, including the inclusion of all
information in the patient’s medical
record, and we believe obtaining and
reviewing information from other
treating facilities is part of this
responsibility. The medical record
indicates what care has actually been
provided, and it also provides the data
for evaluation and documentation of the
quality and appropriateness of the care
delivered. We believe subsequent
dialysis treatment at the patient’s home
facility should not be provided without
information from another treatment
facility because the home facility may
need to make adjustments to the plan of
care when the patient returns to the
facility, so the facility should obtain this
information from the hospital to
implement any new strategies, etc.
Furthermore, since dialysis facilities
should already be collecting medical
records for home dialysis patients and
for traveling patients, we do not view
this as an additional information
collection burden. We view this as a
responsibility within the facilities scope
of practice.

Comment: One commenter cautioned
us about the potential for abuse with
this proposal and recommended that we
develop clear guidelines governing the
use of this new code.

Response: We agree with the
commenter, and we plan to issue
instructions for the use of the code as
well as develop code edits to monitor
the use of this code to prevent potential
fraud and abuse. The instructions will
be issued at a later date.

Comment: Another commenter
requested clarification of the word
“routine,” and what criteria that we will
apply to establish whether a patient is
receiving ‘“‘routine” dialysis treatment.
The commenter also requested
documentation requirements (for
example, diagnoses, other procedures,
etc.) for meeting these “exceptional
circumstances” defined in the August 9,
2002 proposed rule.

Response: We define ‘“‘routine”
dialysis as the three times per week
maintenance treatment the same patient
would normally receive at his or her
home facility. We would consider a
patient to be receiving routine dialysis
if the claims received from the
outpatient department indicated that the
same patient received dialysis treatment
more than once a week in this setting.

The August 9, 2002 proposed rule
states that we would allow payment for
this unscheduled dialysis under
exceptional circumstances, and these
circumstances would be (1) dialysis
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performed following or in connection
with a vascular access procedure; (2)
dialysis performed following treatment
for an unrelated medical emergency;
and (3) emergency dialysis. These are
the only situations in which payment
would be made for dialysis provided in
the outpatient department of a hospital
without a certified dialysis facility. As
stated above, we plan on issuing
instructions governing the specific use
of this code at a later date.

Comment: The commenter requested
clarification as to whether an emergency
department that is part of a larger
hospital that contains a certified dialysis
unit is already considered an ESRD
certified location. Specifically, is this
proposed payment change only for those
providers that do not have a certified
dialysis unit on their premises, making
them a non-ESRD certified outpatient
facility? If the answer is yes, then would
the emergency department that is part of
the hospital that has an ESRD-certified
location bill the new dialysis G code if
dialysis is given on an emergency basis
while the ESRD certified location is
closed?

Response: The proposed G code is
specifically designated for an outpatient
department of a hospital that does not
have a certified ESRD facility.
Therefore, a hospital’s emergency
department cannot use the code just
because the certified dialysis facility is
closed. The basis for this decision is to
prevent potential fraud and abuse. We
do not want dialysis facilities to use this
as a means of circumventing the current
requirements to receive a higher
reimbursement rate for providing
dialysis treatment. As stated above, we
plan on issuing instructions governing
the specific use of this code at a later
date.

XI. Summary and Responses of Public
Comments to CMS’s Response to
MedPAC Recommendations

In the August 9, 2002 proposed rule,
we responded to the Medicare Payment
Advisory Commission (MedPAC) March
2002 Report to the Congress: “Medicare
Payment Policy,” recommendations
relating to the OPPS (67 FR 52141
through 52143). We received no
comments on our responses to
MedPAC’s recommendations. Therefore,
we will not discuss that response
further here. We did receive comments
from MedPAC on other issues in the
proposed rule. For convenience we
group those comments and our
responses here:

Comment: MedPAC endorsed our
proposal to create APCs for procedures
involving drug-eluting stents and noted,
“This step illustrates that CMS can

respond rapidly to ensure adequate
payment for technologies that are
thought to be of a breakthrough nature.”
The Commission noted that our reliance
on data from other countries to set the
payment rate for this new technology
appeared adequate in this instance.
However, it expressed some reservation
about the long-term issues that might
attend more general use of such data.
MedPAC has begun to consider these
issues in more depth and urges us to do
so as well.

Response: We appreciate the
Commission’s views. We have adopted
our proposal for drug-eluting stents,
including our method of setting the
payment rate. We will give further
consideration to the issues involved in
use of foreign data.

Comment: MedPAC discussed the
possibility that a pro rata reduction to
payments for transitional pass-through
drugs and devices would be needed this
year, though we had not reached a
conclusion on this question in the
August 9, 2002 proposed rule. The
Commission commented that even if a
modest pro rata reduction is needed, it
does not anticipate serious
consequences for access to new
technology services for several reasons.
First, the methods for calculating
transitional pass-through payments may
overcompensate for these services.
Second, hospitals are still likely to use
these items to improve care and
maintain reputations for excellence.
Third, little evidence is available that
indicates access problems resulting from
the large pro rata reduction in 2002.
Fourth, asking hospitals to share in the
costs of new technologies gives them
incentives to assess their value before
adopting them.

Response: We have concluded that no
pro rata reduction will be necessary for
2003. We appreciate and agree with the
Commission’s analysis of the possible
effects of a pro rata reduction.

Comment: Regarding payment for
medical devices no longer eligible for
transitional pass-through payments,
MedPAC urged us to work with
stakeholders in instances where
creditable evidence is available that
coding issues may have led to
inaccurate payment rates. The
Commission does not believe that an
extension of transitional pass-through
eligibility is warranted or that data other
than hospital cost data should be used
where reliable hospital cost data are
available. It also urged us to monitor
beneficiary access to procedures that
include such devices if payments are
cut significantly.

Response: We agree that extension of
transitional pass-through eligibility is

not warranted, and we do not believe
that the statute contemplates that it
could be continued. We also agree that
stakeholders may have valuable input,
and as we describe elsewhere in this
final rule, we have received a great deal
of helpful information that has informed
the policies adopted in this rule
designed to moderate payment
reductions that may be associated with
use of devices (and of drugs) previously
in transitional pass-through status. We
also agree that monitoring access by
beneficiaries to these procedures is
important, and we expect to do so to the
extent feasible.

Comment: MedPAC expressed
concern that our proposal to pay
separately for high-cost drugs but not for
other drugs has the potential to distort
the payment system. Where drugs may
substitute for one another, hospitals
may face incentives to use those paid
separately. The Commission urged us to
limit the amount of time this policy is
followed and to work to move more
drugs into the procedure APCs.

Response: We agree that this policy
may have distorting effects on
incentives, and we do not intend to use
it longer than necessary. In future years,
we hope to propose additional changes
to this policy, and in particular to
package drugs into procedure APCs
where this approach appears reasonable.
We hope further improvements in our
data and further attention to the
structure of APCs involving the use of
drugs, such as those for infusion and
injection, will provide the foundation
for future policy development in this
area.

Comment: MedPAC commented that
hospital cost data are preferable to
AWPs set by manufacturers. The
Commission indicated the need to give
careful consideration to stakeholder
comments on payment for drugs and the
importance of monitoring beneficiary
access.

Response: We agree.

Comment: MedPAC commented that
the reductions in payments for drugs
that may no longer be eligible for
transitional pass-through payments
based on 95 percent of average
wholesale price (AWP) will result in
lower payments for these drugs than in
other settings, such as physicians’
offices. These differences may lead to
shifts in the site of care based on
financial considerations. MedPAC
commented that this effect is not
sufficient reason to change payments for
these drugs in the hospital outpatient
setting, but that it indicates the need for
a new approach to paying for Part B
drugs.
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Response: The possibility of
inappropriate shifts in site of service is
a source of concern. We note, however,
that payment rates for these drugs only
shifted to 95 percent of AWP at the
inception of the OPPS; before that time,
Medicare paid for drugs in outpatient
departments at reasonable cost, subject
to statutory reductions. Medicare
payment for drugs in physicians’ offices
has been set at 95 percent of AWP
throughout this period. It is not clear
that the increase in drug payments in
outpatient departments from August
2000 to the present has led to
substantial shifts in site of service, and
the response to the forthcoming
reductions may be muted as well.
Nonetheless, we believe that Medicare
should attempt to align payments across
settings to the greatest extent possible in
order to avoid inappropriate incentives
to shift the site of service. In particular,
we agree that a new approach to paying
for Part B drugs would be desirable.

Comment: MedPAC noted that we
have the statutory authority to modify
updates to correct for unnecessary
increases in the volume of services or
for “upcoding” by hospitals. The
Commission urged us to carefully track
the volume of services and increases in
coding intensity.

Response: We have not proposed any
adjustment to the update for either of
these reasons, and we will not adopt
any such adjustment for 2003. We
continue to monitor the progress of the
OPPS system to discern whether we
should make any such adjustment in the
future.

Comment: MedPAC noted that small
rural hospitals will continue to be held
harmless for losses under the OPPS in
2003. The Commission urged us to
study the performance of small rural
hospitals and evaluate the impact of the
end of their hold-harmless status.

Response: We agree that small rural
hospitals warrant special attention. We
expect to study the effect of the
transitional corridor provision,
including the protection it affords these
hospitals, in the period since the
implementation of the OPPS so that we
can help evaluate what provision would
be appropriate for 2004 and beyond.

XII. Provisions of the Final Rule With
Comment for 2003

A. OPPS

The provisions of this final rule with
comment restate changes to the
Medicare hospital OPPS and CY 2003
payment rates including changes used
to determine these payment rates set
forth in the August 9, 2002 proposed
rule, except as noted elsewhere in the

preamble. The following is a highlight
of provisions implemented in this final
rule, which are discussed in detail
above.

1. Statutory and Discretionary Changes

» We revised the methodology for
calculating relative weights to dampen
the difference in the median costs for all
APCs for which the median costs fell
more than 15 percent from 2002 to 2003;
used only claims on which devices were
reported to set the median for APCs for
which the device was either essential or
frequently used in the procedures in the
APC; split some APCs for which devices
were an issue to achieve more accurate
pricing; limited the reduction in median
costs for blood and certain blood
products to 11 percent, which limited
the reduction in payment from 2002 to
2003 to about 15 percent; used
acquisition costs from external sources
as a factor together with claims data in
setting adjusted medians for four APCs.

* We reviewed and revised the
composition of APCs to comply with the
limitation on variation in procedure
medians and to achieve more accurate
reflections of the costs.

* We removed from pass-through
status those drugs and devices that will
have been on pass-through status for at
least 2 years on January 1, 2003. We
packaged the costs of the expiring
devices into the payments for the APCs
with which the devices were billed. We
packaged the costs of the expiring drugs
into the APCs with which the drugs
were billed if the per encounter drug
cost was less than $150; we established
APCs for those drugs for which the per
encounter drug cost was more than $150
and for blood and certain blood
products. We paid for influenza and
pneumococcal pneumonia vaccines and
orphan drugs on a reasonable cost basis.

* We estimated the amount of
payment that would be made under the
pass through provisions and compared
it to 2.5 percent of the projected
program expenditures; we determined
that no pro rata reduction would be
needed for 2003, and we adjusted the
conversion factor accordingly.

* We established the percentages by
which pass-through devices would be
reduced to remove the part of the
payment that is packaged into the APC
when it is billed with the device.

* We finalized the regulations that
describe the criteria that must be met for
a device to get a pass-through code.

* We issued the 2003 wage index and
conversion factor that would be applied
to the relative weights to determine the
amount of payment for a particular
hospital.

2. Changes to the Regulations Text

* We amended §419.21(d)(3) to
delete influenza and pneumococcal
pneumonia vaccines from the list of
items that are paid to CORFs, HHAs,
and hospices under OPPS.

« We amended §419.66(c)(1) to
specify that we must establish a new
category for a medical device if it is not
described by any category previously in
effect as well as an existing category. We
received no comments concerning this
technical correction to our regulations
text. We are making this proposal final
in this final rule.

B. Payment Suspension for Unfiled Cost
Reports

We are adopting the provisions set
forth in the proposed rule without
change.

C. Partial Hospitalization Services

In the August 9, 2002 proposed rule,
we indicated we would be addressing
comments received on our proposal to
establish a new payment amount for
partial hospitalization services and
remove clinical social worker services
from the partial hospitalization benefit.
Upon further review we have
determined that we will not include this
issue in this final rule, but will address
it in future rulemaking.

D. Pneumococcal and Influenza
Vaccines

Section 419.21(d)(3) states that
“Pneumococcal vaccine, influenza
vaccine, and hepatitis B vaccine” are
paid under the OPPS for comprehensive
outpatient rehabilitation facilities, home
health agencies, and hospices. There is
no specific inclusion of hospitals, but
we have paid hospitals for them under
the OPPS since the OPPS began. We are
removing the pneumococcal vaccine
and influenza vaccine from this
paragraph and want to pay for it under
reasonable cost. We are requesting
public comment on this change.

XIII. Response to Public Comments

Because of the large number of items
of correspondence we normally receive
on Federal Register documents
published for comment, we are not able
to acknowledge or respond to them
individually. We will consider all
comments we receive by the date and
time specified in the DATES section of
this preamble, and, if we proceed with
a subsequent document, we will
respond to comments in the preamble to
that document.
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XIV. Collection of Information
Requirements

This rule does not impose information
collection and recordkeeping
requirements. Consequently, it need not
be reviewed by the Office of
Management and Budget under the
authority of the Paperwork Reduction
Act of 1995.

XV. Regulatory Impact Analysis

The regulatory impact analysis for
this final rule consists of an impact
analysis for the OPPS provisions and a
regulatory impact statement for the
provision for payment suspension for
unfiled cost reports.

A. OPPS

1. General

We have examined the impacts of this
rule as required by Executive Order
12866 (September 1993, Regulatory
Planning and Review), the Regulatory
Flexibility Act (RFA) (September 16,
1980, Pub. L. 96—-354), section 1102(b) of
the Social Security Act, the Unfunded
Mandates Reform Act of 1995 (Pub. L.
104-4), and Executive Order 13132.

Executive Order 12866 (as amended
by Executive Order 13258, which
merely reassigns responsibility of
duties) directs agencies to assess all
costs and benefits of available regulatory
alternatives and, if regulation is
necessary, to select regulatory
approaches that maximize net benefits
(including potential economic,
environmental, public health and safety
effects, distributive impacts, and
equity). A regulatory impact analysis
(RIA) must be prepared for major rules
with economically significant effects
($100 million or more in any 1 year).

We estimate the effects of the
provisions that will be implemented by
this final rule will result in
expenditures exceeding $100 million in
any 1 year. We estimate the total
increase (from changes in the final rule
as well as enrollment, utilization, and
case mix changes) in expenditures
under the OPPS for CY 2003 compared
to CY 2002 to be approximately $1.372
billion. Therefore, this final rule is an
economically significant rule under
Executive Order 12866, and a major rule
under 5 U.S.C. 804(2).

The RFA requires agencies to
determine whether a rule will have a
significant economic impact on a
substantial number of small entities. For
purposes of the RFA, small entities
include small businesses, nonprofit
organizations, and government agencies.
Most hospitals and most other providers
and suppliers are small entities, either
by nonprofit status or by having

revenues of $6 million to $29 million in
any 1 year (see 65 FR 69432).

For purposes of the RFA, we have
determined that approximately 37
percent of hospitals will be considered
small entities according to the Small
Business Administration (SBA) size
standards. We do not have data
available to calculate the percentages of
entities in the pharmaceutical
preparation manufacturing, biological
products, or medical instrument
industries that would be considered to
be small entities according to the SBA
size standards. For the pharmaceutical
preparation manufacturing industry
(NAICS 325412), the size standard is
750 or fewer employees and $67.6
billion in annual sales (1997 business
census). For biological products (except
diagnostic) (NAICS 325414), with $5.7
billion in annual sales, and medical
instruments (NAICS 339112), with $18.5
billion in annual sales, the standard is
50 or fewer employees (see the
standards Web site at http://
www.sba.gov/regulations/siccodes/).
Individuals and States are not included
in the definition of a small entity.

In addition, section 1102(b) of the Act
requires us to prepare a regulatory
impact analysis if a rule may have a
significant impact on the operations of
a substantial number of small rural
hospitals. This analysis must conform to
the provisions of section 604 of the
RFA. With the exception of hospitals
located in certain New England
counties, for purposes of section 1102(b)
of the Act, we define a small rural
hospital as a hospital that is located
outside of a Metropolitan Statistical
Area (MSA) and has fewer than 100
beds (or New England County
Metropolitan Area (NECMA)). Section
601(g) of the Social Security
Amendments of 1983 (Pub. L. 98-21)
designated hospitals in certain New
England counties as belonging to the
adjacent NECMA. Thus, for purposes of
the OPPS, we classify these hospitals as
urban hospitals. We believe that the
changes in this final rule will affect both
a substantial number of rural hospitals
as well as other classes of hospitals and
that the effects on some may be
significant. Therefore, we conclude that
this final rule has a significant impact
on a substantial number of small
entities. However, the statute provides
for small rural hospitals (of fewer than
100 beds) to be held harmless by the law
and to continue to be paid at cost;
therefore this final rule has no impact
on them.

Unfunded Mandates

Section 202 of the Unfunded
Mandates Reform Act of 1995 (Pub. L.

104-4) also requires that agencies assess
anticipated costs and benefits before
issuing any rule that may result in an
expenditure in any 1 year by State,
local, or tribal governments, in the
aggregate, or by the private sector, of
$110 million. This final rule will not
mandate any requirements for State,
local, or tribal governments. This final
rule imposes no unfunded mandates on
the private sector.

Federalism

Executive Order 13132 establishes
certain requirements that an agency
must meet when it publishes a proposed
rule (and subsequent final rule) that
imposes substantial direct costs on State
and local governments, preempts State
law, or otherwise has Federalism
implications.

We have examined this final rule in
accordance with Executive Order 13132,
Federalism, and have determined that it
will not have an impact on the rights,
roles, and responsibilities of State, local
or tribal governments. The impact
analysis (see Table 10) shows that
payments to governmental hospitals
(including State, local, and tribal
governmental hospitals) will increase by
5 percent under the final rule.

2. Changes in this Final Rule

We are making several changes to the
OPPS that are required by the statute.
We are required under section
1833(t)(3)(C)(ii) of the Act to update
annually the conversion factor used to
determine the APC payment rates. We
are also required under section
1833(t)(9)(A) of the Act to revise, not
less often than annually, the wage index
and other adjustments. In addition, we
must review the clinical integrity of
payment groups and weights at least
annually. Accordingly, in this final rule,
we are updating the conversion factor
and the wage index adjustment for
hospital outpatient services furnished
beginning January 1, 2003 as we discuss
in sections VIII and VI, respectively, of
this preamble. We are also revising the
relative APC payment weights based on
claims data from January 1, 2001
through December 31, 2001. Finally, we
are removing 95 devices and more than
200 drugs and biologicals from pass-
through payment status.

Under this final rule, the change to
the conversion factor as provided by
statute will increase total OPPS
payments by 3.7 percent in 2003. The
changes to the wage index and to the
APC weights (which incorporate the
cessation of pass-through payments for
many drugs and devices) do not
increase OPPS payments because the
OPPS is budget neutral. However, the
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wage index and APC weight changes do
change the distribution of payments
within the budget neutral system as
shown in Table 10 and described in
more detail in this section.

Alternatives Considered

Alternatives to the changes we are
making and the reasons that we are
choosing not to make them are
discussed throughout this final rule.
Below we discuss options we
considered when analyzing
methodologies to appropriately
recognize the costs of former pass-
through items. For a more detailed
discussion, see section IV.C regarding
the expiration of pass-through payment
for devices and section IV.D regarding
the expiration of pass-through payment
for drugs and biologicals.

Payment for Categories of Devices

We considered establishing separate
APCs for categories of devices and
paying for them separately. We are not
choosing this option because we believe
that to the extent possible, hospital
payment for procedures and visits
should include all of the costs required
to provide the procedures and visits.

A second option we considered
involved (1) packaging some categories
of devices into the procedures with
which they were billed in 2001 and (2)
paying the rest through separate APCs
(as discussed in section IV of this final
rule.). We are not choosing this option
because we believe that devices are
routinely used in the services for which
they are needed and therefore are
consistently paid at the cost of
providing the service. Furthermore,
criteria that will provide a basis for
some devices to be packaged and for
others to be paid separately must be
developed and approved, thereby
further complicating an already
complex payment system.

Payment for Drugs and Biologicals

We considered continuing to make
separate payment for all drugs and
biologicals through separate APCs. We
are not choosing to pay separately for all
drugs through separate APCs because
we believe that, to the extent possible,
hospital payment for services should
include all of the costs of the services.
We believe that drugs should be
packaged with the services in which
they are furnished except when we
determine that there is a valid reason to
do otherwise. However, we recognize
that (unlike the stability that exists with
device usage with the applicable
procedures) the use of drugs may vary
widely depending upon patient and
disease characteristics. Therefore,

packaging payment for all drugs may, in
some cases, provide inadequate
payment for the services furnished.
Where a hospital has a disproportionate
share of patients who need greater
amounts of expensive drugs,
underpayment for the drugs needed by
these patients could result in cessation
of needed services. For the first year that
we are ceasing transitional pass-through
payment for drugs, we decided to
proceed cautiously by paying separately
for drugs when the cost per encounter
was more than $150 or when special
characteristics existed (for example,
orphan drugs, blood products).

We also considered packaging the
costs of all drugs into the cost of the
associated procedures with which they
were billed in 2001. We did not package
all payment for drugs into the payment
for the procedures because, while this
packaging is ultimately our goal, we
believe, for the reasons indicated above,
that we need to proceed cautiously to
ensure that we do not inadvertently
threaten access to needed care.

Conclusion

It is clear that the changes in this final
rule will affect both a substantial
number of rural hospitals as well as
other classes of hospitals, and the effects
on some may be significant. Therefore,
the discussion below, in combination
with the rest of this final rule,
constitutes a regulatory impact analysis.

The OPPS rates for CY 2003 will have,
overall, a positive effect for every
category of hospital with the exception
of children’s hospitals, which are held
harmless under the OPPS. These
changes in the OPPS for 2003 will result
in an overall 3.7 percent increase in
Medicare payments to hospitals,
exclusive of outlier and transitional
pass-through payments and transitional
corridor payments. As described in the
preamble, budget neutrality adjustments
are made to the conversion factor and
the weights to ensure that the revisions
in the wage index, APC groups, and
relative weights do not affect aggregate
payments. The impact of the wage and
recalibration changes does vary
somewhat by hospital group. Estimates
of these impacts are displayed on Table
10.

The overall projected increase in
payments for urban hospitals is slightly
lower (3.1 percent) than the average
increase for all hospitals (3.7 percent)
while the increase for rural hospitals is
significantly greater (6.2 percent) than
the average increase. Rural hospitals
gain 2.2 percent from the wage index
change, and also gain 0.1 percent from
APC changes. A discussion of the
distribution of outlier payments that we

project under this final rule can be
found under section XV.A.4 below.
Table 11 presents the outlier
distribution that we expect to see under
this final rule.

3. Limitations of Our Analysis

The distributional impacts represent
the projected effects of the policy
changes, as well as statutory changes
effective for 2003, on various hospital
groups. We estimate the effects of
individual policy changes by estimating
payments per service while holding all
other payment policies constant. We use
the best data available but do not
attempt to predict behavioral responses
to our policy changes. In addition, we
do not make adjustments for future
changes in variables such as service
volume, service mix, or number of
encounters.

4. Estimated Impacts of This Final Rule
on Hospitals

The OPPS is a budget neutral
payment system under which the
increase to the total payments made
under OPPS is limited by the increase
to the conversion factor set under the
methodology in the statute. The impact
tables show the redistributive effects of
the wage index and APC changes. In
some cases, under this final rule,
hospitals will receive more total
payment than in 2002 while in other
cases they will receive less total
payment than they received in 2002.
The impact of this final rule will
depend on a number of factors, most
significant of which are the mix of
services furnished by a hospital (for
example, how the APCs for the
hospital’s most frequently furnished
services will change) and the impact of
the wage index changes on the hospital.

Column 4 in Table 12 represents the
full impact on each hospital group of all
the changes for 2003. Columns 2 and 3
in the table reflect the independent
effects of the change in the wage index
and the APC reclassification and
recalibration changes, respectively. We
excluded critical access hospitals
(CAHSs) from the analysis of the impact
of the 2003 OPPS rates that is
summarized in Table 12. For that
reason, the total number of hospitals
included in Table 10 (4,551) is lower
than in previous years. CAHs are
excluded from the OPPS.

In general, the wage index changes
favor rural hospitals, particularly the
largest in bed size and volume. The only
rural hospitals that will experience a
negative impact due to wage index
changes are those in Puerto Rico, a
decrease of 3.2 percent. Conversely, the
urban hospitals are generally negatively
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affected by wage index changes, with
the largest decreases occurring in those
with 300 to 499 beds (— 0.7 percent) and
those in the Middle Atlantic (—1.0
percent), Pacific (— 1.2 percent), and
Puerto Rico Regions (—1.6 percent).
However, this effect is somewhat
lessened by the distribution of outlier
payments as discussed in more detail
below.

The APC reclassification and
recalibration changes also favor rural
hospitals and have a negative effect on
urban hospitals in excess of 200 beds.
Specifically, urban hospitals with 300 to
499 beds (— 0.6 percent decrease) and
urban hospitals in excess of 500 beds (a

the proposed rule.

—0.8 percent decrease) all show a
decrease attributed to APC recalibration.
However, this decrease is much less

than what would have occurred under

In urban areas, hospitals that provide
a lower volume of outpatient services
are projected to receive a larger increase
in payments than higher volume
hospitals. In rural areas, hospitals with
higher volumes are expected to receive
higher increases in payments. In rural
areas, hospitals with volumes greater
than 42,999 services are projected to
experience a significant increase in
payments (7.7 percent). The less
favorable impact for the high volume

urban hospitals is attributable to both

wage index and APC changes. For

example, urban hospitals providing

more than 42,999 services are projected

to gain a combined 2.8 percent due to

these changes.

Major teaching hospitals are projected
to experience a smaller increase in
payments (2.7 percent) than the
aggregate for all hospitals (3.7 percent)

due to negative impacts of the wage

index (— 0.3 percent) and recalibration

(—0.8 percent). Hospitals with less

intensive teaching programs are
projected to experience an overall

increase (3.2 percent) that is smaller

than the average for all hospitals.

TABLE 12.—IMPACT OF CHANGES FOR CY 2003 HOSPITAL OUTPATIENT PROSPECTIVE PAYMENT SYSTEM

[Percent change in total payments to hospitals (program and beneficiary); does not include hold harmless, corridor, outlier or transitional pass-
through payments]

Number of New Wage All CY 2003
Hospitals? Index 2 Changes3 Changes#
(€] @ 4
ALL HOSPITALS oottt e e s 4,519 0 0 3.7
NON-TEFRA HOSPITALS ...ttt 3,989 0 -0.1 3.6
URBAN HOSPS ...ttt e e 2,420 -0.5 -0.1 3.1
LARGE URBAN (GT 1 MILL.) oottt 1,397 —-0.6 -0.1 3.1
OTHER URBAN (LE 1 MILL.) oottt 1,023 -0.5 -0.1 3.1
RURAL HOSPS ...ttt et e e e 1,569 2.2 0.1 6.2
BEDS (URBAN):
0—99 BEDS ...t 550 -04 0.7 4.0
100—199 BEDS .....oiiiiiiiiieii ettt 877 -0.6 0.6 3.7
200-299 BEDS ......oiiiiiieiietie et 488 —-0.6 0.1 3.3
300-499 BEDS .... 364 -0.7 —-0.6 2.4
500+ BEDS oot a e 141 -0.1 -0.8 2.8
BEDS (RURAL):
0—49 BEDS ... 752 0.2 0 4.0
5099 BEDS ... 478 1.4 -0.3 4.9
100—149 BEDS .....oiieiiiiiieiteeiee sttt 200 2.4 0.3 6.6
150—199 BEDS ....oooiiiiiiiiiet e 73 54 -0.5 8.9
200+ BEDS ...ttt 66 3.1 0.8 8.0
VOLUME (URBAN):
LT 5,000 ..ttt ettt bbb 182 0.9 34 8.0
5,000-10,999 293 -0.8 2.2 5.2
11,000-20,999 476 -0.7 11 4.2
21,000-42,999 667 -0.7 0.2 3.2
GT 42,999 ..t 802 -0.5 -0.4 2.8
VOLUME (RURAL):
LT 5,000 ..ttt et 334 0 11 49
5,000—10,999 ... 419 0.3 1.2 5.4
11,000-20,999 ..ot 387 1.2 0 5.0
21,000-42,999 ... 295 1.9 0 5.8
GT 42,999 ... 134 4.1 -0.3 7.7
REGION (URBAN):
NEW ENGLAND ...ttt 127 -0.6 0.4 3.4
MIDDLE ATLANTIC ..ottt 372 -1 0.1 2.7
SOUTH ATLANTIC ..ottt 367 -0.3 0.5 3.9
EAST NORTH CENT. .ottt 411 -0.7 -0.9 2.1
EAST SOUTH CENT. it 153 -0.8 -0.1 2.8
WEST NORTH CENT. ..ottt 170 -0.6 -1.1 2.0
WEST SOUTH CENT. ..ooiiiiiiiiiiieiiee e e 292 1 0 4.8
MOUNTAIN L.t e e e e st e e e s s ennnnees 122 0.2 -0.8 3.0
PACIFIC ..t 367 -1.2 0.8 3.3
PUERTO RICO ..ottt 39 -1.6 2.1 4.1
REGION (RURAL):
NEW ENGLAND ..ottt e e 40 1.7 -0.2 5.3
MIDDLE ATLANTIC ..o 63 1.9 -05 5.3
SOUTH ATLANTIC oottt 224 2.4 0.9 7.2
EAST NORTH CENT. ..ot 212 1.1 -1.7 3.2
EAST SOUTH CENT. ..ottt 232 2.2 1.2 7.3
WEST NORTH CENT. oottt 271 1.8 -0.6 5.0
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TABLE 12.—IMPACT OF CHANGES FOR CY 2003 HOSPITAL OUTPATIENT PROSPECTIVE PAYMENT SYSTEM—Continued

[Percent change in total payments to hospitals (program and beneficiary); does not include hold harmless, corridor, outlier or transitional pass-
through payments]

Number of New Wage APC All CY 2003
Hospitals® Index 2 Changes 3 Changes 4
(6 @ 3 @)
WEST SOUTH CENT. ..ot 278 1.9 14 7.2
MOUNTAIN 141 4.6 -0.6 7.9
PACIFIC oo 103 4.9 1 10.0
PUERTO RICO ..ot 5 -3.2 7.2 7.6
TEACHING STATUS:
NON-TEACHING .....cooiiiiiiiii s 2,922 0.3 0.3 4.4
MINOR L. 782 -0.3 -0.2 3.2
MAJOR ..o 284 -03 -08 2.7
DSH PATIENT PERCENT:
0 s 11 5.3 5.5 153
GT 0-0.10 .o 975 -0.2 -0.6 2.9
0.10-0.16 ..ooviiiiiiiiiiietec 872 0.6 -0.6 3.7
0.16-0.23 ... 766 -0.6 0 31
0.23-0.35 ... 755 -0.1 0.4 4.1
GE 0.35 i 610 0.1 16 5.5
URBAN IME/DSH:
IME & DSH ..o 982 -0.6 -04 2.7
IME/NO DSH ... 0 0 0 0.0
NO IME/DSH ..o 1,432 -05 0.4 3.6
NO IME/NO DSH ....ooviiiiiiie s 6 6.1 5.1 15.7
RURAL HOSP. TYPES:
NO SPECIAL STATUS ..ot 607 0.5 0.3 4.6
RRC 167 4.2 0.2 8.4
SCHIEACH ..o 507 14 -0.1 5.1
MDH ......ccccoois 199 0.5 -07 3.6
SCH AND RRC 75 3.8 0.1 7.9
TYPE OF OWNERSHIP:
VOLUNTARY oot 2,434 -0.1 -0.2 3.5
PROPRIETARY ... 703 -05 0.5 3.7
GOVERNMENT ..ot 852 0.6 0 4.4
SPECIALTY HOSPITALS:
EYE AND EAR oo 13 -13 9.1 11.7
TRAUMA 153 -0.3 -0.6 2.9
CANCER 10 1 —45 0.4
TEFRA HOSPITALS (NOT INCLUDED ON OTHER LINES):
REHAB ..o 163 10.1 0.8 14.7
PSYCH ... 191 0 7.4 114
LTC ... 135 4.3 151 23.0
CHILDREN ..o 41 -1.4 -1 13

1Some data necessary to classify hospitals by category were missing; thus, the total number of hospitals in each category may not equal the

national total.

2This column shows the impact of updating the wage index used to calculate payment by applying the FY 2003 hospital inpatient wage index
after geographic reclassification by the Medicare Geographic Classification Review Board. The hospital inpatient final rule for FY 2003 was pub-

lished in the Federal Register on May 9, 2002.

3This column shows the impact of changes resulting from the reclassification of HCPCS codes among APC groups and the recalibration of

APC weights based on 2001 hospital claims data.

4This column shows changes in total payment from CY 2002 to CY 2003, excluding outlier and pass-through payments. It incorporates all of
the changes reflected in columns 2 and 3. In addition, it shows the impact of the FY 2003 payment update. The sum of the columns may be dif-

ferent from the percentage changes shown here due to rounding.

Note: For CY 2003, under the OPPS
transitional corridor policy, the following
categories of hospitals are held harmless
compared to their 1996 payment margin for
these services: cancer and children’s
hospitals and rural hospitals with 100 or
fewer beds.

As stated elsewhere in this preamble,
we have allocated 2 percent of the

estimated 2003 expenditures to outlier
payments. In Table 13 below, we
provide a distribution by percentage of
the total projected outlier payments for
the categories of hospitals that we show
in the impact table (Table 10).

We project, based on the mix of
services for the hospitals that will be

paid under the OPPS in 2003, that most
hospitals will receive outlier payments.

The anticipated outlier payments for
urban hospitals can be expected to
ameliorate the impact of the wage index
and APC changes on payments to urban

hospitals.
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TABLE 13.—DISTRIBUTION OF OUTLIER PAYMENTS FOR CY 2003 HOSPITAL OUTPATIENT PROSPECTIVE PAYMENT SYSTEM

Number of Hos-

Percent of Total

Number of Hos-
pitals with

Percent of Total
Outlier Pay-

pitals Hospitals Outliers ments
ALL HOSPITALS .o s 4,519 100.00 4,298 100.00
NON-TEFRA HOSPITALS ..ot 3,989 88.20 3,977 99.40
URBAN HOSPS ...t 2,420 53.60 2,413 83.20
LARGE URBAN (GT 1 MILL.) .... 1,397 31.00 1,394 56.00
OTHER URBAN (LE 1 MILL.) .... 1,023 22.60 1,019 27.20
RURAL HOSPS . ettt 1,569 34.80 1,564 16.20
BEDS (URBAN):
0—99 BEDS ....oooitiiiie ettt 550 12.20 545 7.20
100-199 BEDS .... 877 19.40 875 18.20
200-299 BEDS .... 488 10.80 488 16.80
300-499 BEDS .... . 364 8.00 364 21.00
500 + BEDS ..ot 141 3.20 141 19.80
BEDS (RURAL):
O0—49 BEDS ...t 752 16.60 749 4.40
50—99 BEDS ..ot 478 10.60 477 5.00
100—149 BEDS .....ooeiiiiieiie et s 200 4.40 199 2.40
150-199 BEDS .... . 73 1.60 73 2.00
200 + BEDS ..ot 66 1.40 66 2.20
VOLUME (URBAN):
LT 5,000 ..iiiiiiiiieciie ettt ettt et eae e 182 4.00 176 1.00
5,000-10,999 .... 293 6.40 292 2.80
11,000-20,999 .. 476 10.60 476 6.80
21,000-42,999 .. . 667 14.80 667 17.60
G 42,999 Lo 802 17.80 802 55.00
VOLUME (RURAL):
LT 5,000 .ooiiiiiiieectie ettt ettt et r e 334 7.40 330 1.00
5,000-10,999 .... 419 9.20 418 2.40
11,000-20,999 387 8.60 387 4.00
21,000-42,999 .. . 295 6.60 295 4.20
GT 42,999 ..ottt e e 134 3.00 134 4.40
REGION (URBAN):
NEW ENGLAND ..... 127 2.80 126 5.60
MIDDLE ATLANTIC 372 8.20 371 24.20
SOUTH ATLANTIC ..... 367 8.20 366 11.40
EAST NORTH CENT .... 411 9.00 408 14.80
EAST SOUTH CENT ..... 153 3.40 153 3.20
WEST NORTH CENT ... 170 3.80 170 4.20
WEST SOUTH CENT .... 292 6.40 292 8.00
MOUNTAIN ............. 122 2.60 122 3.00
PACIFIC ............ . 367 8.20 366 8.80
PUERTO RICO ..ot 39 0.80 39 0.00
REGION (RURAL):
NEW ENGLAND ...ooen et 40 0.80 40 1.00
MIDDLE ATLANTIC .... 63 1.40 63 1.00
SOUTH ATLANTIC ..... 224 5.00 222 3.00
EAST NORTH CENT .... 212 4.60 211 3.00
EAST SOUTH CENT ..... 232 5.20 232 1.60
WEST NORTH CENT ...... 271 6.00 270 2.40
WEST SOUTH CENT .... 278 6.20 278 1.60
MOUNTAIN ............. 141 3.20 141 1.40
PACIFIC ............ . 103 2.20 102 1.20
PUERTO RICO ..ottt 5 0.20 5 0.00
TEACHING STATUS:
NON-TEACHING ...ooiiiiiiteieee ettt 2,922 64.60 2,910 40.40
MINOR 782 17.40 782 27.00
MAJOR 284 6.20 284 31.80
DSH PATIENT PERCENT:
[0 SO RO UPRRUPOPPUPNt 11 0.20 11 0.00
GT 0-0.10 .. 975 21.60 973 24.60
0.10-0.16 ... 872 19.20 872 19.20
0.16-0.23 ... 766 17.00 764 17.60
0.23-0.35 ... 755 16.80 752 19.40
GE .35 oo e aaa 610 13.40 605 18.40
URBAN IME/DSH:
IME & DSH oo e s 982 21.80 982 56.60
IME/NO DSH ... 0 0.00 0 0.00
NO IME/DSH ....... . 1,432 31.60 1,425 26.40
NO IME/NO DSH ..ottt 6 0.20 6 0.00
RURAL HOSP. TYPES:
NO SPECIAL STATUS ..o, 607 13.40 605 5.00
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TABLE 13.—DISTRIBUTION OF OUTLIER PAYMENTS FOR CY 2003 HOSPITAL OUTPATIENT PROSPECTIVE PAYMENT

SYsTEM—Continued

Number of Hos- | Percent of Total | NUMDer of Hos- | Percent of Total
itals Hospitals pitals with Outlier Pay-
p p Outliers ments
RRC e s 167 3.60 166 4.00
SCH/EACH .. 507 11.20 507 4.40
MDH ..o 199 4.40 198 1.20
SCH AND RRC .ottt 75 1.60 75 1.60
TYPE OF OWNERSHIP:
VOLUNTARY oottt 2,434 53.80 2,431 73.60
PROPRIETARY 703 15.60 699 10.60
GOVERNMENT 852 18.80 847 15.20
SPECIALTY HOSPITALS:
EYE AND EAR ... 13 0.20 13 0.20
TRAUMA ............. 153 3.40 153 15.00
CANCER ...t 10 0.20 10 3.60
TEFRA HOSPITALS (NOT INCLUDED ON OTHER LINES):
REHAB ..ottt 163 3.60 115 0.20
PSYCH e s 191 4.20 67 0.00
135 3.00 99 0.20
41 1.00 40 0.20

5. Estimated Impacts of This Final Rule
on Beneficiaries

For services for which the beneficiary
pays a coinsurance of 20 percent of the
payment rate, the beneficiary share of
payment will increase for services for
which OPPS payments will rise and will
decrease for services for which OPPS
payments will fall. For example for a
mid level office visit (APC 0601), the
minimum unadjusted copayment in
2002 was $9.67; under this final rule,
the minimum unadjusted copayment for
APC 601 is $10.11 because the OPPS
payment for the service will increase
under this final rule. For some services
(those services for which a national
unadjusted copayment amount is shown
in Addendum B), however, the
beneficiary copayment is frozen based
on historic data and will not change,
therefore not presenting any potential
impact on beneficiaries.

However, in all cases, the statute
limits beneficiary liability for
copayment for a service to the inpatient
hospital deductible for the applicable
year. This amount was $812 for 2002,
and is $840 for 2003. In general, the
impact of this final rule on beneficiaries
will vary based on the service the
beneficiary receives and whether the
copayment for the service is one that is
frozen under the OPPS.

B. Payment Suspension for Unfiled Cost
Reports

Overall Impact

We have examined the impacts of this
final rule as required by Executive
Order 12866 (September 1993,
Regulatory Planning and Review), the
Regulatory Flexibility Act (RFA)

(September 16, 1980, Public Law 96-
354), section 1102(b) of the Social
Security Act, the Unfunded Mandates
Reform Act of 1995 (Pub. L. 104—4), and
Executive Order 13132. (A description
of each of these requirements is stated
above in section XV.A.1.)

We have determined that the payment
suspension provision does not have an
economic impact on Medicare payments
or other payments to providers. We are
allowing the Secretary flexibility in
payment suspensions, but we are not
altering the final payment determination
in any way. With the implementation of
the various prospective payment
systems, the majority of the payment to
providers is based on the PPS
methodology and not on the cost report.
Suspending all payments because the
cost report is not timely filed negatively
affects providers. Providing the
Secretary with flexibility in payment
suspension can lessen the financial
impact on providers. For these reasons,
we are not preparing analyses for either
the RFA or section 1102(b) of the Act
because we have determined, and we
certify, that this rule will not have a
significant economic impact on a
substantial number of small entities or
a significant impact on the operations of
a substantial number of small rural
hospitals. Under the requirement for
Unfunded Mandates, this final rule will
not have an economic effect on State,
local, or tribal governments, in the
aggregate, or on the private sector.

Anticipated Effects

1. Effects on Providers That File Cost
Reports

The majority of providers that file cost
reports comply with the timeliness

provisions and will be unaffected by
this regulation. In FY 2000, collectively
16 percent of hospitals, skilled nursing
facilities, and home health agencies
filed late cost reports. Of this 16
percent, 65 percent of those were only
1 day late. Currently, when a provider
fails to file an acceptable cost report, the
provider is placed on a complete
payment suspension. Under this
provision, for those providers who do
not file timely, an immediate payment
suspension less than the total
suspension currently required might be
imposed if the Secretary deemed it
appropriate, which will allow the
provider to more easily continue
operations while completing and
submitting the acceptable cost report.

2. Effects on Other Providers

The payment suspension provision
does not affect other providers.

3. Effects on the Medicare Program

The provision will allow the Secretary
to more effectively manage the Medicare
program by imposing other than
complete payment suspension when it
is appropriate to do so. The Medicare
program benefits because immediate
complete payment suspension can be
disruptive to providers and may
negatively affect the care of Medicare
patients. There are no costs to the
Medicare program to doing so, because
when the cost report is submitted, the
suspended payments are returned to the
provider.

4. Effects on Beneficiaries

We have determined that this
provision has a potentially positive
impact on beneficiaries. Under this
provision, the Secretary will have the
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discretion to impose less than 100
percent payment suspension when a
provider fails to timely file an
acceptable cost report. Doing so will
lessen the financial burden on the
provider and thereby allow it to provide
adequate services to its patient
population as it works to complete and
file an acceptable cost report.

Alternatives Considered

We considered not revising existing
§405.371(c) to provide that payment
suspension could be “in whole or in
part.” However, we did not choose this
option because we believe the Secretary
should have the discretion to impose
partial payment suspensions when
circumstances warrant in order to more
effectively manage the Medicare
program.

Conclusion

In conclusion, we have determined
that the payment suspension provision
does not have an economic impact on
Medicare payments.

C. Federalism

Since this regulation does not impose
any costs on State or local governments,
it will not have an effect on State or
local governments. State or local
governments will have no roles or
responsibilities associated with this
provision.

In accordance with the provisions of
Executive Order 12866, this regulation
was reviewed by the Office of
Management and Budget.

List of Subjects

42 CFR Part 405

Administrative practice and
procedure, Health facilities, Health
professions, Kidney diseases, Medicare,
Reporting and recordkeeping
requirements, Rural areas, X-rays.

42 CFR Part 419

Hospitals, Medicare, Reporting and
recordkeeping requirements.

For the reasons set forth in the
preamble, the Centers for Medicare &
Medicaid Services amends 42 CFR
chapter IV as follows:

PART 405—FEDERAL HEALTH
INSURANCE FOR THE AGED AND
DISABLED

Subpart C—Suspension of Payment,
Recovery of Overpayments, and
Repayment of Scholarships and Loans

1. The authority citation for subpart C
of part 405 continues to read as follows:

Authority: Secs. 1102, 1815, 1833, 1842,
1866, 1870, 1871, 1879, and 1892 of the
Social Security Act (42 U.S.C. 1302, 1395g,
13951, 1395u, 1395cc, 1395gg, 1395hh,
1395pp, and 1395ccc) and 31 U.S.C. 3711.

2. Section 405.371(c) is revised to
read as follows:

§405.371 Suspension, offset and
recoupment of Medicare payments to
providers and suppliers of services.
* * * * *

(c) Suspension of payment in the case
of unfiled cost reports. If a provider has
failed to timely file an acceptable cost
report, payment to the provider is
immediately suspended in whole or in
part until a cost report is filed and

determined by the intermediary to be
acceptable. In the case of an unfiled cost
report, the provisions of §405.372 do
not apply. (See § 405.372(a)(2)
concerning failure to furnish other
information.)

PART 419—PROSPECTIVE PAYMENT
SYSTEM FOR HOSPITAL OUTPATIENT
DEPARTMENT SERVICES

1. The authority citation for part 419
continues to read as follows:

Authority: Secs. 1102, 1833(t), and 1871 of
the Social Security Act (42 U.S.C. 1302,
13951(t), and 1395hh).

2.1In §419.21, paragraph (d)(3) is
revised to read as follows:

§419.21 Hospital outpatient services
subject to the outpatient prospective
payment system.

* * * * *

(d) E T
(3) Hepatitis B vaccine.

§419.66 [Amended]

3.In §419.66, paragraph (c)(1) is
amended by adding the phrase “or by
any category previously in effect” after
“categories” and before “and”.
(Catalog of Federal Domestic Assistance
Program No. 93.773, Medicare—Hospital
Insurance; and Program No. 93.774,

Medicare—Supplementary (Medical
Insurance Program).

Dated: October 23, 2002.
Thomas A. Scully,

Administrator, Centers for Medicare and
Medicaid Services.

Approved: October 23, 2002.
Tommy G. Thompson,
Secretary.
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ADDENDUM A.—LIST OF AMBULATORY PAYMENT CLASSIFICATIONS (APCS) WITH STATUS INDICATORS, RELATIVE

WEIGHTS, PAYMENT RATES, AND COPAYMENT AMOUNTS

[Calendar Year 2003]

: National Minimum

APC Group title insdti{zl:tautf)r %\%?éwte Paé\Teent unadjusted | unadjusted
copayment | copayment

0001 Level | Photochemotherapy ........ccccoceceeienieiene e 0.3779 $19.71 $7.09 $3.94
0002 Fine needle BiopSy/ASPIration ...........cccceeeroveriereneeiesee e see e 0.5911 $30.83 $6.17
0003 Bone Marrow BiopSy/ASPIration ..........ccecceveeeriereieeneieenesee s 1.2306 $64.18 $12.84
0004 Level | Needle Biopsy/ Aspiration Except Bone Marrow ................. 1.7441 $90.96 $18.19
0005 Level || Needle Biopsy /Aspiration Except Bone Marrow ................ 3.1201 $162.72 $32.54
0006 Level | INCiSioN & DraiNage .........ccccveevienieeiiienie e 1.7926 $93.49 $18.70
0007 Level 11 INCISioN & DraiNage .........ccccveeveerieeiieeniii e 10.0191 $522.51 $108.89 $104.50
0008 Level Il Incision and Drainage . 16.1430 $841.87 | oo $168.37
0009 Nail Procedures ........ccccoevveeenee. 0.6298 $32.84 $8.34 $6.57
0010 Level | Destruction of LESION ......ccceevieieeierieieiceee e 0.6589 $34.36 $10.08 $6.87
0011 Level I Destruction Of LESION .....cccvevveiveiereeieirsee e see e e 1.8507 $96.52 $27.88 $19.30
0012 Level | Debridement & DeStruCtion .........cccccovvveeriereerieseerieseeienees 0.7849 $40.93 $11.18 $8.19
0013 Level Il Debridement & DeStruction ..........c.ccocevveveereiieesesiesieeeenns 1.0756 $56.09 $14.20 $11.22
0015 Level Il Debridement & DeStruction ...........cccceveveveereiveeriesiesieeeeenns 1.5407 $80.35 $20.35 $16.07
0016 Level IV Debridement & DeStruction ...........cccceeviveeieieesieseesieeneenn, 2.6162 $136.44 $57.31 $27.29
0017 Level VI Debridement & DeStrUCON .........ccccoceerveieiniiieeneiienienieenn 15.8233 $825.20 $227.84 $165.04
0018 Biopsy of Skin/Puncture of LeSION ........cccceeeviiiieniiieeeniie e 0.9399 $49.02 $16.04 $9.80
0019 Level | EXCISION/ BIOPSY ...ccuviiiiiiiiiiiiiiieesieccecee e 3.7693 $196.57 $71.87 $39.31
0020 Level 1l EXCISION/ BIOPSY ..ocicveieiiiieeiiiie e siiee e sie e sieee e eeee e eieee s 7.1898 $374.96 $113.25 $74.99
0021 Level 1l EXCISION/ BIOPSY ....vecivveiiieiiieeiieeiieesieeeireeteestee e saneena e 13.9338 $726.66 $219.48 $145.33
0022 Level IV EXCISION/ BIOPSY ..vverveerierireienirnnieniesneeneeseeseesneeseesseensesseenes 17.3930 $907.06 $354.45 $181.41
0023 Exploration Penetrating WouNd ..........cccocevoveinieinnn e 2.5193 $131.38 $40.37 $26.28
0024 Level | SKIN REPAIT ....ccveiieiereeiese et 1.8507 $96.52 $34.75 $19.30
0025 Level 11 SKIN REPAIT ...ccooviiiiiiieeiieee et 5.8623 $305.72 $115.49 $61.14
0027 Level IV Skin Repair ..... 15.2225 $793.87 $329.72 $158.77
0028 Level | Breast Surgery 16.8698 $879.78 $303.74 $175.96
0029 Level [l Breast SUIGEIY .....ccvcceeieeeeiecieeie et eie et 28.7881 | $1,501.33 $632.64 $300.27
0030 Level [l Breast SUMGEIY .......cooviiiiiiiieiiieniee ettt 37.5185 | $1,956.63 $763.55 $391.33
0032 Insertion of Central Venous/Arterial Catheter ...........c.cccocveiiiicnnenn 11.4726 $598.31 | o $119.66
0033 Partial HOSPItalization ..........cccceviiiiiiiiieeiie e 4.6026 $240.03 $48.17 $48.01
0035 Placement of Arterial or Central Venous Catheter .............ccccceevee. 0.2229 $11.62 $3.51 $2.32
0041 Level | ArtrOSCOPY ....veecveeiieeiie ettt 26.1234 | $1,362.36 | ..cocevrreenennnn $272.47
0042 Level Il ArthrOSCOPY ..voeviieiereeiesieeee s 40.9680 | $2,136.52 $804.74 $427.30
0043 Closed Treatment Fracture Finger/Toe/Trunk ........cccoccvvevereneencnne. 2.4999 $130.37 | oo $26.07
0045 Bone/Joint Manipulation Under Anesthesia ..........cccocoveviviinnrnnenne 12.9357 $674.61 $268.47 $134.92
0046 Open/Percutaneous Treatment Fracture or Dislocation .................. 29.2920 | $1,527.61 $535.76 $305.52
0047 Arthroplasty without ProSthesis ...........ccccvvveienieniienieniieceseee e 28.2842 | $1,475.05 $537.03 $295.01
0048 Arthroplasty wWith ProSthesis ...........cccocvevevieiiiene e 40.6289 | $2,118.84 $695.60 $423.77
0049 Level | Musculoskeletal Procedures Except Hand and Foot ........... . 18.6042 $970.23 $197.14 $194.05
0050 Level Il Musculoskeletal Procedures Except Hand and Foot .......... T o 23.3037 | $1,21531 | .cooveiienen. $243.06
0051 Level lll Musculoskeletal Procedures Except Hand and Foot ......... T o 32.9062 | $1,716.09 | ...ccoeeevieennne $343.22
0052 Level IV Musculoskeletal Procedures Except Hand and Foot ........ T .. 40.7646 | $2,125.91 | ...ccoceevnennne $425.18
0053 Level | Hand Musculoskeletal Procedures 14.1760 $739.29 $253.49 $147.86
0054 Level Il Hand Musculoskeletal Procedures 22.7223 | $1,184.99 | ...ccvvivennnn. $237.00
0055 Level | Foot Musculoskeletal Procedures ..........cccccveveeeervnieenvanenn. 17.6740 $921.72 $355.34 $184.34
0056 Level Il Foot Musculoskeletal Procedures .... 22.1700 | $1,156.19 $405.81 $231.24
0057 Bunion Procedures .........ccccceevverervenensnanens 22.9064 | $1,194.59 $475.91 $238.92
0058 Level | Strapping and Cast Application 1.0368 $54.07 $10.81
0060 Manipulation Therapy .... 0.3294 $17.18 $3.44
0068 CPAP Initiation .......... 2.0736 $108.14 $59.48 $21.63
0069 ThOracoSCOPY ...cevvuvveeiieeeiiiieeniieeene 275575 | $1,437.15 $591.64 $287.43
0070 Thoracentesis/Lavage Procedures ... 3.3623 $175.35 | covveiieen $35.07
0071 Level | Endoscopy Upper Airway ..... 0.9205 $48.00 $12.89 $9.60
0072 Level Il Endoscopy Upper Airway .... 1.1628 $60.64 $26.68 $12.13
0073 Level lll Endoscopy Upper Airway ... 3.1976 $166.76 $73.38 $33.35
0074 Level IV Endoscopy Upper Airway .. 12.8582 $670.57 $295.70 $134.11
0075 Level V Endoscopy Upper Airway ... 19.6604 | $1,025.31 $445.92 $205.06
0076 Endoscopy Lower Airway ................. 8.9533 $466.92 $189.82 $93.38
0077 Level | Pulmonary Treatment .... 0.2907 $15.16 $8.34 $3.03
0078 Level Il Pulmonary Treatment ............. 0.6492 $33.86 $14.55 $6.77
0079 Ventilation Initiation and Management ...........ccccocvevveevereneeceeseenens 1.6376 $85.40 | .cooverie $17.08
0080 Diagnostic Cardiac Catheterization .............ccoccevveveevviveesesieseeeenn, 35.2996 | $1,840.91 $838.92 $368.18
0081 Non-Coronary Angioplasty or Atherectomy 43.5067 | $2,268.92 | ...cceevvrennn $453.78
0082 Coronary AthereCtomy ..........cccoveveenenieenenienie e " 86.4321 | $4,507.52 | $1,293.59 $901.50
0083 Coronary Angioplasty and Percutaneous Valvuloplasty .................. T o 51.9755 | $2,710.57 | ..cocovvevnnennne $542.11
0084 Level | Electrophysiologic Evaluation ..............cccceveienieniieeiecineenn 9.3312 $486.63 | ..ooviiiieen $97.33
0085 Level Il Electrophysiologic Evaluation . 41.7238 | $2,175.94 $480.03 $435.19
0086 Ablate Heart Dysrhythm FOCUS .........cccccovieviieiiee e 52.8282 | $2,755.04 $936.35 $551.01
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WEIGHTS, PAYMENT RATES, AND COPAYMENT AMOUNTS—Continued
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: National Minimum

APC Group title insdti{zl:tautf)r %\%?éwte Paé\Teent unadjusted | unadjusted
copayment | copayment

0087 Cardiac Electrophysiologic Recording/Mapping 39.3983 | $2,054.66 | ......ccernnen. $410.93
0088 THIOMBDECIOMY ..eeiiiiiic et 32,5768 | $1,698.91 $655.22 $339.78
0089 Insertion/Replacement of Permanent Pacemaker and Electrodes .. 112.5555 | $5,869.88 | $1,722.59 | $1,173.98
0090 Insertion/Replacement of Pacemaker Pulse Generator 87.9631 | $4,587.36 | $1,651.45 $917.47
0091 Level Il Vascular Ligation ..........ccccceevveeveevieiiieesie e 26.7048 | $1,392.68 $348.23 $278.54
0092 Level | Vascular LIgation .........ccccooveeeeiinieninieneiee e 23.7882 | $1,240.58 $505.37 $248.12
0093 Vascular Reconstruction/Fistula Repair without Device ................. 20.6294 | $1,075.84 $277.34 $215.17
0094 Level | Resuscitation and Cardioversion 3.8371 $200.11 $67.63 $40.02
0095 Cardiac Rehabilitation ............cccccoeennene. 0.6105 $31.84 $16.73 $6.37
0096 Non-Invasive Vascular StUdIES .........ccceeierierirerieiecse e 1.7054 $88.94 $48.15 $17.79
0097 Cardiac and Ambulatory Blood Pressure Monitoring ............c.......... 1.0077 $52.55 $23.80 $10.51
0098 Injection of Sclerosing SoIUtION ..........cccoveveinerereneee e 1.6666 $86.91 $20.88 $17.38
0099 Electrocardiograms ...........ccceevueeiieeiiee et 0.3682 $19.20 | .ooiiriiiine $3.84
0100 CardiaC SIreSS TESES ...vcviuviiiiiiitiiierieiei ettt 1.6085 $83.88 $41.44 $16.78
0101 Tilt Table EVAIUALION .......cccerieiiiiiiciecceseseeee e 4.2247 $220.32 $105.27 $44.06
0103 Miscellaneous Vascular Procedures ..........c.ccoevereieeininenenienneenne 11.8408 $617.51 $223.63 $123.50
0104 Transcatheter Placement of Intracoronary Stents ...........cccccvceeenns 76.5486 | $3,992.09 | ...ccccirininnne $798.42
0105 Revision/Removal of Pacemakers, AICD, or Vascular .................... 18.5945 $969.72 $370.40 $193.94
0106 Insertion/Replacement/Repair of Pacemaker and/or Electrodes ..... 54.8243 | $2,859.14 | ....ccovruenen. $571.83
0107 Insertion of Cardioverter-Defibrillator ...........c.ccoceveviiiineneneieene, 326.2231 | $17,012.86 | $3,699.14 | $3,402.57
0108 Insertion/Replacement/Repair of Cardioverter-Defibrillator Leads .. 443.5460 | $23,131.37 | .coceeviriinns $4,626.27
0109 Removal of Implanted DeViCeS ..........ccccveiiiiiiiiiiieniccee e 7.4708 $389.61 $131.49 $77.92
0110 TrANSTUSION ...ttt 4.0309 $210.22 | oo $42.04
0111 Blood Product EXChange ..........ccocveiiiiiiiniiciiicie e 14.9803 $781.24 $217.61 $156.25
0112 Apheresis, Photopheresis, and Plasmapheresis 36.4236 | $1,899.53 $612.47 $379.91
0113 Excision Lymphatic System .........ccccccevevvriennnne 18.7496 $977.81 | oo $195.56
0114 Thyroid/Lymphadenectomy Procedures .........c.ccocevvrvereerverenseaens 36.1135 | $1,883.36 $485.91 $376.67
0115 Cannula/Access Device ProCeUIES ..........coeverreeeenenenenienieinneas 24,3211 | $1,268.37 $459.35 $253.67
0116 Chemotherapy Administration by Other Technique Except Infusion 0.7752 $40.43 | oo $8.09
0117 Chemotherapy Administration by Infusion Only ..........ccccceevieneeneene. 3.6046 $187.98 $48.28 $37.60
0118 Chemotherapy Administration by Both Infusion and Other Tech- 5.4844 $286.02 $72.03 $57.20

nique.

0119 Implantation Of DEVICES .......covereerierierieeeerie e se e 89.3100 | $4,657.61 $931.52
0120 Infusion Therapy Except Chemotherapy .......cccccocvererivererveneereanen. 2.1802 $113.70 $22.74
0121 Level | Tube changes and RepoSitioNing .........cccccvveerereerieneeeene. 2.0833 $108.65 $21.73
0122 Level Il Tube changes and ReposSitioning .........cccccevveveeresieenieareenn, 10.7459 $560.41 $112.08
0123 Bone Marrow Harvesting and Bone Marrow/Stem Cell Transplant 6.4049 $334.02 $66.80
0124 Revision of Implanted Infusion PUMP ........ccocveiiiieiniieieciecee 50.0861 | $2,612.04 $522.41
0125 Refilling of Infusion Pump 2.0639 $107.63 $21.53
0130 LEVEl | LAPAIOSCOPY ...ververeerearerririerieeeneaneatesteseeseesessessesseseeseenessessees 30.4644 | $1,588.75 $659.53 $317.75
0131 Level [l LAparoSCOPY ....cccvceveerieiiieniieiriesieeeieesresieesneeseesneesnnnee | T eeireeseeans 40.2026 | $2,096.61 | $1,001.89 $419.32
0132 Level Il LaparoSCopy .......cccceeverveenenenns 56.9948 | $2,972.34 | $1,239.22 $594.47
0140 Esophageal Dilation without Endoscopy 6.0948 $317.85 $107.24 $63.57
0141 UPPEr Gl PrOCEAUIES ...c.veeivieeiiiciie ettt 7.4126 $386.57 $143.38 $77.31
0142 Small Intestine ENAOSCOPY ....cvverveereerireieienieienieeeeseeeeesieesee s 8.1393 $424.47 $152.78 $84.89
0143 Lower Gl Endoscopy ........... 7.9165 $412.85 $186.06 $82.57
0146 Level | Sigmoidoscopy ..... 3.4302 $178.89 $64.40 $35.78
0147 Level Il Sigmoidoscopy .......... 7.0153 $365.85 $79.46 $73.17
0148 Level | Anal/Rectal Procedure .. 3.4205 $178.38 $63.38 $35.68
0149 Level Il Anal/Rectal Procedure 16.3756 $854.00 $293.06 $170.80
0150 Level IV Anal/Rectal Procedure ..........cccoererenieneneeiinine e 21.2398 | $1,107.68 $437.12 $221.54
0151 Endoscopic Retrograde Cholangio-Pancreatography (ERCP) ........ 17.5093 $913.13 $245.46 $182.63
0152 Percutaneous Abdominal and Biliary Procedures ...........cccccceevvenn. 10.0288 $523.01 $131.28 $104.60
0153 Peritoneal and Abdominal Procedures ...........ccccceeevecivieeeeeeeeeinnneen.. 19.5441 | $1,019.24 $410.87 $203.85
0154 Hernia/Hydrocele ProCedures .........cccooeereiiieeneiniieenie e 25.7262 | $1,341.65 $464.85 $268.33
0155 Level Il Anal/Rectal ProCedure ...........cccooeverinerieiniineneneseeneene 10.1936 $531.61 $188.89 $106.32
0156 Level Il Urinary and Anal Procedures .........cc.ccevveeervneenvseeneaneens 2.9747 $155.13 $46.55 $31.03
0157 Colorectal Cancer Screening: Barium Enema .........cccccceevivniieeninenns 2.5387 $132.40 $26.48
0158 Colorectal Cancer Screening: ColONOSCOPY .....evvevveeeenireeeiineeennnne. 7.0638 $368.38 $92.10
0159 Colorectal Cancer Screening: Flexible Sigmoidoscopy ................... 2.3255 $121.28 $30.32
0160 Level | Cystourethroscopy and other Genitourinary Procedures ..... 6.3080 $328.97 $105.06 $65.79
0161 Level Il Cystourethroscopy and other Genitourinary Procedures .... 15.7070 $819.14 $249.36 $163.83
0162 Level Il Cystourethroscopy and other Genitourinary Procedures ... 20.5906 | $1,073.82 | ...cceecvvnennen. $214.76
0163 Level IV Cystourethroscopy and other Genitourinary Procedures .. 28.3714 | $1,479.60 | ..ccovvnvnenn. $295.92
0164 Level | Urinary and Anal Procedures ..........ccooveieenenieenesieenennenns 1.1240 $58.62 $17.59 $11.72
0165 Level lll Urinary and Anal Procedures ............ccoocvvoienieciiiecnnincnnenen 12.2672 $639.75 | oo $127.95
0166 Level | Urethral Procedures 15.4163 $803.98 $218.73 $160.80
0167 Level Il Urethral Procedures 28.3230 | $1,477.07 $555.84 $295.41
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0168 Level Il Urethral ProCedUrES .........cccovvveierveieniesiesesee e see s 24.4665 | $1,275.95 $405.60 $255.19
0169 Lithotripsy .. 44.0978 | $2,299.74 | $1,115.69 $459.95
0170 DialySiS ..eooiiiieiiiieeiee e 4.8352 $252.16 | coveveiieen $50.43
0179 Urinary Incontinence Procedures .. 104.3581 | $5,442.38 | $2,340.22 | $1,088.48
0180 CircUmCISIon .....cccovveeervieeriene 18.1004 $943.95 $304.87 $188.79
0181 PEnile PrOCEAUIES ....ocuiiiieiieiieiciie ettt 29.2435 | $1,525.08 $621.82 $305.02
0182 Insertion of Penile Prosthesis .........cccccvvvviiieneiiese e 95.4145 | $4,975.96 | ....cccvvrnenen. $995.19
0183 Testes/Epididymis Procedures .. 21.2592 | $1,108.69 | ..cccovvrvenennn. $221.74
0184 Prostate BiopSY ....cccocveveerviieereiienenieenns 3.6918 $192.53 $96.27 $38.51
0187 Miscellaneous Placement/Repositioning 3.9534 $206.17 $90.71 $41.23
0188 Level Il Female Reproductive PrOC ........cccocveveerviieeinieeie e 1.0465 $54.58 $11.95 $10.92
0189 Level Ill Female Reproductive Proc .... 1.5310 $79.84 $18.60 $15.97
0190 Surgical HySteroscopy .........ccoeeereene.. 19.0596 $993.98 $424.28 $198.80
0191 Level | Female Reproductive Proc ...... 0.2035 $10.61 $3.08 $2.12
0192 Level IV Female Reproductive Proc ... 2.7228 $142.00 $39.11 $28.40
0193 Level V Female Reproductive Proc .... 14.4764 $754.96 $171.13 $150.99
0194 Level VI Female Reproductive Proc ... 18.0228 $939.91 $397.84 $187.98
0195 Level VIl Female Reproductive Proc .. 23.7301 | $1,237.55 $483.80 $247.51
0196 Dilation and Curettage .........ccccceevvvennee 15.5035 $808.52 $338.23 $161.70
0197 Infertility Procedures ............ccceeevveeiveeiieeveenee. 1.5697 $81.86 $33.06 $16.37
0198 Pregnancy and Neonatal Care Procedures ..........cccoccoveriveieenenneenn. 1.2597 $65.69 $32.19 $13.14
0199 Obstetrical Care Service ........ccocvvvverevcverennnns 3.9146 $204.15 $57.16 $40.83
0200 Therapeutic ADOTION ........covieieieee e 15.1838 $791.85 $307.83 $158.37
0201 SPONtANEOUS ADOIION ....c.vevieiieiiieiesie e 15.3097 $798.42 $329.65 $159.68
0202 Level VIl Female Reproductive Proc . 455610 | $2,376.05 | $1,164.26 $475.21
0203 Level IV Nerve Injections .................... 11.7924 $614.99 $276.76 $123.00
0204 Level | Nerve INJECHONS ........ccveieiveeiecieceece e 2.0251 $105.61 $40.13 $21.12
0206 Level Il Nerve INJECHIONS .....ccoviiierieieeeiesie e 4.7867 $249.63 $75.55 $49.93
0207 Level Il Nerve Injections .................. 5.7654 $300.67 $123.69 $60.13
0208 Laminotomies and Laminectomies ..........c.ccccocevrcvvennene 38.4487 | $2,005.14 | ....coovervenenn. $401.03
0209 Extended EEG Studies and Sleep Studies, Level Il .........ccceeeneee. 11.3369 $591.23 $280.58 $118.25
0212 Nervous System INJECHONS .........cceecviiiieeiie e 3.3139 $172.82 $79.53 $34.56
0213 Extended EEG Studies and Sleep Studies, Level | .........ccccceeueneene. 3.2557 $169.79 $70.41 $33.96
0214 Electroencephalogram ..........cccceeereeieienieneee e 2.2286 $116.22 $58.12 $23.24
0215 Level | Nerve and MUSCIE TESES ...cccvvvcveieiveieieeie e see e 0.5814 $30.32 $15.76 $6.06
0216 Level 1l Nerve and MUSCIE TESES ...ccvcvveiereeieiireee e see e e 2.8972 $151.09 $67.98 $30.22
0218 Level Il Nerve and MUSCIE TESES ....ccccvveierieiiriieieie e 1.0077 $52.55 | Looiiiiiene $10.51
0220 Level | Nerve ProCEAUIES ......ccviveeieieeiesiieiecie e sie e sie e 15.8136 $824.70 | .ooveveiieen $164.94
0221 Level [| Nerve ProCeAUIES .........ccvvevieieeieieeiesieeeesis e sie e 21.5208 | $1,122.33 $463.62 $224.47
0222 Implantation of Neurological Device ..........ccccccvvvvvvienciniieniceiienens | T, 227.7370 | $11,876.71 | .cocvere $2,375.34
0223 Implantation of Pain Management Device 41.0262 | $2,139.56 | ...ccccvvveneen. $427.91
0224 Implantation of Reservoir/Pump/Shunt ............ 34.0302 | $1,774.71 $453.41 $354.94
0225 Implantation of Neurostimulator Electrodes 139.3379 | $7,266.61 | ........cc.u.... $1,453.32
0226 Implantation of Drug Infusion RESEIVOIr ..........ccceevveeveeiiieevieeeneenne, 1443474 | $7,527.86 | .ccocvvvevenenn. $1,505.57
0227 Implantation of Drug INfusion DeVICE .......c.cccceervreerieneenenieee e 1445122 | $7,536.46 | ....ccccoeennen. $1,507.29
0228 Creation of Lumbar Subarachnoid Shunt ............... 59.6207 | $3,109.28 $696.46 $621.86
0229 Transcatherter Placement of Intravascular Shunts ..............cccoceeve. 57.4599 | $2,996.59 $771.23 $599.32
0230 Level | Eye Tests & TreatmentS ........c.ccocevveiverennne 0.7364 $38.40 $14.97 $7.68
0231 Level Ill Eye Tests & Treatments ................. 2.1705 $113.19 $50.94 $22.64
0232 Level | Anterior Segment Eye Procedures ...... 4.4960 $234.47 $103.17 $46.89
0233 Level Il Anterior Segment Eye Procedures ..... 13.4202 $699.88 $266.33 $139.98
0234 Level lll Anterior Segment Eye Procedures .... 20.4259 | $1,065.23 $511.31 $213.05
0235 Level | Posterior Segment Eye Procedures ..... 5.0871 $265.30 $73.44 $53.06
0236 Level Il Posterior Segment Eye Procedures .... 19.4278 | $1,013.18 | .cccvevvveenns $202.64
0237 Level Ill Posterior Segment Eye Procedures ... 33.2647 | $1,734.79 $818.54 $346.96
0238 Level | Repair and Plastic Eye Procedures ..... 2.9747 $155.13 $58.96 $31.03
0239 Level Il Repair and Plastic Eye Procedures .... 6.8119 $355.25 $115.94 $71.05
0240 Level Il Repair and Plastic Eye Procedures ... 16.3078 $850.47 $315.31 $170.09
0241 Level IV Repair and Plastic Eye Procedures ... 20.6294 | $1,075.84 $384.47 $215.17
0242 Level V Repair and Plastic Eye Procedures .... 28.0517 | $1,462.92 $597.36 $292.58
0243 Strabismus/Muscle ProcedUIes ..........cccveverveieieeieie e 19.9705 | $1,041.48 $431.39 $208.30
0244 Corneal TranSPIANT .........ccveiieierieiese e 35.6290 | $1,858.09 $803.26 $371.62
0245 Level | Cataract Procedures without IOL Insert .. 14.5442 $758.49 $251.21 $151.70
0246 Cataract Procedures with IOL Insert ................... 22.2379 | $1,159.73 $495.96 $231.95
0247 Laser Eye Procedures Except Retinal .........ccccoceevvieeneienicneniene, 4.7092 $245.59 $104.31 $49.12
0248 Laser Retinal ProCeAUIES ........cccuoveeieiinieieiiesie e 4.2925 $223.86 $95.08 $44.77
0249 Level Il Cataract Procedures without IOL Insert . 26.7242 | $1,393.69 $524.67 $278.74
0250 Nasal Cauterization/Packing .........cccceeveeveeiiiieiieeiee e 1.6376 $85.40 $29.89 $17.08
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0251 Level | ENT ProCeAUIES .......ccceeievueeiecieeiresie st cie e sie e sie st 1.9089 $99.55 | ..o $19.91
0252 Level Il ENT ProCeduUres .........ccooeviiiiiieieeiiiiiiiee et 5.8041 $302.69 $113.41 $60.54
0253 Level Il ENT Procedures .... 14.4473 $753.44 $282.29 $150.69
0254 Level IV ENT Procedures ... 20.1158 | $1,049.06 $321.35 $209.81
0256 Level V ENT ProCeAUIES ......cceevereeieieeiesieeeesieeee e see e sneeseeeneenns 34.0302 | $L,774.71 | ooiveiennn. $354.94
0258 Tonsil and Adenoid ProCedUrES ..........ccevveiereseenenieieneeeesieanens 19.8736 | $1,036.43 $437.25 $207.29
0259 Level VI ENT Procedures ......... 367.6466 | $19,173.14 | $9,394.83 | $3,834.63
0260 Level | Plain Film Except Teeth 0.7655 $39.92 $21.95 $7.98
0261 Level Il Plain Film Except Teeth Including Bone Density Measure- 1.2887 $67.21 | oo $13.44
ment.
0262 Plain Film of Teeth ..o 0.5717 $29.81 $9.82 $5.96
0263 Level | Miscellaneous Radiology Procedures ...........cccccoeveveereanenne. 1.8992 $99.05 $43.58 $19.81
0264 Level Il Miscellaneous Radiology Procedures ..........cccccocvvvvereanenne. 2.8197 $147.05 $79.41 $29.41
0265 Level | Diagnostic Ultrasound Except Vascular ...........cccocvvvervenenne. 0.9787 $51.04 $28.07 $10.21
0266 Level Il Diagnostic Ultrasound Except Vascular ............cccccveeunenee. 1.5988 $83.38 $45.86 $16.68
0267 Level Ill Diagnostic Ultrasound Except Vascular .............ccccevveenene. 2.4418 $127.34 $65.52 $25.47
0268 Ultrasound Guidance Procedures .........c.ccocveeerveeeneneeneseeneaeenns 1.3856 $72.26 | oo $14.45
0269 Level Ill Echocardiogram Except Transesophageal ...........c..cc........ 3.2170 $167.77 $87.24 $33.55
0270 Transesophageal Echocardiogram ...........cccceevveviieiiccie e 5.3003 $276.42 $146.79 $55.28
0271 MamMMOGraPNY ....oceiiiieieiece e 0.6492 $33.86 $16.80 $6.77
0272 Level | FIUOTOSCOPY ....veecveeiiieeiiieiie ettt et 1.3372 $69.74 $38.36 $13.95
0274 MYEIOGIAPNY ..o se e eee e ere e s 3.8759 $202.13 $96.54 $40.43
0275 ANNIOgraphy ....veecvieciec et 2.9747 $155.13 $69.09 $31.03
0276 Level | Digestive RAdiOIOgY ......cc.eeeeieiieiieiiieieiie e 1.5891 $82.87 $41.72 $16.57
0277 Level Il Digestive RAIOIOgY ........cceeevveiieeiiieiiieciecie e 2.3546 $122.79 $60.47 $24.56
0278 Diagnostic Urography .........cccceeieeeeieseeiesn e 2.5290 $131.89 $66.07 $26.38
0279 Level Il Angiography and Venography except Extremity ................. 8.6432 $450.75 $174.57 $90.15
0280 Level Il Angiography and Venography except Extremity ................ 15.2128 $793.36 $353.85 $158.67
0281 Venography of EXIremity .........ccccevieiiiiiieesiee e 5.2227 $272.37 $115.16 $54.47
0282 Miscellaneous Computerized Axial Tomography .........cccccceeevveeneene. 1.6763 $87.42 $44.51 $17.48
0283 Computerized Axial Tomography with Contrast Material ................ 4.5057 $234.98 $126.27 $47.00
0284 Magnetic Resonance Imaging and Magnetic Resonance 7.2382 $377.48 $201.02 $75.50
Angiography with Contrast Material.
0285 Myocardial Positron Emission Tomography (PET) ......ccccceevvevienenne. 18.1294 $945.47 $409.56 $189.09
0286 Myocardial SCANS .......c.cccveeiieiieiie et 6.5309 $340.59 $187.32 $68.12
0287 CompleX VENOGIraphy .......ccccccieieeieieiieneseesiesseeseesseeee e eseesre e 6.9863 $364.34 $114.51 $72.87
0288 Bone Density:Axial SKEIBtON .........ccccveeiviivieiiiciie e 1.2984 $67.71 | oo $13.54
0289 Needle Localization for Breast BiOPSY ........cccceeveevereerieseerieseenennes 1.8992 $99.05 $44.80 $19.81
0290 Level | Diagnostic Nuclear Medicine Excluding Myocardial Scans 2.0251 $105.61 $53.17 $21.12
0291 Level Il Diagnostic Nuclear Medicine Excluding Myocardial Scans 3.9825 $207.69 $104.55 $41.54
0292 Level lll Diagnostic Nuclear Medicine Excluding Myocardial Scans 4.2925 $223.86 $112.69 $44.77
0294 Level Il Therapeutic Nuclear MediCing ..........cccccvevvevviieeresieeseenenn, 4.0794 $212.74 $117.01 $42.55
0296 Level | Therapeutic Radiologic Procedures ...........cccccceeevieevieeinnnne. 2.4127 $125.82 $69.20 $25.16
0297 Level Il Therapeutic Radiologic Procedures ...........cccoeevervenieenenne 7.6839 $400.72 $172.51 $80.14
0299 Miscellaneous Radiation Treatment ...........cccoeerviieereieenesieeneneenns 5.9785 $311.78 $62.36
0300 Level | Radiation Therapy ......cccccoceevieeieeieseesieseeee s e e see e 1.5794 $82.37 $16.47
0301 Level Il Radiation Therapy ........ccccccvveeveeiieiiieesie e 3.1588 $164.73 $32.95
0302 Level Il Radiation TREIrapY ....cccceveeieieeiesieicse e 9.2343 $481.58 $182.43 $96.32
0303 Treatment Device CONSIUCHON ........ccceeieereeeenenieneneeesieeee e 2.8391 $148.06 $66.95 $29.61
0304 Level | Therapeutic Radiation Treatment Preparation ..................... 1.6182 $84.39 $41.52 $16.88
0305 Level Il Therapeutic Radiation Treatment Preparation .................... 3.6530 $190.51 $91.38 $38.10
0310 Level Ill Therapeutic Radiation Treatment Preparation ................... 13.6625 $712.51 $325.27 $142.50
0312 Radioelement AppliCations ..........cccccveiiiievie i 52.8864 | $2,758.08 $551.62
0313 BraChytherapy .......ccccccevieiieieeiese e se et ra e 21.0363 | $1,097.06 $219.41
0314 Hyperthermic Therapi€s .........cccocuveiieiiieeiee e 4.1763 $217.80 $101.77 $43.56
0320 ElectroconvulsSive ThEIrapy ......cccccveeveiveieseeieiesee e see e e 4.2635 $222.35 $80.06 $44.47
0321 Biofeedback and Other Training ..........ccccocevvvvieviiieieesie e 1.2112 $63.17 $21.78 $12.63
0322 Brief Individual PSYChOtherapy .........cccccveievviieieieese e 1.3275 $69.23 $12.40 $13.85
0323 Extended Individual Psychotherapy .........cccccevviiiieiie e 1.8410 $96.01 $21.26 $19.20
0324 Family PSYChOthErapy ........ccccoeeieveeieieeieseeiess e 2.4612 $128.35 | oo $25.67
0325 Group PSYChOthErapy .........coeeiiieiiieiie et 1.4244 $74.28 $18.27 $14.86
0330 DeNntal PrOCEAUIES .......c.coueiiieiieeriesieeiesie et sie st sie e sae st sreerae e 47770 $249.13 | oo $49.83
0332 Computerized Axial Tomography and Computerized Angiography 3.4398 $179.39 $91.27 $35.88
without Contrast Material.
0333 Computerized Axial Tomography and Computerized Angio w/o | S ............. 5.3681 $279.95 $146.98 $55.99
Contrast Material followed by Contrast.
0335 Magnetic Resonance Imaging, Miscellaneous ............ccccoeevevvevveeees | S i 6.2983 $328.46 $151.46 $65.69
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0336 Magnetic Resonance Imaging and Magnetic Resonance | S .............. 6.5987 $344.13 $176.94 $68.83
Angiography without Contrast.
0337 MRI and Magnetic Resonance Angiography without Contrast Ma- | S .............. 9.2440 $482.08 $240.77 $96.42
terial followed by Contrast Material.
0339 ODSEIVALION ...ttt 7.2188 $376.47 $75.29
0340 Minor Ancillary Procedures ........cccceeveververesvereeseanens 0.6492 $33.86 $6.77
0341 Skin Tests and Miscellaneous Red Blood Cell Tests ... 0.1453 $7.58 $1.52
0342 Level | Pathology ......c.ccoeoeeiriniieneeesiese e 0.2132 $11.12 . $2.22
0343 Level Il Pathology ... 0.4457 $23.24 $12.55 $4.65
0344 Level 1 Pathology .......cccoveiieeiieicii et 0.6201 $32.34 $17.46 $6.47
0345 Level | Transfusion Laboratory Procedures ...........cccocevciiriinnnenn. 0.1938 $10.11 $2.02
0346 Level Il Transfusion Laboratory Procedures .... 0.5136 $26.78 $5.36
0347 Level Il Transfusion Laboratory Procedures ... 1.1240 $58.62 $11.72
0348 Fertility Laboratory Procedures ............ccoceeun. 0.5523 $28.80 $5.76
0352 Level | Injections ................. 0.2229 $11.62 $2.32
0353 Level Il Allergy Injections ... 0.3973 $20.72 $4.14
0355 Level Ill Immunizations ....... 0.2132 $11.12 $2.22
0356 Level IV Immunizations .... 0.7655 $39.92 $7.98
0359 Level Il Injections .......... 1.1337 $59.12 $11.82
0360 Level | Alimentary Tests ...... 1.6279 $84.90 $16.98
0361 Level Il Alimentary TeStS ....cccccvevrereneieeeiennne 3.3914 $176.86 $35.37
0362 Level 11l Otorhinolaryngologic Function Tests .. 2.8391 $148.06 $29.61
0363 Level | Otorhinolaryngologic Function Tests ..........ccccvceeviieeiiincneenn 1.0852 $56.59 . $11.32
0364 Level | AUIOMETNY ....oooiiieiiee e e e 0.4457 $23.24 $9.06 $4.65
0365 Level Il Audiometry ....... 1.2112 $63.17 $18.95 $12.63
0367 Level | Pulmonary Test 0.5814 $30.32 $15.16 $6.06
0368 Level Il PUIMONAIY TESES ..ovvveeiereeiesieeie e snee e 1.0562 $55.08 $27.55 $11.02
0369 Level [ PUIMONAIY TESES ...vcvveiereeieieeienieeiesie e see e see e e eneenes 2.5871 $134.92 $44.18 $26.98
0370 Allergy TestS .....ccceevveevinnenne 0.7752 $40.43 $11.58 $8.09
0371 Level | Allergy Injections ..... 0.5039 $26.28 | .o $5.26
0372 Therapeutic Phlebotomy ........ 0.5329 $27.79 $10.09 $5.56
0373 Neuropsychological Testing ... 2.2577 $L17.74 | o $23.55
0374 Monitoring Psychiatric Drugs . 1.1434 $59.63 $11.93
0600 Low Level Clinic Visits ........... 0.8430 $43.96 $8.79
0601 Mid Level Clinic Visits ...... 0.9690 $50.53 $10.11
0602 High Level Clinic Visits .. 1.4631 $76.30 $15.26
0610 Low Level Emergency Visits .. 1.4147 $73.78 $14.76
0611 Mid Level Emergency Visits ... 2.5290 $131.89 $36.47 $26.38
0612 High Level Emergency Visits . 4.3410 $226.39 $54.14 $45.28
0620 (O g1 Tor- 1 02 1= TSP PPRP 9.9610 $519.48 $150.55 $103.90
0648 Breast Reconstruction with Prosthesis ..........cccccoeevvvivnnisieseenenn, 44,7955 | $2,336.13 $467.23
0649 Prostate Brachytherapy Palladium Seeds ...........ccccce.... 115.0167 | $5,998.24 $1,199.65
0650 Intermediate/Complex Proton Beam Radiation Therapy . 12.0152 $626.60 $125.32
0651 Complex Interstitial Radiation Source Application ...........cccocceeeenee. 54.7177 | $2,853.58 $570.72
0652 Insertion of Intraperitoneal Catheters ..........ccceveieeneneeninicieneee, 28.1292 | $1,466.97 $293.39
0653 Vascular Reconstruction/Fistula Repair with Device ...........cc.c........ 30.0284 | $1,566.01 $313.20
0654 Insertion/Replacement of a permanent dual chamber pacemaker .. 91.8583 | $4,790.50 $958.10
0655 Insertion/Replacement/Conversion of a permanent dual chamber 122.8654 | $6,407.55 $1,281.51
pacemaker.
0656 Transcatheter Placement of Intracoronary of Drug-Eluting Stents .. 96.7516 | $5,045.69 | ....cccvvrnnnen. $1,009.14
0657 Placement of TiSSUE ClIPS ....ccecvevieieiieieseccee e 1.4438 $75.30 $15.06
0658 Percutaneous Breast BIiOpSIES ........ccccceiiiiiiiiiiie i 5.2712 $274.90 $54.98
0659 Hyperbaric OXYgEN .......oovvoiiiiiiiiiieee e 3.2364 $168.78 $33.76
0660 Level Il Otorhinolaryngologic Function Tests ........cccccevevveviieeeninennn. 1.5891 $82.87 $16.57
0661 Level IV PatholOgY ......cccceeviiiiieiiiee e 3.5077 $182.93 $36.59
0662 CT ANGIOGIAPNY ..eeviieiieiie ettt sree e beesraeens 5.4553 $284.50 $56.90
0664 Proton Beam Radiation Therapy .......ccccceeevvrreeresieennsieeneseeneeseeens 10.0482 $524.02 $104.80
0665 Bone Density:AppendicularSKeleton .........cccoccvvvvveiriinnesieneeenn, 0.8236 $42.95 $8.59
0666 Myocardial Add-0Nn SCANS ......cccveveeiireeiereee e 2.9650 $154.63 $85.05 $30.93
0668 Level | Angiography and Venography except Extremity .................. 10.3292 $538.68 $237.76 $107.74
0669 Digital Mammography ........ccccceeriereerieneeiese e 0.8915 $46.49 | ..o $9.30
0670 Intravenous and Intracardiac Ultrasound .............ccceceeeveveiieniesnnenne. 30.2416 | $1,577.13 $571.17 $315.43
0671 Level Il Echocardiogram Except Transesophageal ... 2.3643 $123.30 $64.12 $24.66
0672 Level IV Posterior Segment Procedures .................... 37.9061 | $1,976.84 $988.43 $395.37
0673 Level IV Anterior Segment Eye Procedures ...........cccoceevvvieieenneenn 25.9490 | $1,353.27 $649.56 $270.65
0674 Prostate Cryoablation ...........ccccviiiiiiiiiiiie e 62.9152 | $3,281.09 | .ccocvevvvrennnn $656.22
0675 Prostatic Thermotherapy .................. 48.5648 | $2,532.70 | ..cccovvevnennnne $506.54
0676 Level Il Transcatheter Thrombolysis 4.1278 $215.27 $58.21 $43.05




Federal Register/Vol. 67, No. 212/Friday, November 1, 2002/Rules and Regulations

66819

ADDENDUM A.—LIST OF AMBULATORY PAYMENT CLASSIFICATIONS (APCS) WITH STATUS INDICATORS, RELATIVE
WEIGHTS, PAYMENT RATES, AND COPAYMENT AMOUNTS—Continued
[Calendar Year 2003]

: National Minimum

APC Group title insdti{zl:tautf)r %\%?éwte Paé\Teent unadjusted | unadjusted
copayment | copayment

0677 Level | Transcatheter ThrombolySIS .....ccccvevveeeriviieeiriie e 2.6453 $137.96 $27.59
0678 External CounterpulSation ...........cccccveeiieieeiieccie e 2.2189 $115.72 $23.14
0679 Level Il Resuscitation and Cardioversion ...........cccccceeevereneneeenean 5.4069 $281.98 $56.40
0680 Insertion of Patient Activated Event Recorders ...........cccocceeeenieeenns 56.1324 | $2,927.36 | ...ccccvernenen. $585.47
0681 KNee Arthroplasty .........ccceecieeiieiieeiiee et 147.8067 | $7,708.27 | $3,067.55 | $1,541.65
0682 Level V Debridement & DeStruCtioN ..........cccoverieieinieieenesienieneeenne 7.2770 $379.50 $174.57 $75.90
0683 Level Il Photochemotherapy ........ccccceeoveveiiveieii e 1.8992 $99.05 $35.65 $19.81
0684 Prostate Brachytherapy lodine Seeds ..........ccccccceeeveenneen. 98.8349 | $5,154.34 | ..ccovvvivennnn. $1,030.87
0685 Level Il Needle Biopsy/Aspiration Except Bone Marrow 5.9882 $312.29 $137.40 $62.46
0686 Level [ SKIN REPAIN ...c.vevieeerieeiese e e enee s 14.2439 $742.83 $341.70 $148.57
0687 Revision/Removal of Neurostimulator Electrodes ............cc.ccevueeneene. 25.8424 | $1,347.71 $619.95 $269.54
0688 Revision/Removal of Neurostimulator Pulse Generator Receiver ... 745719 | $3,889.00 | $1,905.61 $777.80
0689 Electronic Analysis of Cardioverter-defibrillators .............cccccceeeneeen. 0.5814 $30.32 | i $6.06
0690 Electronic Analysis of Pacemakers and other Cardiac Devices ...... 0.4263 $22.23 $10.63 $4.45
0691 Electronic Analysis of Programmable Shunts/Pumps ...................... 2.9166 $152.10 $83.65 $30.42
0692 Electronic Analysis of Neurostimulator Pulse Generators ............... 6.2595 $326.44 $179.54 $65.29
0693 Level Il Breast RECONSIIUCHION .......covueiiiiiiiieiiiie et 37.5863 | $1,960.16 $798.17 $392.03
0694 MORNS SUIGEIY .eeiiieeieie ettt ee ettt ee e et e et eeanneeee s 3.4689 $180.91 $72.36 $36.18
0695 Level VII Debridement & DeStruction ..........c.cccoccevrivieneeniecreenneennn 18.6817 $974.27 $266.59 $194.85
0697 Level | Echocardiogram Except Transesophageal .............cccccuu...... 1.5697 $81.86 $42.57 $16.37
0698 Level Il Eye Tests & TreatmMentsS .......cccecevveeeneereenieeeeneseeseeeneenns 0.9205 $48.00 $18.72 $9.60
0699 Level IV Eye Tests & TreatmMents .......cccocevveeereeeerenieeneaeeneeeneens 3.7596 $196.07 $88.23 $39.21
0701 SR 89 chloride, Per MCi .......occeiiiiiiiiie e 8.9920 $468.94 | ..oooviiieen $93.79
0702 SM 153 lexidronam, 50 MCi ......cocceeeiiiiiiiiieeniee e 14.6218 $762.54 | oo $152.51
0706 New Technology - Level | ($0 - $50) .....cccoovrviriereiiiiieneseeneeieenne $25.00 $5.00
0707 New Technology - Level Il ($50 - $100) ......ccccoovrvereieereneenienieene $75.00 $15.00
0708 New Technology - Level Ill ($100 - $200) .......ccccovrviieereieenieneenn. $150.00 $30.00
0709 New Technology - Level IV ($200 - $300) ........cccoceovrirircnicicenn $250.00 $50.00
0710 New Technology - Level V ($300 - $500) .........cccocevivieniiiiniiienn, $400.00 $80.00
0711 New Technology - Level VI ($500 - $750) ........cccoceviviieeiinieninenn, $625.00 $125.00
0712 New Technology - Level VIl ($750 = $1000) ........ccovvvvrveerererernnens $875.00 $175.00
0713 New Technology - Level VIII ($1000 - $1250) .......ccccoceevveerverineennn $1,125.00 $225.00
0714 New Technology - Level IX ($1250 - $1500) .....ccccceveveeervaeererareenn $1,375.00 $275.00
0715 New Technology - Level X ($1500 - $1750) ....cccvvveerreeereneenieaeenes $1,625.00 $325.00
0716 New Technology - Level XI ($1750 - $2000) .....c.cccevveveerviverernreenns $1,875.00 $375.00
0717 New Technology - Level XII ($2000 - $2500) .......cccccvvveererverreneenn. $2,250.00 $450.00
0718 New Technology - Level XIII ($2500 - $3000) ........c.cccceerereerrenieenn. $2,750.00 $550.00
0719 New Technology-Level XIV ($3000 - $3500) .......ccccvveveerreeeerveareenn. $3,250.00 $650.00
0720 New Technology - Level XV ($3500 - $5000) .......ccccccoererivenreneenn. $4,250.00 $850.00
0721 New Technology - Level XVI ($5000 - $6000) ...........ccccccovcrvrrrnrn. $5,500.00 | ..oooorveeen. $1,100.00
0725 New Technology - Level XX ($19500 - $20500) .....ccccccevevvivenniices | S iiivviiieiien | e, $20,000.00 | ..cccvveevireennne $4,000.00
0726 Dexrazoxane hcl injection, 250 mg 2.2577 $117.74 $23.55
0728 Filgrastim 300 mcg injection ............ 2.1027 $109.66 $21.93
0730 Pamidronate disodium , 30 My ...c.ccoveeiieiieiieeece e 3.2654 $170.29 $34.06
0732 Mesna injection 200 MQ ....ccceveeiereeierreiereeee e see e 0.5039 $26.28 $5.26
0733 Non esrd epoetin alpha inj, 1000 U .....ccccovervrierriieeie e 0.1744 $9.10 $1.82
0734 Injection, darbepoetin alfa (for non-ESRD use), pre 1 mcg ............ 0.0454 $2.37 $.47
0800 Leuprolide acetate, 3.75 M ..ecveveeiereeieieeee e see e see e 3.7984 $198.09 $39.62
0802 Etoposide 0ral 50 MQ ....coeeieiieieseeiese e 0.5523 $28.80 $5.76
0807 Aldesleukin/single USe Vial ..........ccccovieiieieeiiene e 7.2867 $380.01 $76.00
0810 Goserelin acetate implant 3.6 MG .......ccccceeeieveiiececeee e 5.5619 $290.06 $58.01
0811 Carboplatin injection 50 MQ ......oooiiiiiiiiieie e 1.4922 $77.82 $15.56
0812 Carmusting, 100 MQJ .....ocvviiiiiiiieieerie e 1.5310 $79.84 $15.97
0813 Cisplatin 10 Mg iNJECHON ....ccveeiveeciiecie e 0.4263 $22.23 $4.45
0820 Daunorubicin 10 MO ...oeeveeeerieeieneeeese e e e 1.9379 $101.06 $20.21
0821 Daunorubicin citrate li[posom 10 Mg ......cccceeveveevieeiiecie e 2.9069 $151.60 $30.32
0822 Diethylstilbestrol injection 250 Mg ......cccvvvererierriiereeee e 2.0251 $105.61 $21.12
0823 [T Tod=] = V] M2 O I 4 Vo S 3.8953 $203.14 $40.63
0827 Floxuridine injection 500 MQ ....ccvoviveiereeieireieseeee e e e e 2.2189 $115.72 $23.14
0828 Gemcitabing HCL 200 MQ ..oooviiiiiiiieeiiieeeiee e 1.2984 $67.71 $13.54
0830 Irinotecan iNJECtiON 20 MQ ...ccveveiiieierieiiere e 1.7538 $91.46 $18.29
0831 Ifosfomide INJECHON 1 gM ovveivieieieeiece e 1.9186 $100.06 $20.01
0832 Idarubicin hcl injection 5 mg ............... 4.8642 $253.67 $50.73
0838 Interferon gamma 1-b inj, 3 million u .. 3.0426 $158.67 $31.73
0840 Melphalan hydrochl 50 Mg ......ccoocvviiiiiiiieciice e 4.5348 $236.49 $47.30
0842 Fludarabine phosphate inj 50 Mg ......cccoeviiiiiiiiiieec e 3.2848 $171.31 $34.26
0843 Pegaspargase, singl dose vial 8.8079 $459.34 $91.87
0844 Pentostatin injection, 10 Mg .......cccveciiiiieiee e 19.8833 | $1,036.93 $207.39
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0849 Rituximab, 100 Mg ....oviiiiiiiiiee e 5.4941 $286.52 $57.30
0852 TOPOECAN, 4 MU veiivieiiieeie et etee ettt e sbe e sae e veesreeaaaes 7.7130 $402.24 $80.45
0855 Vinorelbine tartrate, 10 MQ ......coeeeiiiiieiiie e 1.0756 $56.09 $11.22
0856 Porfimer Sodium, 75 MQ ..ocoveieeieeeiece e 29.6117 | $1,544.28 $308.86
0857 Bleomycin sulfate injection 15 U .....cccccceeveeiieeiie e 3.1879 $166.25 $33.25
0858 (1 F=To [ ] o1 T T X o s o SRR 0.7946 $41.44 $8.29
0861 Leuprolide acetate iNJECtON 1 MJ ....cvecveeerveeerireee e eee e e 0.7752 $40.43 $8.09
0862 Mitomycin 5 mg inj ......cccceeeennns 1.1337 $59.12 $11.82
0863 Paclitaxel injection, 30 mg .. 2.3158 $120.77 $24.15
0864 MitoXantrone NCl, 5 MQ ..ooveeeeiieiereeeseee e 2.9263 $152.61 $30.52
0888 Cyclosporing oral 100 MJ .....ccereeiereeieneeeeseeeeneeseeeeseeeeseeeseens 0.0484 $2.52 $.50
0890 Lymphocyte immune globulin 250 Mg ....cccccvevveiveieireeecee e 3.3429 $174.34 $34.87
0891 Tacrolimus oral PEr 1 MQ ..cccveceeeerieiierieseeie e e e e 0.0291 $1.52 $.30
0902 Botulinum toXin @, PEr UNIt .......ccvevieeieieeieie e 0.0484 $2.52 $.50
0903 Cytomegalovirus imm IV/VIal .........ccccceeveiiiieiiceccccee e 4.7383 $247.11 $49.42
0905 Immune globulin 500 Mg ......cooiiiiiiii e 0.8333 $43.46 $8.69
0906 RSV-iVIg, 50 MG coiiiiiiiiiiiee ettt 0.5911 $30.83 $6.17
0909 Interferon beta-1a, 33 MCY ..occoveiviiiiieiiecieecee e 2.7906 $145.53 $29.11
0910 Interferon beta-1b /0.25 MQ ...c.cooiiiiiieiie e 1.9864 $103.59 $20.72
0916 Injection iMiIgluCErase /UNIt ...........ccccuvevveeeieesiee e 0.0484 $2.52 $.50
0917 INj, AdENOSINE, 90 MU ..eiveeiieieeieieee e 3.1986 $166.81 $33.36
0925 [ Lo (o) G o =Y O S 0.0097 $.51 $.10
0926 Factor VI (POICINE) PEI IU .vevveerierieeiesieeieseeee e sree e 0.0291 $1.52 $.30
0927 Factor viii recombinant PEr iU .......ccveveeveieiesieie e 0.0194 $1.01 $.20
0928 Factor ix complex per iu 0.0097 $.51 $.10
0929 Anti-inhibitor per iu ................. 0.0194 $1.01 $.20
0930 Antithrombin i iNJECtION PEI iU ..ccvvevveieieieciciece e 0.0194 $1.01 $.20
0931 Factor IX non-recombinant, Per il .......c.ccocevereneneieeicnine e 0.0097 $.51 $.10
0932 Factor IX recombinant, Per iU .......ccccoevieneiiiicniiiniesic e . 0.0194 $1.01 $.20
0949 Plasma, Pooled Multiple Donor, Solvent/Detergent T ........ccccccveee. K .. 2.3837 $124.31 $24.86
0950 Blood (Whole) For Transfusion ..........cccceoevoveeneiieneiee e K . 1.6860 $87.93 $17.59
0952 CIYOPIECIPIALE ...vieiviievieiiieeiee et et e ste et e ere et e et e saeesaeeebeesrae e K .. 0.5620 $29.31 $5.86
0954 RBC leukocytes reduCed .........ccovveierenieneeiene e K .. 2.2868 $119.26 $23.85
0955 Plasma, Fresh FIOZEN ... K .. 1.8217 $95.00 $19.00
0956 Plasma Protein Fraction .........c.ccoeoereriieienenenieieescsie e K .. 1.7829 $92.98 $18.60
0957 Platelet CONCENLIALE .......ccccvririirierieieeiesie e K .. 0.7946 $41.44 $8.29
0958 Platelet RIiCh PlaSma ........ccoeoiriiiniinieiiesese e K .. 1.0271 $53.56 $10.71
0959 Red BIOOd CElIS ... K .. 1.6569 $86.41 $17.28
0960 Washed Red BIood CellS .........c.eoeiiiiiiiiiieiiie e K .. 3.0813 $160.69 $32.14
0961 Infusion, Albumin (Human) 5%, 50 Ml ........cccociiiiiniieniiiiiie K 0.9980 $52.05 | .o $10.41
0963 Albumin (human), 5%, 250 Ml .......ccociiiiiiiiiee e K i, 4.9708 $259.23 $51.85
0964 Albumin (human), 25%, 20 ml .. 1.0756 $56.09 $11.22
0965 Albumin (human), 25%, 50ml .... 2.6840 $139.97 $27.99
0966 Plasmaprotein fract,5%,250Ml ............ccceveeiiiieiieeieecee e 8.9145 $464.90 $92.98
0970 New Technology - Level | ($0 - $50) ......ccoovvrvrrvrieriieeneseeneeeene $25.00 $5.00
0971 New Technology - Level Il ($50 - $100) .......cccoovrverrvrieereneenreeeenns $75.00 $15.00
0972 New Technology - Level [ll ($100 - $200) .........ccoccervrieererieenennen. $150.00 $30.00
0973 New Technology - Level IV ($200 - $300) ........cccoceervreerenieenreneenn. $250.00 $50.00
0974 New Technology - Level V ($300 - $500) ........ccccoevererieerenieenineenn. $400.00 $80.00
0975 New Technology - Level VI ($500 - $750) .....cccccevvevrvieereneenrenieenns $625.00 $125.00
0976 New Technology - Level VII ($750 - $1000) ........ccccoveeerieireesriannnn. $875.00 $175.00
0977 New Technology - Level VIII ($1000 - $1250) .......ccccceoeerervenneninenn $1,125.00 $225.00
0978 New Technology - Level IX ($1250 - $1500) .......everevereererrererreenns $1,375.00 $275.00
0979 New Technology - Level X ($1500 = $1750) ........coovcvrvrvrercrererrnns $1,625.00 $325.00
0980 New Technology - Level XI ($1750 - $2000) .......cccoververveerernneennn $1,875.00 $375.00
0981 New Technology - Level XII ($2000 - $2500) ........ccccvvverveererrneennn $2,250.00 $450.00
0982 New Technology - Level XIII ($2500 - $3000) .......c.cccovervriverrenenenn. $2,750.00 $550.00
0983 New Technology - Level XIV ($3000 - $3500) .........cccccervriverrinnenn. $3,250.00 $650.00
0984 New Technology - Level XV ($3500 - $5000) .......cccccoceervriverrennenn. $4,250.00 $850.00
0985 New Technology - Level XVI ($5000 - $6000) .........cccccervrverreneenn. $5,500.00 $1,100.00
0989 New Technology - Level XX ($19500-$20500) ......cccccceeeveeruerrveane $20,000.00 $4,000.00
1009 Cryoprecip reduced Plasma .....cccccveveeierenieieceee e $37.39 $7.48
1010 Blood, L/R, CMV-neg ............. $121.78 $24.36
1011 Platelets, HLA-m, L/R, unit $499.77 $99.95
1013 Platelet concentrate, L/R, UNIt .......cccooiiiiiiiiienin e $49.52 $9.90
1016 Blood, L/R, froz/deglycerol/washed ..........c.ccccooveiiiieiiiineniieeciieennn $301.68 $60.34
1017 Platelets, aph/pher, L/R, CMV-neg, unit $393.15 $78.63
1018 Blood, L/R, irradiated ..........ccccocirerenieieiiesenieeeeeee e $132.40 $26.48
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1019 Platelets, aph/pher, L/R, irradiated, unit 7.7905 $406.28 $81.26
1020 Pit, pher,L/R,CMVi,irrad .......... 9.4959 $495.22 $99.04
1021 RBC, frz/deg/wsh, L/R, irrad .. 6.4436 $336.04 $67.21
1022 RBC, L/R, CMV neg, irrad ............... 3.8565 $201.12 $40.22
1045 lobenguane sulfate I-31per 0.5 mCi 1.5697 $81.86 $16.37
1059 Cultured chondrocytes implnt ..........cccceeeveenieneeninneneneeneneeneneeene | Ko 114.2706 | $5,959.33 $1,191.87
1084 Denileukin diftitoX, 300 MCG ......ccceeviireiiiieenieeeeieee e snieeenneees | K 12.1315 $632.67 $126.53
1086 Temozolomide,oral 5 mg ........... 0.0581 $3.03 $.61
1091 IN 111 Oxyquinoline, per .5 mCi 4.7092 $245.59 $49.12
1092 IN 111 Pentetate, per 0.5 MCi ...cccvveerviiereieere e 4.4379 $231.44 $46.29
1095 Technetium TC 99M Depreotide 5.6006 $292.08 $58.42
1096 TC 99M Exametazime, per dose .. 4.4379 $231.44 $46.29
1122 TC 99M arcitumomab, PEr Vial ........cccceevverieiieieiiese e 11.4726 $598.31 $119.66
1167 Epirubicin NCl, 2 Mg cvveieeccceeseee e 0.3294 $17.18 $3.44
1178 BUSUIFAN 1V, 6 MQ .. 0.4845 $25.27 $5.05
1203 Verteporfin for iNJECHON ......c.ooeieiiiieieeee e 16.5209 $861.58 $172.32
1207 Octreotide acetate depot IMQ .......cccocveeiiiiiiiiieniieenee e 1.4244 $74.28 $14.86
1305 APIGIal e e 13.0520 $680.67 $136.13
1348 1-131 SOl, PEF 16 MCI ..eoviiiiiiieiiiie e sreee e 0.9399 $49.02 $9.80
1409 Factor viia recombinant, per 1.2 Mg ......ccccceeevvevieeieesie e 20.7844 | $1,083.93 $216.79
1604 IN 111 capromab pendetide, per doSe .........ccocvrveererieerienieenereenen 16.4434 $857.54 $171.51
1605 Abciximab injection, 10 MQ .....ccooovevrrieieneeese e 5.8526 $305.22 $61.04
1609 Rho(D) immune globulin h, sd, 100 iU .....cccoeviiieiiiiieeeeeeeee e 0.2229 $11.62 $2.32
1611 Hylan G-F 20 injection, 16 Mg .....ccceevereeieireieir e e e see e 2.3643 $123.30 $24.66
1612 Daclizumab, parenteral, 25 mg . 4.3991 $229.42 $45.88
1613 Trastuzumab, 10 Mg ........ccee.e 0.6298 $32.84 $6.57
1614 ValrubiCin, 200 MO ..oooceeiieiiiie e 3.5658 $185.96 $37.19
1615 BasiliXimab, 20 MQ ....ooiiiiiiie e 13.3621 $696.85 $139.37
1618 Vonwillebrandfactremplx, per iu ..o, 0.0194 $1.01 $.20
1620 Technetium tc99m DICISALE ......cccevvviieeiiiieecee e 3.8759 $202.13 $40.43
1625 Indium 111-in pentetreotide ..........cccevveeiieeiieiiiee e 8.2169 $428.52 $85.70
1628 Chromic phosphate P32 ........coceeiieiieeiie e 1.5891 $82.87 $16.57
1716 Brachytx seed, Gold 198 ........cccceveeierieeiereeiere e 0.4360 $22.74 $4.55
1718 Brachytx seed, 10dine 125 .......ccccoceeiiiiieeieiieiese e 0.6008 $31.33 $6.27
1719 Brachytxseed, NON-HDR I1-192 ......ccccocveiieiveiiineee e 0.5232 $27.29 $5.46
1720 Brachytx seed, Palladium 103 ........cccceeviviieiiinreie e 0.8430 $43.96 $8.79
1765 Adhesion barfier .........cccccviiiiiieiiiiiniesieeeseeeeeeeseeseeees | H i | s | s | e | e
1775 FDG, per dose (4-40 mCi/ml) ....ccoooiiiiiiiiieiee e 7.5289 $392.64 $78.53
1783 Ocular implant, agueous drain deviCe ..........ccccveeerveeennieneniieenneeee | Hociiiiii | i | v | e | e,
1888 Endovascular non-cardiac ablation catheter .............cccocvvivivnin | H o | i | i | e | e
1900 Lead COronary VENOUS .........cccoceeeviveniienieniieniinneesnesineesnesseeneeenne | H o | i | i | eeveeviieiienns | e
2614 Probe, percutaneous lumbar diSC .......ccccocvvvviieeiiiineiiiienniieeniies | Hoiiis | i | e | s | e
2616 Brachytx seed, YHAUM-90 .........coccooiiiiiiiiiiiiece e $92.17
2618 Probe, cryoablation ..........ccccccceiiiiiiiiiii e esienesnneees | H o | i | i | s | e
2632 Brachytx sol, 1-125, per MCi ......ccccoeveenieiiieniinieenieeneenneeneenneene | Hois | i | i | e | e
7000 AMIfOStNE, 500 MQ ..oviiiieieiieie et 4.5057 $234.98 $47.00
7001 Amphotericin B lipid complex, 50 Mg .....cccooverieriierienieeneee s 2.3449 $122.29 $24.46
7011 Oprelvekin iNJECION, 5 MQJ ....eoiveiieierieciee e 2.7325 $142.50 $28.50
7024 Corticorelin ovine trflutat .........c.cooerrieiiiiceeeee e 2.2965 $119.76 $23.95
7025 Digoxin immune FAB (OVINE) .....cccveveieeieiiieiesie e sis e sie e 4.9805 $259.74 $51.95
7030 HEMIN, PEI 1 MQ 1oiiiiiieiieceecte ettt re e 0.0097 $.51 $.10
7031 Octreotide acetate iNJECHION ........cocuiviiiiieiiiie e 1.2694 $66.20 $13.24
7034 SOMAtroPin INJECHION ....veeiiiiiiie ittt 0.7170 $37.39 $7.48
7035 TenipoSIde, 50 MQ ..oveoiiiieiiiie e ee e 1.9573 $102.08 $20.42
7038 MUuromonab-CD3, 5 MQ ...eeeiiiiieiiiieesiie e sre e seee e e eeeee s 6.9572 $362.82 $72.56
7041 Tirofiban hydrochloride 12.5 Mg ...ccccovviiiieiiecieece e 49417 $257.71 $51.54
7042 Capecitabine, oral, 150 MJ ....ccooveiereeieeneneene e 0.0291 $1.52 $.30
7043 Infliximab iNJECtION 10 MQ ..eovvveieiieiee e 0.7364 $38.40 $7.68
7045 TrimetreXate glUCOIONALE ........ccceveeereeierieeiesieeeeneeeeseesreeeesreeneens 1.3081 $68.22 $13.64
7046 Doxorubicin hcl liposome inj 10 Mg ...cccvevevveieneeieie e 4.3894 $228.91 $45.78
7049 Filgrastim 480 MCg iNJECHON ....c..ocveieiieieieecce e 3.2267 $168.28 $33.66
7051 Leuprolide acetate implant, 65 Mg ......cccccevvvvverereevesieeriesieereniens | G i | v $5,399.80 $807.13
9000 Na chromate Cr51, per 0.25mCi 1.8798 $98.03 $19.61
9002 Tenecteplase, 50mg/vial ........... 27.5963 | $1,439.17 $287.83
9003 Palivizumab, per 50MQ .......cccoiiiiiiiiiei e 8.5657 $446.71 $89.34
9005 Reteplase iNJECHION .......ccveiiiiiee e 12.6547 $659.96 $131.99
9009 Baclofen refill kit - per 2000 mcg .. 0.7267 $37.90 $7.58
9010 Baclofen refill kit - per 4000 mcg 0.9205 $48.00 $9.60
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9012 AISENIC THOXIAE ...veuvieeiiiiisiirie e nnenennenes | O wvviniinienies | veveeieeieennes $31.35 | i $4.69
9015 Mycophenolate mofetil oral 250 M .......ccoveviieiiiniiciece e 0.0291 $1.52 $.30
9016 Echocardiography CONrast ........ccccceveveververierivnrenesienesieeniesreenienns | G iovvviievins | cvvvveiennens $118.75 $17.75
9018 Botulinum toxin B, per 100 u . $8.79 $1.31
9019 Caspofungin acetate, 5 Mg .....ccccceiereeiierenieie e $34.20 $5.11
9020 Sirolimus tablet, 1 Mg ..ooooiii $3.03 $.61
9021 Immune globulin 10 mg ....... $.51 $.10
9022 IM inj interferon beta 1-a $48.51 $9.70
9023 Rho d immune globulin 50 MCY ...vovveieieeieecee e $2.52 $.50
9024 Amphotericin b lipid COMPIEX ......ccocviiiiiiiiiiiii . $21.73 $4.35
9104 Anti-thymocycte globulin rabbit . 2.6356 $137.45 $27.49
9105 Hep B imm glob, per 1 ml ......... $78.83 $15.77
9108 Thyrotropin alfa, Per 1.1 Mg ...cccooovereiieiereeese e $395.67 $79.13
9109 Tirofliban hcl, Per 6.25 MQ ..o $114.71 $22.94
9110 Alemtuzumab, per ml ............. $511.22 $76.41
9111 Inj, bivalirudin, per 250 mg vial . $397.81 $56.46
9112 Perflutren lipid micro, per 2ml $4.94 $.74
9113 Inj, pantoprazole sodium, vial $22.80 $3.41
9114 Nesiritide, per 1.5 mg vial ......... $433.20 $64.75
9115 Inj, zoledronic acid, per 2 mg $406.78 $60.80
9116 Inj, Ertapenem sodium, per 1 gm vial $45.31 $6.77
9119 Inj, Pedfilgrastim, per 6 mg single dose vial ..........c.ccccceecviiniiiinnenne. G e | e $2,802.50 $418.90
9120 Inj, Fulvestrant, per 50 mg .......ccccceeveervreerennne $87.58 $13.09
9121 Inj, Argatroban, per 5 mg .... $14.25 $2.13
9200 (@ ot = I o =T < o S $1,135.25 $169.69
9201 Dermagraft, per 37.5 sq cm $577.60 $86.34
9217 Leuprolide acetate suspnsion, 7.5 mg 6.5696 $342.61 $68.52
9500 Platelets, irradiated ..........cccccoovevennnnn. 1.4341 $74.79 $14.96
9501 Platelets, PhEresis ........ccoveiirieieneeese e 7.8390 $408.81 $81.76
9502 Platelet pheresis irradiated ..........ccocoreeeeieiienese e 8.5076 $443.68 $88.74
9503 Fresh frozen plasma, ea unit . 1.3372 $69.74 $13.95
9504 RBC deglycerolized ................ 3.5174 $183.44 $36.69
9505 RBC ITadiated .......ccevvieiieiieiieicrieicece e 2.0833 $108.65 $21.73
9506 Granulocytes, PhEresSiS ........ccuoiviiiiiiiiiiii e Ko 23.9432 | $1,248.66 | .....ccoenennen. $249.73
ADDENDUM B.—PAYMENT STATUS BY HCPCS CODE AND RELATED INFORMATION
[Calendar Year 2003]
; National Minimum
H((::};gs inSdti?:tautZr Condition Description APC F‘;&é?éh’f Paryarpeent unadjusted unadjusted
copayment | copayment
0001T C o | e Endovas repr abdo @0 aneurys ........ | .oceiiiiiinis | ceveeniiiiienies | e | s | e
0002T C o | e, Endovas repr abdo ao aneurys ........
0003T S i | e, Cervicography ......cccccecvveveeenecncneennn.
0005T C . Perc cath stent/brain cv art .....
0006T C . Perc cath stent/brain cv art .....
0007T C . Perc cath stent/brain cv art .....
0008T E .. Upper gi endoscopy w/suture .....
0009T T.. Endometrial cryoablation .........
00100 N .. Anesth, salivary gland .......
00102 N .. Anesth, repair of cleft lip
00103 N .. Anesth, blepharoplasty ..
00104 N .. Anesth, electroshock .........
0010T A .. Tb test, gamma interferon .
00120 N .. Anesth, ear surgery .......
00124 N Anesth, ear exam ........cccccceeeeevnnneen.
00126 N o | e Anesth, tympanotomy .........ccccovevviie | cvvvevninniiiiies | i | s | e | e
0012T T.. Osteochondral knee autograft .... 0041 26.1234 $1,362.36 $272.47
0013T T.. Osteochondral knee allograft ..... 0041 26.1234 $1,362.36 $272.47
00140 N Anesth, Procedures 0N EYE .....ccccccee | covveeviiieiiiiies | cevvvvesiieeesnies | eeevniieeesssnneenss | cevessinnessiienes | aonveeessseessnnnes
00142 N o | Anesth, [ens surgery .......cccoccvvveenie | | | | |,

CPT codes and descriptions only are copyright American Medical Association. All Rights Reserved. Applicable FARS/DFARS Apply.
Copyright American Dental Association. All rights reserved.
*Code is new in 2002.
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00144 N Anesth, corneal tranSPIaNnt ..........cccco. | coviiiiiiiiniiies | eeriieeiiieeiniies | eeeerrree e e | erreesienesieees | aereeeenneee s
00145 N .. Anesth, vitreoretinal surg ...
00147 N .. Anesth, iridectomy .........
00148 N .. Anesth, eye exam ....
0014T T.. Meniscal transplant, knee ........ $1,362.36 $272.47
00160 N .. Anesth, nose/sinus surgery .....
00162 N .. Anesth, nose/sinus surgery .....
00164 N Anesth, biopsy of nose ...........c.........
0016T E Thermotx choroid vasc lesion
00170 N .. Anesth, procedure on mouth ......
00172 N .. Anesth, cleft palate repair .......
00174 C .. Anesth, pharyngeal surgery ....
00176 C .. Anesth, pharyngeal surgery ....
0017T E .. Photocoagulat macular drusen ...
0018T S .. Transcranial magnetic stimul ......
00190 N .. Anesth, face/skull bone surg ... o | e | s | e
00192 C Anesth, facial bone surgery .......cce. | oo | e | e
0019T A Extracorp shock wave tX, MS .....ccccc. | covvveniiiniiiis | cevvrieeesiieesnee | eevesnieeesnieeens
0020T A .. Extracorp shock wave tx, ft .....
00210 N .. Anesth, open head surgery .....
00212 N .. Anesth, skull drainage .............
00214 C .. Anesth, skull drainage ...
00215 C .. Anesth, skull repair/fract ..........
00216 N .. Anesth, head vessel surgery ...
00218 N .. Anesth, special head surgery ..
0021T Cc Fetal oximetry, trnsvag/cerv .............
00220 N Anesth, intrcrn nerve ..o
00222 N .. Anesth, head nerve surgery ....
0023T A .. Phenotype drug test, hiv 1 ......
0024T C Transcath cardiac reduction .............
0025T S Ultrasonic pachymetry ..........cc.c........
0026T A .. Measure remnant lipoproteins ....
0027T T.. Endoscopic epidural lysis ...........
0028T N .. Dexa body composition study ....
0029T N .. Magnetic tx for incontinence ...
00300 N .. Anesth, head/neck/ptrunk ........
0030T AL Antiprothrombin antibody ...
0031T N .. SpPeculosSCopY ....ccvveevirieeiiineenne
00320 N .. Anesth, neck organ surgery ....
00322 N .. Anesth, biopsy of thyroid .........
00326 N .. Anesth, larynx/trach, < 1yr ........
0032T N .. Speculoscopy w/direct sample ...
0033T C Endovasc taa repr inCl SUDCH ............ | oo | eveiiiieiiiiiies | e | e | e
0034T C Endovasc taa repr w/o subcl ............
00350 N .. Anesth, neck vessel surgery ...
00352 N .. Anesth, neck vessel surgery ...
0035T C Insert endovasc prosth, taa ..............
0036T C Endovasc prosth, taa, add-on ..........
0037T C . Artery transpose/endovas taa ...
0038T C .. Rad endovasc taa rpr w/cover ...
0039T (O Rad s/i, endovasc taa repair ......
00400 N .. Anesth, skin, ext/per/atrunk .....
00402 N .. Anesth, surgery of breast ........
00404 C .. Anesth, surgery of breast .....
00406 (O Anesth, surgery of breast ........
0040T C . Rad s/i, endovasc taa prosth .....
00410 N .. Anesth, correct heart rhythm ...
0041T A .. Detect ur infect agnt w/cpas ....
0042T N .. Ct perfusion w/contrast, cbf .....
0043T A .. Co expired gas analysis ..........
0044T N .. Whole body photography ........
00450 N .. Anesth, surgery of shoulder ....
00452 (O Anesth, surgery of shoulder ....
00454 N Anesth, collar bone biopsy ...............
00470 N o | Anesth, removal of rib ... | D L D D

CPT codes and descriptions only are copyright American Medical Association. All Rights Reserved. Applicable FARS/DFARS Apply.
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00472 N e Anesth, chest wall repair ..................
00474 C e Anesth, surgery of rib(s) .........
00500 N Anesth, esophageal surgery ...
00520 N e Anesth, chest procedure ..................
00522 N Anesth, chest lining biopsy ...............
00524 C s Anesth, chest drainage ...........
00528 N e Anesth, chest partition view ......
00530 N Anesth, pacemaker insertion .....
00532 N Anesth, vascular access ............
00534 N Anesth, cardioverter/defib .......
00537 N Anesth, cardiac electrophys ......
00539 N Anesth, trach-bronch reconst ...
00540 C s Anesth, chest surgery ................
00541 N Anesth, one lung ventilation ...
00542 C s Anesth, release of lung ............c.......
00544 C s Anesth, chest lining removal ............
00546 C e Anesth, lung,chest wall surg .....
00548 N Anesth, trachea,bronchi surg ....
00550 N Anesth, sternal debridement ............
00560 C e Anesth, open heart surgery
00562 C s Anesth, open heart surgery ....
00563 N Anesth, heart proc w/pump ....
00566 N ... Anesth, cabg w/o pump ..........
00580 C e Anesth, heart/lung transpint ...
00600 N Anesth, spine, cord surgery .............
00604 C o Anesth, sitting procedure ..................
00620 N e Anesth, spine, cord surgery
00622 C . Anesth, removal of nerves
00630 N Anesth, spine, cord surgery ...
00632 C s Anesth, removal of nerves
00634 C Anesth for chemonuCIEolYSIS .........c.. | coceiiiviiiiiiis | i | eveeiieniiiies | e | e
00635 N . Anesth, lumbar puncture ...........
00640 N Anesth, spine manipulation ....
00670 C e Anesth, spine, cord surgery
00700 N .. Anesth, abdominal wall surg
00702 N Anesth, for liver biopsy ..............
00730 N Anesth, abdominal wall surg
00740 N . Anesth, upper gi visualize ................
00750 N e Anesth, repair of hernia .......
00752 N e Anesth, repair of hernia ....
00754 N Anesth, repair of hernia ....
00756 N Anesth, repair of hernia ..........
00770 N ... Anesth, blood vessel repair .......
00790 N . Anesth, surg upper abdomen ...........
00792 C s Anesth, hemorr/excise liver ..............
00794 C s Anesth, pancreas removal ......
00796 C s Anesth, for liver transplant .....
00797 N Anesth, surgery for obesity ....
00800 N Anesth, abdominal wall surg .....
00802 C s Anesth, fat layer removal ..........
00810 N e Anesth, low intestine scope .......
00820 N e Anesth, abdominal wall surg .....
00830 N e Anesth, repair of hernia .............
00832 N e Anesth, repair of hernia ..........
00834 N ... Anesth, hernia repair< L Yr .....ccccceee | coveeniivniiniiies | i | eeveeiiieiiiiies | seveeesieeieen | e
00836 N . Anesth hernia repair preemie ........... | coovevvviiieniis | v
00840 N Anesth, surg lower abdomen ...........
00842 N Anesth, amniocentesis  ..............
00844 C s Anesth, pelvis surgery ...
00846 C e Anesth, hysterectomy .......
00848 C e Anesth, pelvic organ surg .
00851 N . Anesth, tubal ligation ............c..cc......
00860 N e Anesth, surgery of abdomen ............ | oo | s | e | e | e
00862 N e Anesth, kidney/ureter surg
00864 C . Anesth, removal of bladder
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00865 C s Anesth, removal of prostate .............
00866 C s Anesth, removal of adrenal ....
00868 C s Anesth, kidney transplant .......
00869 N e Anesth, vasectomy .........cccccceiiiienns
00870 N Anesth, bladder stone surg ..............
00872 N Anesth kidney stone destruct ....
00873 N e Anesth kidney stone destruct ....
00880 N Anesth, abdomen vessel surg ...
00882 C s Anesth, major vein ligation ........
00902 N e Anesth, anorectal surgery ......
00904 C e Anesth, perineal surgery .....
00906 N Anesth, removal of vulva ........
00908 C s Anesth, removal of prostate ...
00910 N Anesth, bladder surgery .........
00912 N Anesth, bladder tumor surg ..............
00914 N e Anesth, removal of prostate .............
00916 N Anesth, bleeding control
00918 N Anesth, stone removal ......
00920 N e Anesth, genitalia surgery ..................
00921 N Anesth, vasectomy ........c..cccoeevveueenn
00922 N Anesth, sperm duct surgery ...
00924 N Anesth, testis exploration .......
00926 N Anesth, removal of testis .....
00928 C e Anesth, removal of testis .....
00930 N Anesth, testis suspension .......
00932 C o Anesth, amputation of penis .............
00934 C s Anesth, penis, nodes removal
00936 C s Anesth, penis, nodes removal ...
00938 N Anesth, insert penis device .......
00940 N Anesth, vaginal procedures ..............
00942 N ... Anesth, surg on vag/urethral
00944 C s Anesth, vaginal hysterectomy ...
00948 N Anesth, repair of cervix .............
00950 N Anesth, vaginal endoscopy ....
00952 N .. Anesth, hysteroscope/graph ...
01112 N Anesth, bone aspirate/bx ........
01120 N Anesth, pelvis surgery ..........ccccoc...
01130 N . Anesth, body cast procedure
01140 C s Anesth, amputation at pelvis .....
01150 C s Anesth, pelvic tumor surgery .....
01160 N Anesth, pelvis procedure ...........
01170 N Anesth, pelvis surgery ..............
01180 N ... Anesth, pelvis nerve removal ....
01190 C s Anesth, pelvis nerve removal
01200 N Anesth, hip joint procedure ..............
01202 N Anesth, arthroscopy of hip .....
01210 N .. Anesth, hip joint surgery .........
01212 C e Anesth, hip disarticulation ...
01214 C e Anesth, hip arthroplasty .......
01215 N e Anesth, revise hip repair ........
01220 N e Anesth, procedure on femur ...
01230 N e Anesth, surgery of femur ...........
01232 C s Anesth, amputation of femur .....
01234 C s Anesth, radical femur surg ........
01250 N ... Anesth, upper leg surgery ................
01260 N Anesth, upper leg veins surg
01270 N Anesth, thigh arteries surg ........
01272 C s Anesth, femoral artery surg .......
01274 C s Anesth, femoral embolectomy ...
01320 N Anesth, knee area surgery ........
01340 N Anesth, knee area procedure ...........
01360 N . Anesth, knee area surgery ...............
01380 N e Anesth, knee joint procedure
01382 N e Anesth, knee arthroscopy ..........
01390 N Anesth, knee area procedure
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01392 N e Anesth, knee area surgery

01400 N Anesth, knee joint surgery

01402 C s Anesth, knee arthroplasty

01404 C s Anesth, amputation at knee .............

01420 N Anesth, knee joint casting ................

01430 N Anesth, knee veins surgery ....

01432 N e Anesth, knee vessel surg .......

01440 N Anesth, knee arteries surg .....

01442 C s Anesth, knee artery surg ........

01444 C s Anesth, knee artery repair .........

01462 N Anesth, lower leg procedure

01464 N Anesth, ankle arthroscopy ...

01470 N e Anesth, lower leg surgery ..........

01472 N Anesth, achilles tendon surg

01474 N Anesth, lower leg surgery .................

01480 N e Anesth, lower leg bone surg

01482 N Anesth, radical leg surgery

01484 N Anesth, lower leg revision

01486 C s Anesth, ankle replacement

01490 N Anesth, lower leg casting .................

01500 N Anesth, leg arteries surg ...........

01502 C s Anesth, lwr leg embolectomy ...

01520 N ... Anesth, lower leg vein surg .......

01522 N Anesth, lower leg vein surg ....

01610 N Anesth, surgery of shoulder ...

01620 N . Anesth, shoulder procedure .............

01622 N e Anesth, shoulder arthroSCOPY .......ccc. | coveiriiiiiiiiies | eeriieeiiieeiiies | eeerrireesiieeenee | rrreesieeesninees | oeireeessneeesines

01630 N e Anesth, surgery of shoulder

01632 C s Anesth, surgery of shoulder

01634 C s Anesth, shoulder joint @MPUL .......ccc. | coiiiiiiiiiiies | eeiiiieiiieniiies | eeerrireeesiieeenes | rreeenieeesnieees | eereee e

01636 C Anesth, forequarter amput ................

01638 C s Anesth, shoulder replacement ...

01650 N Anesth, shoulder artery surg .....

01652 C e Anesth, shoulder vessel surg ....

01654 (OIS Anesth, shoulder vessel surg ....

01656 C e Anesth, arm-leg vessel surg ......

01670 N Anesth, shoulder vein surg ...............

01680 N . Anesth, shoulder casting ..................

01682 N e Anesth, airplane cast ..............

01710 N e Anesth, elbow area surgery ......

01712 N Anesth, uppr arm tendon surg ..

01714 N Anesth, uppr arm tendon surg ..

01716 N ... Anesth, biceps tendon repair ...

01730 N . Anesth, uppr arm procedure ............

01732 N Anesth, elbow arthroscopy ...............

01740 N Anesth, upper arm surgery .....

01742 N .. Anesth, humerus surgery .......

01744 N Anesth, humerus repair ....

01756 C e Anesth, radical humerus surg ...

01758 N e Anesth, humeral lesion surg ......

01760 N e Anesth, elbow replacement .......

01770 N Anesth, uppr arm artery surg ....

01772 N e Anesth, uppr arm embolectomy

01780 N e Anesth, upper arm vein surg

01782 N ... Anesth, uppr arm vein repair ............

01810 N . Anesth, lower arm surgery ...............

01820 N Anesth, lower arm procedure ...

01829 N ... Anesth, dx wrist arthroscopy

01830 N ... Anesth, lower arm surgery .....

01832 N Anesth, wrist replacement ......

01840 N Anesth, lwr arm artery surg .......

01842 N . Anesth, Iwr arm embolectomy ..........

01844 N e Anesth, vascular shunt surg

01850 N e Anesth, lower arm vein surg

01852 N Anesth, lwr arm vein repair
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01860 N Anesth, lower arm casting ...............
01905 N .. Anes, spine inject, x-ray/re ...
01916 N .. Anesth, dx arteriography ......
01920 N .. Anesth, catheterize heart .....
01922 N .. Anesth, cat or MRl scan ..........
01924 N .. Anes, ther interven rad, art
01925 N .. Anes, ther interven rad, car
01926 N Anes, tx interv rad hrt/cran
01930 N Anes, ther interven rad, vei ..............
01931 N .. Anes, ther interven rad, tip ......
01932 N .. Anes, tx interv rad, th vein ......
01933 N .. Anes, tx interv rad, cran v .......
01951 N .. Anesth, burn, less 4 percent ...
01952 N .. Anesth, burn, 4-9 percent ........
01953 N .. Anesth, burn, each 9 percent ..
01960 N .. Anesth, vaginal delivery .......... .
01961 N Anesth, cs delivery ........cccccovviiinenn
01962 N Anesth, emer hysterectomy ..............
01963 N .. Anesth, cs hysterectomy .........
01964 N .. Anesth, abortion procedures ...
01967 N .. Anesth/analg, vag delivery ......
01968 N .. Anes/analg cs deliver add-on .....
01969 N .. Anesth/analg cs hyst add-on ...
01990 C . Support for organ donor ..........
01991 N .. Anesth, nerve block/inj ...... .
01992 N Anesth, n block/inj, prone .................
01995 N Regional anesthesia limb .................
01996 N .. Manage daily drug therapy
01999 N .. Unlisted anesth procedure .
10021 T Fna w/o image .......cccccoceeenniinenninenn.
10022 T Fna wiimage .......cccccovviieniiienecnnnn.
10040 T.. Acne surgery ................
10060 T .. Drainage of skin abscess ..
10061 T.. Drainage of skin abscess .....
10080 T.. Drainage of pilonidal cyst ..... . . . .
10081 T.. Drainage of pilonidal cyst .. 0007 10.0191 $522.51 $108.89 $104.50
10120 T.. Remove foreign body ... 0006 1.7926 $93.49 $24.12 $18.70
10121 T.. Remove foreign body .............. 0021 13.9338 $726.66 $219.48 $145.33
10140 T.. Drainage of hematoma/fluid .... 0007 10.0191 $522.51 $108.89 $104.50
10160 T.. Puncture drainage of lesion .... 0018 0.9399 $49.02 $16.04 $9.80
10180 T.. Complex drainage, wound ....... 0007 10.0191 $522.51 $108.89 $104.50
11000 T .. Debride infected skin ............... 0015 1.5407 $80.35 $20.35 $16.07
11001 T Debride infected skin add-on ........... 0013 1.0756 $56.09 $14.20 $11.22
11010 T Debride skin, fX ....cccoovveniiniiiiiiins 0022 17.3930 $907.06 $354.45 $181.41
11011 T.. Debride skin/muscle, fx ........... 0022 17.3930 $907.06 $354.45 $181.41
11012 T.. Debride skin/muscle/bone, fx .. . 0022 17.3930 $907.06 $354.45 $181.41
11040 T Debride skin, partial ............c.cccveneen. 0015 1.5407 $80.35 $20.35 $16.07
11041 T Debride skin, full .........cccocvviveivrrennnne 0015 1.5407 $80.35 $20.35 $16.07
11042 T.. Debride skin/tissue ..... 0016 2.6162 $136.44 $57.31 $27.29
11043 T.. Debride tissue/muscle ............. 0016 2.6162 $136.44 $57.31 $27.29
11044 T.. Debride tissue/muscle/bone .... 0682 7.2770 $379.50 $174.57 $75.90
11055 T .. Trim skin lesion ............. 0012 0.7849 $40.93 $11.18 $8.19
11056 T .. Trim skin lesions, 2to 4 .... 0012 0.7849 $40.93 $11.18 $8.19
11057 T.. Trim skin lesions, over 4 ... 0012 0.7849 $40.93 $11.18 $8.19
11100 T.. Biopsy of skin lesion ...... 0018 0.9399 $49.02 $16.04 $9.80
11101 T.. Biopsy, skin add-on .... 0018 0.9399 $49.02 $16.04 $9.80
11200 T.. Removal of skin tags ..... 0013 1.0756 $56.09 $14.20 $11.22
11201 T.. Remove skin tags add-on . 0015 1.5407 $80.35 $20.35 $16.07
11300 T.. Shave skin lesion .......... 0012 0.7849 $40.93 $11.18 $8.19
11301 T.. Shave skin lesion .... 0012 0.7849 $40.93 $11.18 $8.19
11302 T.. Shave skin lesion .... 0013 1.0756 $56.09 $14.20 $11.22
11303 T.. Shave skin lesion .... 0015 1.5407 $80.35 $20.35 $16.07
11305 T .. Shave skin lesion ... 0013 1.0756 $56.09 $14.20 $11.22
11306 T Shave skin lesion .........cccccceviiiiiins 0013 1.0756 $56.09 $14.20 $11.22
11307 T o | e Shave skin lesion .........cccccceviiiiiins 0013 1.0756 $56.09 $14.20 $11.22
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11308 T Shave skin lesion ........ccccceevvvvvvvvvenns 0013 1.0756 $56.09 $14.20 $11.22
11310 T.. Shave skin lesion .... 0013 1.0756 $56.09 $14.20 $11.22
11311 T.. Shave skin lesion .... 0013 1.0756 $56.09 $14.20 $11.22
11312 T.. Shave skin lesion .... 0013 1.0756 $56.09 $14.20 $11.22
11313 T.. Shave skin lesion ....... 0016 2.6162 $136.44 $57.31 $27.29
11400 T.. Removal of skin lesion .. 0019 3.7693 $196.57 $71.87 $39.31
11401 T.. Removal of skin lesion .. . 0019 3.7693 $196.57 $71.87 $39.31
11402 T Removal of skin lesion .................... 0019 3.7693 $196.57 $71.87 $39.31
11403 T Removal of skin lesion 0020 7.1898 $374.96 $113.25 $74.99
11404 T.. Removal of skin lesion .. 0020 7.1898 $374.96 $113.25 $74.99
11406 T.. Removal of skin lesion .. 0021 13.9338 $726.66 $219.48 $145.33
11420 T.. Removal of skin lesion .. 0020 7.1898 $374.96 $113.25 $74.99
11421 T.. Removal of skin lesion .. 0020 7.1898 $374.96 $113.25 $74.99
11422 T.. Removal of skin lesion .. 0020 7.1898 $374.96 $113.25 $74.99
11423 T.. Removal of skin lesion .. 0020 7.1898 $374.96 $113.25 $74.99
11424 T.. Removal of skin lesion .. 0021 13.9338 $726.66 $219.48 $145.33
11426 T Removal of skin lesion 0022 17.3930 $907.06 $354.45 $181.41
11440 T Removal of skin lesion ..................... 0019 3.7693 $196.57 $71.87 $39.31
11441 T.. Removal of skin lesion .. 0019 3.7693 $196.57 $71.87 $39.31
11442 T.. Removal of skin lesion .. 0020 7.1898 $374.96 $113.25 $74.99
11443 T.. Removal of skin lesion .. 0020 7.1898 $374.96 $113.25 $74.99
11444 T.. Removal of skin lesion .. 0020 7.1898 $374.96 $113.25 $74.99
11446 T.. Removal of skin lesion ............ 0022 17.3930 $907.06 $354.45 $181.41
11450 T.. Removal, sweat gland lesion ..... 0022 17.3930 $907.06 $354.45 $181.41
11451 T.. Removal, sweat gland lesion ..... . 0022 17.3930 $907.06 $354.45 $181.41
11462 T Removal, sweat gland lesion ........... 0022 17.3930 $907.06 $354.45 $181.41
11463 T Removal, sweat gland lesion 0022 17.3930 $907.06 $354.45 $181.41
11470 T.. Removal, sweat gland lesion 0022 17.3930 $907.06 $354.45 $181.41
11471 T.. Removal, sweat gland lesion . 0022 17.3930 $907.06 $354.45 $181.41
11600 T Removal of skin lesion ..................... 0019 3.7693 $196.57 $71.87 $39.31
11601 T Removal of skin lesion 0019 3.7693 $196.57 $71.87 $39.31
11602 T.. Removal of skin lesion .. 0019 3.7693 $196.57 $71.87 $39.31
11603 T.. Removal of skin lesion .. 0020 7.1898 $374.96 $113.25 $74.99
11604 T.. Removal of skin lesion .. 0020 7.1898 $374.96 $113.25 $74.99
11606 T.. Removal of skin lesion .. 0021 13.9338 $726.66 $219.48 $145.33
11620 T.. Removal of skin lesion .. 0020 7.1898 $374.96 $113.25 $74.99
11621 T.. Removal of skin lesion .. 0019 3.7693 $196.57 $71.87 $39.31
11622 T.. Removal of skin lesion .. 0020 7.1898 $374.96 $113.25 $74.99
11623 T.. Removal of skin lesion .. 0020 7.1898 $374.96 $113.25 $74.99
11624 T.. Removal of skin lesion .. 0021 13.9338 $726.66 $219.48 $145.33
11626 T.. Removal of skin lesion .. 0022 17.3930 $907.06 $354.45 $181.41
11640 T.. Removal of skin lesion .. 0020 7.1898 $374.96 $113.25 $74.99
11641 T Removal of skin lesion 0020 7.1898 $374.96 $113.25 $74.99
11642 T Removal of skin lesion 0020 7.1898 $374.96 $113.25 $74.99
11643 T.. Removal of skin lesion .. 0020 7.1898 $374.96 $113.25 $74.99
11644 T.. Removal of skin lesion .. 0021 13.9338 $726.66 $219.48 $145.33
11646 T Removal of skin lesion 0022 17.3930 $907.06 $354.45 $181.41
11719 T Trm NAII(S) ceviveeriieeeee e 0009 0.6298 $32.84 $8.34 $6.57
11720 T.. Debride nail, 1-5 ............ 0009 0.6298 $32.84 $8.34 $6.57
11721 T.. Debride nail, 6 or more . 0009 0.6298 $32.84 $8.34 $6.57
11730 T.. Removal of nail plate ............ 0013 1.0756 $56.09 $14.20 $11.22
11732 T.. Remove nail plate, add-on ...... 0012 0.7849 $40.93 $11.18 $8.19
11740 T.. Drain blood from under nail ..... 0009 0.6298 $32.84 $8.34 $6.57
11750 T.. Removal of nail bed ................ 0019 3.7693 $196.57 $71.87 $39.31
11752 T.. Remove nail bed/finger tip ... 0022 17.3930 $907.06 $354.45 $181.41
11755 T.. Biopsy, nail unit .... 0019 3.7693 $196.57 $71.87 $39.31
11760 T.. Repair of nail bed .......... 0024 1.8507 $96.52 $34.75 $19.30
11762 T.. Reconstruction of nail bed . 0024 1.8507 $96.52 $34.75 $19.30
11765 T.. Excision of nail fold, toe .......... 0015 1.5407 $80.35 $20.35 $16.07
11770 T.. Removal of pilonidal lesion ..... 0022 17.3930 $907.06 $354.45 $181.41
11771 T.. Removal of pilonidal lesion ..... 0022 17.3930 $907.06 $354.45 $181.41
11772 T.. Removal of pilonidal lesion ..... 0022 17.3930 $907.06 $354.45 $181.41
11900 T.. Injection into skin lesions ........ . 0012 0.7849 $40.93 $11.18 $8.19
11901 T Added skin lesions injection ............. 0012 0.7849 $40.93 $11.18 $8.19
11920 T oo b Correct skin color defects ................. 0024 1.8507 $96.52 $34.75 $19.30
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11921 T Correct skin color defects ................. 0024 1.8507 $96.52 $34.75 $19.30
11922 T.. Correct skin color defects ........ 0024 1.8507 $96.52 $34.75 $19.30
11950 T.. Therapy for contour defects ... 0024 1.8507 $96.52 $34.75 $19.30
11951 T.. Therapy for contour defects .... 0024 1.8507 $96.52 $34.75 $19.30
11952 T.. Therapy for contour defects .... 0024 1.8507 $96.52 $34.75 $19.30
11954 T.. Therapy for contour defects ... 0024 1.8507 $96.52 $34.75 $19.30
11960 T.. Insert tissue expander(s) ......... . 0027 15.2225 $793.87 $329.72 $158.77
11970 T Replace tissue expander .................. 0027 15.2225 $793.87 $329.72 $158.77
11971 T Remove tissue expander(s) ............. 0022 17.3930 $907.06 $354.45 $181.41
11975 E .. INSErt CONtrACEPLIVE CAP ..oovviviieiiiiies | eoriiieeiiieeiiis | eeeesiieeessinieesis | ireeesiiniessiinees | oeseeesssreeesniees | eeessseesssseennes
11976 T .. Removal of contraceptive cap .... $39.31
11977 E .. Removal/reinsSert CONra CaP .....ccccees | covviveeiiiieeiiis | eevvniieeesiiinensis | vveesiieessiienes | eovveeessseessniies | eeessneesssnnennes
11980 X .. Implant hormone pellet(s) ........ $6.77
11981 X ... Insert drug implant device ....... $6.77
11982 X .. Remove drug implant device ... $6.77
11983 X .. Remove/insert drug implant .... . $6.77
12001 T Repair superficial wound(s) .............. $19.30
12002 T Repair superficial wound(s) .............. $19.30
12004 T.. Repair superficial wound(s) $19.30
12005 T .. Repair superficial wound(s) $19.30
12006 T.. Repair superficial wound(s) $19.30
12007 T.. Repair superficial wound(s) $19.30
12011 T.. Repair superficial wound(s) $19.30
12013 T .. Repair superficial wound(s) $19.30
12014 T .. Repair superficial wound(s) $19.30
12015 T Repair superficial wound(s) $19.30
12016 T Repair superficial wound(s) $19.30
12017 T.. Repair superficial wound(s) $19.30
12018 T.. Repair superficial wound(s) . $19.30
12020 T Closure of split wound ...................... $19.30
12021 T Closure of split wound ............c....... $19.30
12031 T.. Layer closure of wound(s) ... $19.30
12032 T.. Layer closure of wound(s) ... $19.30
12034 T.. Layer closure of wound(s) ... $19.30
12035 T.. Layer closure of wound(s) .... $19.30
12036 T .. Layer closure of wound(s) .... $19.30
12037 T .. Layer closure of wound(s) .... $61.14
12041 T.. Layer closure of wound(s) ... $19.30
12042 T.. Layer closure of wound(s) ... $19.30
12044 T.. Layer closure of wound(s) ... $19.30
12045 T.. Layer closure of wound(s) ... $19.30
12046 T.. Layer closure of wound(s) ... $19.30
12047 T o | s Layer closure of wound(s) $61.14
12051 T Layer closure of wound(s) $19.30
12052 T.. Layer closure of wound(s) .... $19.30
12053 T.. Layer closure of wound(s) ... $19.30
12054 T Layer closure of wound(s) $19.30
12055 T Layer closure of wound(s) ................ $19.30
12056 T .. Layer closure of wound(s) .... $19.30
12057 T.. Layer closure of wound(s) ... $61.14
13100 T.. Repair of wound or lesion ... $61.14
13101 T.. Repair of wound or lesion ....... $61.14
13102 T.. Repair wound/lesion add-on .... $19.30
13120 T.. Repair of wound or lesion ....... $19.30
13121 T.. Repair of wound or lesion ....... $19.30
13122 T.. Repair wound/lesion add-on .... $19.30
13131 T.. Repair of wound or lesion ....... $19.30
13132 T.. Repair of wound or lesion ....... $19.30
13133 T.. Repair wound/lesion add-on .... $19.30
13150 T .. Repair of wound or lesion ....... $61.14
13151 T .. Repair of wound or lesion .... $19.30
13152 T.. Repair of wound or lesion ....... $61.14
13153 T.. Repair wound/lesion add-on .... . $19.30
13160 T Late closure of wound ...................... . . . $158.77
14000 [ I I Skin tissue rearrangement ............... 0027 15.2225 $793.87 $329.72 $158.77
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14001 T Skin tissue rearrangement 0027 15.2225 $793.87 $329.72 $158.77
14020 T.. Skin tissue rearrangement 0027 15.2225 $793.87 $329.72 $158.77
14021 T.. Skin tissue rearrangement 0027 15.2225 $793.87 $329.72 $158.77
14040 T.. Skin tissue rearrangement 0027 15.2225 $793.87 $329.72 $158.77
14041 T.. Skin tissue rearrangement 0027 15.2225 $793.87 $329.72 $158.77
14060 T.. Skin tissue rearrangement 0027 15.2225 $793.87 $329.72 $158.77
14061 T.. Skin tissue rearrangement 0027 15.2225 $793.87 $329.72 $158.77
14300 T Skin tissue rearrangement 0027 15.2225 $793.87 $329.72 $158.77
14350 T Skin tissue rearrangement ............... 0027 15.2225 $793.87 $329.72 $158.77
15000 T .. Skin graft ..o, 0025 5.8623 $305.72 $115.49 $61.14
15001 T.. Skin graft add-on .. 0025 5.8623 $305.72 $115.49 $61.14
15050 T .. Skin pinch graft ..... 0025 5.8623 $305.72 $115.49 $61.14
15100 T .. Skin split graft .... 0027 15.2225 $793.87 $329.72 $158.77
15101 T.. Skin split graft add-on 0027 15.2225 $793.87 $329.72 $158.77
15120 T .. Skin split graft ................ 0027 15.2225 $793.87 $329.72 $158.77
15121 T .. Skin split graft add-on . 0027 15.2225 $793.87 $329.72 $158.77
15200 T Skin full graft ... 0027 15.2225 $793.87 $329.72 $158.77
15201 T Skin full graft add-on ..........ccccoceeinnes 0025 5.8623 $305.72 $115.49 $61.14
15220 T .. Skin full graft ............... 0027 15.2225 $793.87 $329.72 $158.77
15221 T.. Skin full graft add-on .. 0025 5.8623 $305.72 $115.49 $61.14
15240 T .. Skin full graft ............... 0027 15.2225 $793.87 $329.72 $158.77
15241 T .. Skin full graft add-on .. 0025 5.8623 $305.72 $115.49 $61.14
15260 T.. Skin full graft ............... 0027 15.2225 $793.87 $329.72 $158.77
15261 T.. Skin full graft add-on ..... 0025 5.8623 $305.72 $115.49 $61.14
15342 T.. Cultured skin graft, 25 cm ....... 0025 5.8623 $305.72 $115.49 $61.14
15343 T Culture skn graft addl 25 cm ............ 0024 1.8507 $96.52 $34.75 $19.30
15350 T Skin homograft .........cccceeiiiiiieennn. 0686 14.2439 $742.83 $341.70 $148.57
15351 T .. Skin homograft add-on 0027 15.2225 $793.87 $329.72 $158.77
15400 T .. Skin heterograft ............. 0025 5.8623 $305.72 $115.49 $61.14
15401 T Skin heterograft add-on 0025 5.8623 $305.72 $115.49 $61.14
15570 T Form skin pedicle flap ........cccccooveeee 0027 15.2225 $793.87 $329.72 $158.77
15572 T.. Form skin pedicle flap ... 0027 15.2225 $793.87 $329.72 $158.77
15574 T.. Form skin pedicle flap ... 0027 15.2225 $793.87 $329.72 $158.77
15576 T.. Form skin pedicle flap ... 0027 15.2225 $793.87 $329.72 $158.77
15600 T.. Skin graft .... 0027 15.2225 $793.87 $329.72 $158.77
15610 T.. Skin graft .... 0027 15.2225 $793.87 $329.72 $158.77
15620 T.. Skin graft .... 0027 15.2225 $793.87 $329.72 $158.77
15630 T.. Skin graft .......cccoceeeennn. 0027 15.2225 $793.87 $329.72 $158.77
15650 T.. Transfer skin pedicle flap ........ 0027 15.2225 $793.87 $329.72 $158.77
15732 T.. Muscle-skin graft, head/neck ... 0027 15.2225 $793.87 $329.72 $158.77
15734 T .. Muscle-skin graft, trunk ........... 0027 15.2225 $793.87 $329.72 $158.77
15736 T .. Muscle-skin graft, arm ... 0027 15.2225 $793.87 $329.72 $158.77
15738 T Muscle-skin graft, 1eg ......c.cccccvvenene 0027 15.2225 $793.87 $329.72 $158.77
15740 T Island pedicle flap graft .................... 0027 15.2225 $793.87 $329.72 $158.77
15750 T.. Neurovascular pedicle graft 0027 15.2225 $793.87 $329.72 $158.77
15756 C . Free muscle flap, MICrOVASC ......ccccc. | coviveiiiiieiiies | eveniieeiiiieenis | cveesiineeniines | eeveeeessseeesniens | eeessseeessssneennes
15757 C Free skin flap, MICTOVASC .....cccccvcvives | coviiveiiiiineiiis | vveriieessiineenns | cvveesinnessinnes | eovveeesssieessnsins | eeessseessssseesnes
15758 C Free fascial flap, MICTOVASC ......ccoccces | evriiiiiiiiiiiiis | eeveeiiieiiinies | rreeieesieeeneens | eevieenieenienne | erreenieeseeeeees
15760 T.. Composite skin graft ................ 0027 15.2225 $793.87 $329.72 $158.77
15770 T.. Derma-fat-fascia graft .............. 0027 15.2225 $793.87 $329.72 $158.77
15775 T.. Hair transplant punch grafts .... 0025 5.8623 $305.72 $115.49 $61.14
15776 T.. Hair transplant punch grafts .... 0025 5.8623 $305.72 $115.49 $61.14
15780 T.. Abrasion treatment of skin ...... 0022 17.3930 $907.06 $354.45 $181.41
15781 T.. Abrasion treatment of skin ...... 0022 17.3930 $907.06 $354.45 $181.41
15782 T.. Abrasion treatment of skin ...... 0022 17.3930 $907.06 $354.45 $181.41
15783 T.. Abrasion treatment of skin ...... 0016 2.6162 $136.44 $57.31 $27.29
15786 T.. Abrasion, lesion, single ........ 0013 1.0756 $56.09 $14.20 $11.22
15787 T.. Abrasion, lesions, add-on ........ 0013 1.0756 $56.09 $14.20 $11.22
15788 T.. Chemical peel, face, epiderm .. 0012 0.7849 $40.93 $11.18 $8.19
15789 T.. Chemical peel, face, dermal .... 0015 1.5407 $80.35 $20.35 $16.07
15792 T.. Chemical peel, nonfacial ......... 0012 0.7849 $40.93 $11.18 $8.19
15793 T.. Chemical peel, nonfacial ... 0013 1.0756 $56.09 $14.20 $11.22
15810 T .. Salabrasion .................... 0016 2.6162 $136.44 $57.31 $27.29
15811 T Salabrasion ........ccccceeiiiiiiiiiie, 0016 2.6162 $136.44 $57.31 $27.29
15819 [ I I Plastic surgery, neck .......ccccevvvennnne 0025 5.8623 $305.72 $115.49 $61.14
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15820 T Revision of lower eyelid .................. 0027 15.2225 $793.87 $329.72 $158.77
15821 T.. Revision of lower eyelid .... 0027 15.2225 $793.87 $329.72 $158.77
15822 T.. Revision of upper eyelid .... 0027 15.2225 $793.87 $329.72 $158.77
15823 T.. Revision of upper eyelid .... 0027 15.2225 $793.87 $329.72 $158.77
15824 T.. Removal of forehead wrinkles .... 0027 15.2225 $793.87 $329.72 $158.77
15825 T.. Removal of neck wrinkles .......... 0027 15.2225 $793.87 $329.72 $158.77
15826 T.. Removal of brow wrinkles .... 0027 15.2225 $793.87 $329.72 $158.77
15828 T Removal of face wrinkles ................. 0027 15.2225 $793.87 $329.72 $158.77
15829 T Removal of skin wrinkles .................. 0027 15.2225 $793.87 $329.72 $158.77
15831 T.. Excise excessive skin tissue ... 0022 17.3930 $907.06 $354.45 $181.41
15832 T.. Excise excessive skin tissue ... 0022 17.3930 $907.06 $354.45 $181.41
15833 T.. Excise excessive skin tissue ... 0022 17.3930 $907.06 $354.45 $181.41
15834 T.. Excise excessive skin tissue ... 0022 17.3930 $907.06 $354.45 $181.41
15835 T.. Excise excessive skin tissue ... 0025 5.8623 $305.72 $115.49 $61.14
15836 T.. Excise excessive skin tissue ... 0020 7.1898 $374.96 $113.25 $74.99
15837 T.. Excise excessive skin tissue ... 0020 7.1898 $374.96 $113.25 $74.99
15838 T Excise excessive skin tissue 0020 7.1898 $374.96 $113.25 $74.99
15839 T Excise excessive skin tissue 0020 7.1898 $374.96 $113.25 $74.99
15840 T.. Graft for face nerve palsy ........ 0027 15.2225 $793.87 $329.72 $158.77
15841 T.. Graft for face nerve palsy ..... 0027 15.2225 $793.87 $329.72 $158.77
15842 T.. Flap for face nerve palsy ......... 0027 15.2225 $793.87 $329.72 $158.77
15845 T.. Skin and muscle repair, face ... 0027 15.2225 $793.87 $329.72 $158.77
15850 T.. Removal of sutures ................. 0016 2.6162 $136.44 $57.31 $27.29
15851 T.. Removal of sutures ................. 0013 1.0756 $56.09 $14.20 $11.22
15852 X .. Dressing change,not for burn .. 0340 0.6492 $33.86 | .o $6.77
15860 S Test for blood flow in graft ............... 0706 | .ecovereereenene $25.00 | coovvveiiee $5.00
15876 T Suction assisted lipectomy 0027 15.2225 $793.87 $329.72 $158.77
15877 T.. Suction assisted lipectomy 0027 15.2225 $793.87 $329.72 $158.77
15878 T.. Suction assisted lipectomy 0027 15.2225 $793.87 $329.72 $158.77
15879 T Suction assisted lipectomy 0027 15.2225 $793.87 $329.72 $158.77
15920 T Removal of tail bone ulcer ............... 0022 17.3930 $907.06 $354.45 $181.41
15922 T.. Removal of tail bone ulcer ......... 0027 15.2225 $793.87 $329.72 $158.77
15931 T.. Remove sacrum pressure sore 0022 17.3930 $907.06 $354.45 $181.41
15933 T.. Remove sacrum pressure sore ........ 0022 17.3930 $907.06 $354.45 $181.41
15934 T.. Remove sacrum pressure sore ........ 0027 15.2225 $793.87 $329.72 $158.77
15935 T.. Remove sacrum pressure sore ........ 0027 15.2225 $793.87 $329.72 $158.77
15936 T.. Remove sacrum pressure sore ........ 0027 15.2225 $793.87 $329.72 $158.77
15937 T.. Remove sacrum pressure sore 0027 15.2225 $793.87 $329.72 $158.77
15940 T.. Remove hip pressure sore ......... 0022 17.3930 $907.06 $354.45 $181.41
15941 T.. Remove hip pressure sore ...... 0022 17.3930 $907.06 $354.45 $181.41
15944 T.. Remove hip pressure sore ...... 0027 15.2225 $793.87 $329.72 $158.77
15945 T.. Remove hip pressure sore ...... 0027 15.2225 $793.87 $329.72 $158.77
15946 T Remove hip pressure sore ............... 0027 15.2225 $793.87 $329.72 $158.77
15950 T Remove thigh pressure sore ............ 0022 17.3930 $907.06 $354.45 $181.41
15951 T.. Remove thigh pressure sore ... 0022 17.3930 $907.06 $354.45 $181.41
15952 T.. Remove thigh pressure sore ... 0027 15.2225 $793.87 $329.72 $158.77
15953 T Remove thigh pressure sore ............ 0027 15.2225 $793.87 $329.72 $158.77
15956 T Remove thigh pressure sore ............ 0027 15.2225 $793.87 $329.72 $158.77
15958 T.. Remove thigh pressure sore ... 0027 15.2225 $793.87 $329.72 $158.77
15999 T.. Removal of pressure sore ....... 0022 17.3930 $907.06 $354.45 $181.41
16000 T.. Initial treatment of burn(s) .... 0013 1.0756 $56.09 $14.20 $11.22
16010 T.. Treatment of burn(s) ... 0016 2.6162 $136.44 $57.31 $27.29
16015 T.. Treatment of burn(s) ... 0017 15.8233 $825.20 $227.84 $165.04
16020 T.. Treatment of burn(s) ... 0013 1.0756 $56.09 $14.20 $11.22
16025 T.. Treatment of burn(s) ... 0013 1.0756 $56.09 $14.20 $11.22
16030 T.. Treatment of burn(s) ... 0015 1.5407 $80.35 $20.35 $16.07
16035 C . Incision of burn scab, iNiti .........ccceeiie | cevvvieeeeeiiiiiins | v | v | eeeveiiirreee e | eeeeeeiieee e
16036 C . Incise burn scab, addl iNCIS ........cccoc. | covvvveeeeeiiiiiiis | v | v | e | e
17000 T.. Destroy benign/premlg lesion .. 0010 0.6589 $34.36 $10.08 $6.87
17003 T.. Destroy lesions, 2-14 ............... 0010 0.6589 $34.36 $10.08 $6.87
17004 T.. Destroy lesions, 15 or more ... 0011 1.8507 $96.52 $27.88 $19.30
17106 T.. Destruction of skin lesions ...... 0011 1.8507 $96.52 $27.88 $19.30
17107 T.. Destruction of skin lesions ...... 0011 1.8507 $96.52 $27.88 $19.30
17108 T Destruction of skin lesions ............... 0011 1.8507 $96.52 $27.88 $19.30
17110 T oo | Destruct lesion, 1-14 .......cccccceeeennns 0010 0.6589 $34.36 $10.08 $6.87
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17111 T Destruct lesion, 15 or more 0011 1.8507 $96.52 $27.88 $19.30
17250 T.. Chemical cautery, tissue ......... . 0013 1.0756 $56.09 $14.20 $11.22
17260 T.. Destruction of skin lesions 0015 1.5407 $80.35 $20.35 $16.07
17261 T.. Destruction of skin lesions 0015 1.5407 $80.35 $20.35 $16.07
17262 T.. Destruction of skin lesions 0015 1.5407 $80.35 $20.35 $16.07
17263 T.. Destruction of skin lesions 0015 1.5407 $80.35 $20.35 $16.07
17264 T.. Destruction of skin lesions 0015 1.5407 $80.35 $20.35 $16.07
17266 T Destruction of skin lesions 0016 2.6162 $136.44 $57.31 $27.29
17270 T Destruction of skin lesions ............... 0015 1.5407 $80.35 $20.35 $16.07
17271 T.. Destruction of skin lesions 0013 1.0756 $56.09 $14.20 $11.22
17272 T.. Destruction of skin lesions 0015 1.5407 $80.35 $20.35 $16.07
17273 T.. Destruction of skin lesions 0015 1.5407 $80.35 $20.35 $16.07
17274 T.. Destruction of skin lesions 0016 2.6162 $136.44 $57.31 $27.29
17276 T.. Destruction of skin lesions 0016 2.6162 $136.44 $57.31 $27.29
17280 T.. Destruction of skin lesions 0015 1.5407 $80.35 $20.35 $16.07
17281 T.. Destruction of skin lesions 0015 1.5407 $80.35 $20.35 $16.07
17282 T Destruction of skin lesions 0015 1.5407 $80.35 $20.35 $16.07
17283 T Destruction of skin lesions ............... 0015 1.5407 $80.35 $20.35 $16.07
17284 T.. Destruction of skin lesions ...... . 0016 2.6162 $136.44 $57.31 $27.29
17286 T.. Destruction of skin lesions ...... . 0015 1.5407 $80.35 $20.35 $16.07
17304 T.. Chemosurgery of skin lesion ... 0694 3.4689 $180.91 $72.36 $36.18
17305 T.. 2 stage mohs, up to 5 spec ... . 0694 3.4689 $180.91 $72.36 $36.18
17306 T.. 3 stage mohs, up to 5 spec ....... . 0694 3.4689 $180.91 $72.36 $36.18
17307 T.. Mohs addl stage up to 5 spec .... 0694 3.4689 $180.91 $72.36 $36.18
17310 T.. Extensive skin chemosurgery . 0694 3.4689 $180.91 $72.36 $36.18
17340 T Cryotherapy of skin .......cccceevevvrnnen. 0012 0.7849 $40.93 $11.18 $8.19
17360 T Skin peel therapy ........cccccoceeviieeennnnn. 0012 0.7849 $40.93 $11.18 $8.19
17380 T.. Hair removal by electrolysis .... 0012 0.7849 $40.93 $11.18 $8.19
17999 T.. Skin tissue procedure .............. . 0006 1.7926 $93.49 $24.12 $18.70
19000 T Drainage of breast lesion ................. 0004 1.7441 $90.96 $23.47 $18.19
19001 T Drain breast lesion add-on ............... 0004 1.7441 $90.96 $23.47 $18.19
19020 T .. Incision of breast lesion ........ . 0008 16.1430 $841.87 | ..coovereeen $168.37
19030 N .. Injection for breast x-ray .......... o | e | s | e | e | e
19100 T.. Bx breast percut w/o image .... 0005 3.1201 $162.72 $71.59 $32.54
19101 T.. Biopsy of breast, open .. . 0028 16.8698 $879.78 $303.74 $175.96
19102 T.. Bx breast percut w/image ..... . 0005 3.1201 $162.72 $71.59 $32.54
19103 T.. Bx breast percut w/device .... . 0658 5.2712 $274.90 | oo, $54.98
19110 T.. Nipple exploration ................. . 0028 16.8698 $879.78 $303.74 $175.96
19112 T.. Excise breast duct fistula ..... . 0028 16.8698 $879.78 $303.74 $175.96
19120 T.. Removal of breast lesion ... . 0028 16.8698 $879.78 $303.74 $175.96
19125 T.. Excision, breast lesion ............. . 0028 16.8698 $879.78 $303.74 $175.96
19126 T.. Excision, addl breast lesion ..... . 0028 16.8698 $879.78 $303.74 $175.96
19140 T Removal of breast tissue .................. 0028 16.8698 $879.78 $303.74 $175.96
19160 T Removal of breast tissue .................. 0028 16.8698 $879.78 $303.74 $175.96
19162 T.. Remove breast tissue, nodes .. 0693 37.5863 $1,960.16 $798.17 $392.03
19180 T.. Removal of breast ................... . 0029 28.7881 $1,501.33 $632.64 $300.27
19182 T Removal of breast ..........cccccceevueennen. 0029 28.7881 $1,501.33 $632.64 $300.27
19200 C Removal of Breast ..o | ceviiiciiineiiis | vvvriieesiiieeni | ceeeniiresninnes | cereeessneeesnnes | eeesnreesnnneean
19220 C .. Removal of Breast ........cccceviiiiiiiiis | o | eveviieeiiiieeni | ceeeniieesiinnes | eeveeeesieeesnnes | eeesnreessneeann
19240 T.. Removal of breast ................... 37.5185 $1,956.63 $763.55 $391.33
19260 T.. Removal of chest wall lesion ... 13.9338 $726.66 $219.48 $145.33
19271 C . Revision of chest wall ..............
19272 C .. Extensive chest wall surgery ...
19290 N .. Place needle wire, breast ........
19291 N .. Place needle wire, breast ..
19295 S .. Place breast clip, percut . .
19316 T.. Suspension of breast ......... $632.64 $300.27
19318 T .. Reduction of large breast $798.17 $392.03
19324 T.. Enlarge breast ..........cccocvenen. $798.17 $392.03
19325 T .. Enlarge breast with implant ..........| 0648 | 447955 | $2,336.13 | ...ccccocuvrriiens $467.23
19328 T.. Removal of breast implant ...... $632.64 $300.27
19330 T.. Removal of implant material .... $632.64 $300.27
19340 T.. Immediate breast prosthesis ... . $763.55 $391.33
19342 T Delayed breast prosthesis ................ . A3 $467.23
19350 T oo b Breast reconstruction ..............c......... 0029 28.7881 $1,501.33 $632.64 $300.27
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19355 T Correct inverted nipple(s) .......c........ 0029 28.7881 $1,501.33 $632.64 $300.27
19357 T.. Breast reconstruction 0648 44.7955 $2,336.13 | .cooiiieeeeen $467.23
19361 C .. Breast reCONSIIUCHION .......ccccevviiviies | eviiieiiiiiienis | cevreeiieeiienies | crreieeneesneens | eeeneenniesnesine | erveenreeneeenenes
19364 C . Breast reconstruction ..
19366 T.. Breast reconstruction .. $1,501.33 $632.64 $300.27
19367 C .. Breast reconstruction ..
19368 C . Breast reconstruction ..
19369 C Breast reconstruction
19370 T Surgery of breast capsule ................ 0029 28.7881 $1,501.33 $632.64 $300.27
19371 T.. Removal of breast capsule ...... 0029 28.7881 $1,501.33 $632.64 $300.27
19380 T.. Revise breast reconstruction ...... 0030 37.5185 $1,956.63 $763.55 $391.33
19396 T.. Design custom breast implant .... 0029 28.7881 $1,501.33 $632.64 $300.27
19499 T.. Breast surgery procedure ........... 0028 16.8698 $879.78 $303.74 $175.96
20000 T.. Incision of abscess ............ 0006 1.7926 $93.49 $24.12 $18.70
20005 T.. Incision of deep abscess 0049 18.6042 $970.23 $197.14 $194.05
20100 T.. Explore wound, neck ..... 0023 2.5193 $131.38 $40.37 $26.28
20101 T Explore wound, chest ........ccccceevenne 0027 15.2225 $793.87 $329.72 $158.77
20102 T Explore wound, abdomen ................. 0027 15.2225 $793.87 $329.72 $158.77
20103 T.. Explore wound, extremity .. 0023 2.5193 $131.38 $40.37 $26.28
20150 T.. Excise epiphyseal bar ... 0051 32.9062 $1,716.09 | oooverireenn. $343.22
20200 T .. Muscle biopsy ............. 0021 13.9338 $726.66 $219.48 $145.33
20205 T .. Deep muscle biopsy ... 0021 13.9338 $726.66 $219.48 $145.33
20206 T.. Needle biopsy, muscle ......... 0005 3.1201 $162.72 $71.59 $32.54
20220 T.. Bone biopsy, trocar/needle ...... 0019 3.7693 $196.57 $71.87 $39.31
20225 T.. Bone biopsy, trocar/needle ...... 0019 3.7693 $196.57 $71.87 $39.31
20240 T Bone biopsy, excisional .................... 0022 17.3930 $907.06 $354.45 $181.41
20245 T Bone biopsy, excisional .................... 0022 17.3930 $907.06 $354.45 $181.41
20250 T .. Open bone biopsy 0049 18.6042 $970.23 $197.14 $194.05
20251 T .. Open bone biopsy 0049 18.6042 $970.23 $197.14 $194.05
20500 T Injection of sinus tract ............c......... 0251 1.9089 $99.55 | .o $19.91
20501 N Inject SiNUS tract fOr X-ray ........cccccceee | evrvieiiiiiiiini | cevreeiiceiienies | cereieesieeeiiens | eeevienrienienine | ceeeeee e
20520 T.. Removal of foreign body ... 0019 3.7693 $196.57 $71.87 $39.31
20525 T.. Removal of foreign body ...... 0022 17.3930 $907.06 $354.45 $181.41
20526 T .. Ther injection, carp tunnel .... 0204 2.0251 $105.61 $40.13 $21.12
20550 T.. Inject tendon/ligament/cyst ...... 0204 2.0251 $105.61 $40.13 $21.12
20551 T.. Inject tendon origin/insert ..... 0204 2.0251 $105.61 $40.13 $21.12
20552 T.. Inject trigger point, 1 or 2 .. 0204 2.0251 $105.61 $40.13 $21.12
20553 T.. Inject trigger points, > 3 ..... 0204 2.0251 $105.61 $40.13 $21.12
20600 T.. Drain/inject, joint/bursa .. 0204 2.0251 $105.61 $40.13 $21.12
20605 T.. Drain/inject, joint/bursa .. 0204 2.0251 $105.61 $40.13 $21.12
20610 T.. Drain/inject, joint/bursa .. 0204 2.0251 $105.61 $40.13 $21.12
20612 T.. Aspirate/inj ganglion cyst ... 0204 2.0251 $105.61 $40.13 $21.12
20615 T Treatment of bone cyst ... 0004 1.7441 $90.96 $23.47 $18.19
20650 T Insert and remove bone pin ............. 0049 18.6042 $970.23 $197.14 $194.05
20660 C . Apply, rem fixation device
20661 C .. Application of head brace
20662 C Application of pelvis brace
20663 C Application of thigh brace
20664 C . Halo brace application ..........
20665 X .. Removal of fixation device . . .
20670 T.. Removal of support implant ... 13.9338 $726.66 $219.48 $145.33
20680 T.. Removal of support implant ... 17.3930 $907.06 $354.45 $181.41
20690 T.. Apply bone fixation device ...... 23.3037 $1,215.31 | ooveriieene, $243.06
20692 T.. Apply bone fixation device ...... 23.3037 $1,215.31 | ovvviieene, $243.06
20693 T.. Adjust bone fixation device ..... 18.6042 $970.23 $197.14 $194.05
20694 T.. Remove bone fixation device ..... $970.23 $197.14 $194.05
20802 C . Replantation, arm, complete ...
20805 C .. Replant forearm, complete ......
20808 C .. Replantation hand, complete ...
20816 C . Replantation digit, complete ....
20822 C . Replantation digit, complete .......
20824 C .. Replantation thumb, complete ....
20827 (O Replantation thumb, complete ....
20838 C Replantation foot, complete ..............
20900 [ I I Removal of bone for graft ................ 23.3037 $1,215.31 | ovveiiene, $243.06

CPT codes and descriptions only are copyright American Medical Association. All Rights Reserved. Applicable FARS/DFARS Apply.
Copyright American Dental Association. All rights reserved.
*Code is new in 2002.




66834 Federal Register/Vol. 67, No. 212/Friday, November 1, 2002/Rules and Regulations

ADDENDUM B.—PAYMENT STATUS BY HCPCS CODE AND RELATED INFORMATION—Continued
[Calendar Year 2003]

. National Minimum

H((::IPDI:/S insdtiitaut?)r Condition Description APC Rv\%?é'r\]’f ParyaTeent unadjusted | unadjusted

copayment | copayment
20902 T Removal of bone for graft ................ 0050 23.3037 $1,215.31 | oovriieene, $243.06
20910 T.. Remove cartilage for graft .... 0027 15.2225 $793.87 $329.72 $158.77
20912 T .. Remove cartilage for graft .... . 0027 15.2225 $793.87 $329.72 $158.77
20920 T.. Removal of fascia for graft ...... . 0027 15.2225 $793.87 $329.72 $158.77
20922 T.. Removal of fascia for graft ...... . 0027 15.2225 $793.87 $329.72 $158.77
20924 T.. Removal of tendon for graft .... . 0050 23.3037 $1,215.31 | e, $243.06
20926 T.. Removal of tissue for graft ...... . 0027 15.2225 $793.87 $329.72 $158.77
20930 C Spinal bone allograft .........ccccvvvviiis | rivviiiiieiiiens | eevieeiiniiienies | e | e | e
20931 C Spinal bone allograft ..........cc.cccocueenee
20936 C .. Spinal bone autograft .
20937 C . Spinal bone autograft ....
20938 C . Spinal bone autograft ....
20950 T.. Fluid pressure, muscle ..
20955 C . Fibula bone graft, microvasc ...
20956 C . lliac bone graft, microvasc ......
20957 C .. Mt bone graft, microvasc ......... .
20962 C Other bone graft, microvasc .............
20969 C Bone/skin graft, MICIOVASC .......cccccces | coviiveiiiiineiiis | vveniieeesnineesie | veeesiieiesninees | oeveeessseessnnes | eeesnsseesssiseesnes
20970 C .. Bone/skin graft, iliac crest .......
20972 C . Bone/skin graft, metatarsal ...
20973 C . Bone/skin graft, great toe .....
20974 A .. Electrical bone stimulation ... v |
20975 T.. Electrical bone stimulation ... . $970.23 $197.14 $194.05
20979 AL Us bone stimulation ........... v | e | e | e | e | e
20999 T.. Musculoskeletal surgery . 0049 18.6042 $970.23 $197.14 $194.05
21010 T Incision of jaw joint .......ccccecvevvriennnne 0254 20.1158 $1,049.06 $321.35 $209.81
21015 T Resection of facial tumor .................. 0253 14.4473 $753.44 $282.29 $150.69
21025 T.. Excision of bone, lower jaw . 0256 34.0302 $1,774.71 $354.94
21026 T.. Excision of facial bone(s) ........ . 0256 34.0302 $1,774.71 $354.94
21029 T Contour of face bone lesion 0256 34.0302 $1,774.71 $354.94
21030 T Removal of face bone lesion ............ 0254 20.1158 $1,049.06 $321.35 $209.81
21031 T.. Remove exostosis, mandible .. 0254 20.1158 $1,049.06 $321.35 $209.81
21032 T .. Remove exostosis, maxilla ...... 0254 20.1158 $1,049.06 $321.35 $209.81
21034 T .. Removal of face bone lesion ... 0256 34.0302 $1,774.71 $354.94
21040 T.. Removal of jaw bone lesion .... 0254 20.1158 $1,049.06 $209.81
21041 T.. Removal of jaw bone lesion .... 0256 34.0302 $1,774.71 $354.94
21044 T.. Removal of jaw bone lesion .... . 0256 34.0302 $1,774.71 $354.94
21045 C .. EXIENSIVE JAW SUMGEIY ..eviiiiiiiiiiiiiies | eorireeniiieeniins | eeeenireeesnneesnns | rneessineensinnees | ooseeesssreessnnnes | eeessneessnnneennes
21046 T.. Remove mandible cyst complex ...... 0256 34.0302 $1,774.71 $354.94
21047 T.. Excise lwr jaw cyst w/repair ............. 0256 34.0302 $1,774.71 $354.94
21048 T.. Remove maxilla cyst complex .......... 0256 34.0302 $1,774.71 $354.94
21049 T e weeeeeeeeee | EXCIiS uppr jaw cyst wirepair ....... . 0256 34.0302 $1,774.71 | .. $354.94
21050 T o | s Removal of jaw joint ...........ccccoeeeee. 0256 34.0302 SLT747L | o, $354.94
21060 T Remove jaw joint cartilage ............... 0256 34.0302 $L774.71 | o, $354.94
21070 T .. Remove coronoid process ....... . 0256 34.0302 $L,774.71 | oo, $354.94
21076 T .. Prepare face/oral prosthesis ... . 0254 20.1158 $1,049.06 $321.35 $209.81
21077 T Prepare face/oral prosthesis ............ 0256 34.0302 $L774.71 | e $354.94
21079 T Prepare face/oral prosthesis ............ 0256 34.0302 $1,774.71 $354.94
21080 T.. Prepare face/oral prosthesis ... 0256 34.0302 $1,774.71 $354.94
21081 T.. Prepare face/oral prosthesis ... 0256 34.0302 $1,774.71 $354.94
21082 T.. Prepare face/oral prosthesis ... 0256 34.0302 $1,774.71 $354.94
21083 T.. Prepare face/oral prosthesis ... 0256 34.0302 $1,774.71 $354.94
21084 T.. Prepare face/oral prosthesis ... 0256 34.0302 $1,774.71 $354.94
21085 T.. Prepare face/oral prosthesis ... 0253 14.4473 $753.44 $282.29 $150.69
21086 T.. Prepare face/oral prosthesis ... 0256 34.0302 $1,774.71 $354.94
21087 T.. Prepare face/oral prosthesis ... 0256 34.0302 $1,774.71 $354.94
21088 T .. Prepare face/oral prosthesis ... 0256 34.0302 $1,774.71 $354.94
21089 T .. Prepare face/oral prosthesis ... . 0253 14.4473 $753.44 $282.29 $150.69
21100 T.. Maxillofacial fixation ................. . 0256 34.0302 $LT774.71 | oo $354.94
21110 T.. Interdental fixation ... 0252 5.8041 $302.69 $113.41 $60.54
21116 N .. INJeCtion, JAW JOINT X-TAY ...ccoviriiiiiiies | eriiieiieiiienis | eerreeiieenienies | ceeenieesieesneens | eeenieesireeneesnne | erreeenieeseeeneees
21120 T.. Reconstruction of chin ... 0254 20.1158 $1,049.06 $321.35 $209.81
21121 T.. Reconstruction of chin ... . 0254 20.1158 $1,049.06 $321.35 $209.81
21122 T Reconstruction of chin .........c.cccce.... 0254 20.1158 $1,049.06 $321.35 $209.81
21123 T o | Reconstruction of chin .........c.ccccce.... 0254 20.1158 $1,049.06 $321.35 $209.81
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21125 T, Augmentation, lower jaw bone 20.1158 $1,049.06 $321.35 $209.81
21127 T, Augmentation, lower jaw bone .. 34.0302 SLT774.71 | oo, $354.94
21137 T e Reduction of forehead ............... 20.1158 $1,049.06 $321.35 $209.81
21138 L Reduction of forehead ...................... 34.0302 $1L,774.71 | o, $354.94
21139 T oo Reduction of forehead ...................... 34.0302 $1,774.71 $354.94
21141 C e Reconstruct midface, lefort
21142 C s Reconstruct midface, lefort
21143 C s Reconstruct midface, lefort
21145 C s Reconstruct midface, lefort
21146 C e Reconstruct midface, lefort
21147 C s Reconstruct midface, lefort
21150 C s Reconstruct midface, lefort
21151 C s Reconstruct midface, lefort
21154 C s Reconstruct midface, lefort
21155 C s Reconstruct midface, lefort
21159 C s Reconstruct midface, lefort
21160 C s Reconstruct midface, lefort
21172 C s Reconstruct orbit/forehead
21175 C e Reconstruct orbit/forehead
21179 C s Reconstruct entire forehead
21180 C s Reconstruct entire forehead ...
21181 T Contour cranial bone lesion ...
21182 C s Reconstruct cranial bone ........
21183 C s Reconstruct cranial bone .....
21184 C s Reconstruct cranial bone .....
21188 C s Reconstruction of midface ................
21193 C s Reconst lwr jaw w/o graft .................
21194 C s Reconst lwr jaw w/graft ..........
21195 C s Reconst lwr jaw w/o fixation ...
21196 C s Reconst lwr jaw w/fixation ................
21198 T . Reconstr lwr jaw segment ................ 34.0302 $1,774.71 $354.94
21199 T Reconstr lwr jaw w/advance ...... 0256 34.0302 $1,774.71 $354.94
21206 T e Reconstruct upper jaw bone ..... 0256 34.0302 $1,774.71 $354.94
21208 T Augmentation of facial bones .... 0256 34.0302 $1,774.71 $354.94
21209 T oo Reduction of facial bones .......... 0256 34.0302 $1,774.71 $354.94
21210 T, Face bone graft ................ 0256 34.0302 $1,774.71 $354.94
21215 T, Lower jaw bone graft .........cccccovvenene 0256 34.0302 $1,774.71 $354.94
21230 T Rib cartilage graft ........cccccoevviviciennne 0256 34.0302 $1,774.71 $354.94
21235 T e Ear cartilage graft 0254 20.1158 $1,049.06 $209.81
21240 T e Reconstruction of jaw joint 0256 34.0302 $1,774.71 $354.94
21242 T e Reconstruction of jaw joint 0256 34.0302 $1,774.71 $354.94
21243 T e Reconstruction of jaw joint 0256 34.0302 $1,774.71 $354.94
21244 T . Reconstruction of lower jaw ............. 0256 34.0302 $1,774.71 $354.94
21245 T Reconstruction of jaw ...........cccceeeeee. 0256 34.0302 $1,774.71 $354.94
21246 T Reconstruction of jaw ...........cccceeeeee. 0256 34.0302 $1,774.71 $354.94
21247 C s Reconstruct lower jaw bone ..........c.. | oo | oveeiiieiiinies | e | e | e
21248 T oo Reconstruction of jaw ............. 0256 34.0302 $1,774.71 $354.94
21249 T Reconstruction of jaw . 0256 34.0302 $1,774.71 $354.94
21255 C e Reconstruct lower jaw Bone ........cc.. | v | ceveeviieiienies | e | e | ereeeiee e
21256 C s Reconstruction of orbit ........cccccocvviiee | vvviiiinieiiiiiiis | evviiiiiieeeiiiii | cevviiiiiieeeniii | eeeviiiiieene e | eeeeeninieeeeeenn
21260 T e Revise eye sockets .... 0256 34.0302 $1,774.71 $354.94
21261 T e Revise eye sockets 0256 34.0302 $1,774.71 $354.94
21263 T e Revise eye sockets 0256 34.0302 $1,774.71 $354.94
21267 T e Revise eye sockets 0256 34.0302 $1,774.71 $354.94
21268 C Revise eye SOCKES .......cccoviiiiiiiies | v | e | e | e | e
21270 T Augmentation, cheek bone ............... 0256 34.0302 $1,774.71 $354.94
21275 T Revision, orbitofacial bones ... 0256 34.0302 $1,774.71 $354.94
21280 T oo, Revision of eyelid ................... 0256 34.0302 $1,774.71 $354.94
21282 T oo Revision of eyelid ..........c.ccc...... 0253 14.4473 $753.44 $282.29 $150.69
21295 T Revision of jaw muscle/bone ..... 0252 5.8041 $302.69 $113.41 $60.54
21296 T, Revision of jaw muscle/bone ..... 0254 20.1158 $1,049.06 $321.35 $209.81
21299 T Cranio/maxillofacial surgery ............. 0253 14.4473 $753.44 $282.29 $150.69
21300 [ Treatment of skull fracture 0253 14.4473 $753.44 $282.29 $150.69
21310 X oo Treatment of nose fracture 0340 0.6492 $33.86 | ..covreeeiiiens $6.77
21315 X oo Treatment of nose fracture 0340 0.6492 $33.86 | .oovevieeeiiee $6.77
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21320 X e Treatment of nose fracture 0340 0.6492 $33.86 | .coeeeeienen. $6.77
21325 T, Treatment of nose fracture 0254 20.1158 $1,049.06 $321.35 $209.81
21330 T e Treatment of nose fracture 0254 20.1158 $1,049.06 $321.35 $209.81
21335 T, Treatment of nose fracture 0254 20.1158 $1,049.06 $321.35 $209.81
21336 T, Treat nasal septal fracture ............... 0046 29.2920 $1,527.61 $535.76 $305.52
21337 T e Treat nasal septal fracture ..... 0253 14.4473 $753.44 $282.29 $150.69
21338 T, Treat nasoethmoid fracture .... 0254 20.1158 $1,049.06 $321.35 $209.81
21339 T, Treat nasoethmoid fracture .... 0254 20.1158 $1,049.06 $321.35 $209.81
21340 T Treatment of nose fracture ..... 0256 34.0302 $1,774.71 $354.94
21343 C s Treatment of SINUS fraCtUre .........ccc. | coviiiiiiiiiiiies | eeriiieiiieeiiiies | eeerrieeesiieeenes | rrreesieeesnieees | aeireeessneeesnnes
21344 C e Treatment of sinus fracture ....
21345 T e Treat nose/jaw fracture ..
21346 C s Treat nose/jaw fracture ..
21347 C e Treat nosel/jaw fracture ..
21348 C s Treat nose/jaw fracture .....................
21355 T e Treat cheek bone fracture
21356 C e Treat cheek bone fracture ...
21360 C e Treat cheek bone fracture ...
21365 C s Treat cheek bone fracture
21366 C e Treat cheek bone fracture
21385 C e Treat eye socket fracture ...
21386 C e Treat eye socket fracture ...
21387 C s Treat eye socket fracture ....
21390 T e Treat eye socket fracture ...
21395 C s Treat eye socket fracture ...
21400 T Treat eye socket fracture $302.69 $113.41
21401 T Treat eye socket fracture $753.44 $282.29
21406 T e Treat eye socket fracture .... $1,774.71
21407 T e Treat eye socket fracture .... $1,774.71
21408 C s Treat eye socket fracture
21421 T Treat mouth roof fracture
21422 C s Treat mouth roof fracture ...
21423 C s Treat mouth roof fracture ....
21431 C e Treat craniofacial fracture ....
21432 C e Treat craniofacial fracture ....
21433 C e Treat craniofacial fracture ....
21435 C e Treat craniofacial fracture
21436 C s Treat craniofacial fraCtUre .........ccccccee | coeiriiiiiiiiies | eerieeeniieeiiies | eeerireeesineesnin | errennieeesnneees | aevreeessneeesines
21440 T Treat dental ridge fracture ... 0254 20.1158 $1,049.06 $321.35 $209.81
21445 T, Treat dental ridge fracture ... 0254 20.1158 $1,049.06 $321.35 $209.81
21450 T, Treat lower jaw fracture ....... 0251 1.9089 $99.55 | i $19.91
21451 T Treat lower jaw fracture .... 0252 5.8041 $302.69 $113.41 $60.54
21452 T Treat lower jaw fracture .... 0253 14.4473 $753.44 $282.29 $150.69
21453 T Treat lower jaw fracture .................... 0256 34.0302 $1,774.71 $354.94
21454 T e Treat lower jaw fracture .................... 0254 20.1158 $1,049.06 $209.81
21461 T Treat lower jaw fracture .... 0256 34.0302 $1,774.71 $354.94
21462 T oo Treat lower jaw fracture .... 0256 34.0302 $1,774.71 $354.94
21465 T Treat lower jaw fracture ... 0256 34.0302 $1,774.71 $354.94
21470 T, Treat lower jaw fracture . 0256 34.0302 $1,774.71 $354.94
21480 T Reset dislocated jaw ..... 0251 1.9089 $99.55 $19.91
21485 T oo Reset dislocated jaw .. 0253 14.4473 $753.44 $282.29 $150.69
21490 T e Repair dislocated jaw ....... 0256 34.0302 SLT747L | oo $354.94
21493 T, Treat hyoid bone fracture .... 0252 5.8041 $302.69 $113.41 $60.54
21494 T Treat hyoid bone fracture .... 0252 5.8041 $302.69 $113.41 $60.54
21495 C o | Treat hyoid bone fracture .........ccccoee | coveiiiniiiiiies | i | v | e | e
21497 T e Interdental wiring .........ccccevvveennennen. 0253 14.4473 $753.44 $282.29 $150.69
21499 LI Head surgery procedure ... 0253 14.4473 $753.44 $282.29 $150.69
21501 T Drain neck/chest lesion .... 0008 16.1430 $841.87 | cooveeieeenn $168.37
21502 T, Drain chest lesion ....... 0049 18.6042 $970.23 $197.14 $194.05
21510 C e Drainage of bone 18SI0N .....cccoccvviives | ivviiiiiiiiieni | eeveeiiieiienies | e | e | ereeeiee e
21550 T, Biopsy of neck/chest .............. 0021 13.9338 $726.66 $219.48 $145.33
21555 T Remove lesion, neck/chest .............. 0022 17.3930 $907.06 $354.45 $181.41
21556 T Remove lesion, neck/chest .............. 0022 17.3930 $907.06 $354.45 $181.41
21557 C s Remove tumor, neck/chest peie | e | s | eeerireee e | e | e
21600 T e Partial removal of rib ... 0050 23.3037 $1,215.31 | oo, $243.06
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21610 T Partial removal of fib ........cccoecevrene. 23.3037 $1,215.31 $243.06
21615 C s Removal of rib ..o
21616 C s Removal of rib and nerves
21620 C e Partial removal of sternum
21627 C o Sternal debridement ...........cccccooeeee.
21630 C s Extensive sternum surgery
21632 C s Extensive sternum surgery
21700 T Revision of neck muscle ........
21705 C s Revision of neck MUSCIe/riD ......cccco | i | e | e | e | e
21720 T Revision of neck muscle ........ 0049 18.6042 $970.23 $197.14 $194.05
21725 T Revision of neck muscle ........ 0006 1.7926 $93.49 $24.12 $18.70
21740 C s Reconstruction of Sternum ........c.ccco | v | coveeniciienies | e | e S I
21742 T e Repair stern/nuss w/o scope ..... 0051 32.9062 $1,716.09 | ..... $343.22
21743 T, Repair sternum/nuss w/scope ... 0051 32.9062 $1,716.09 | ..... $343.22
21750 C s Repair of sternum separation ........... | e | covreeniieiiinies | e | e | e
21800 T Treatment of rib fracture ................. 0043 2.4999 $130.37 | oo, $26.07
21805 T Treatment of rib fracture ......... 0046 29.2920 $1,527.61 $535.76 $305.52
21810 C s Treatment of rib fracture(S) .....ccccooee | coveeniiniiiiis | i | v | e | e
21820 T Treat sternum fracture ..........ccccceeee 0043 2.4999 $130.37 | oo, $26.07
21825 C . Treat sternum fraCture ..........ccccccceeee | ceviiiiniiiiiins | v | i | e | e
21899 T e Neck/chest surgery procedure .. 0252 5.8041 $302.69 $113.41 $60.54
21920 T, Biopsy soft tissue of back ......... 0020 7.1898 $374.96 $113.25 $74.99
21925 T oo Biopsy soft tissue of back ......... 0022 17.3930 $907.06 $354.45 $181.41
21930 T Remove lesion, back or flank ... 0022 17.3930 $907.06 $354.45 $181.41
21935 T Remove tumor, back ................. 0022 17.3930 $907.06 $354.45 $181.41
22100 T Remove part of neck vertebra .......... 0208 38.4487 $2,005.14 | ..o, $401.03
22101 T e Remove part, thorax vertebra .......... 0208 38.4487 $2,005.14 $401.03
22102 T e Remove part, lumbar vertebra .. 0208 38.4487 $2,005.14 $401.03
22103 T Remove extra spine segment .......... 0208 38.4487 $2,005.14 $401.03
22110 C s Remove part of NECK VEMEDIra .......... | cooiiiiiiiiiiii | eeviiiieeiiiieenis | ieeeriiiesiiiees | cervieeesieeesnies | eeeriereeenneee e
22112 C Remove part, thorax vertebra ..........
22114 C e Remove part, lumbar vertebra ..
22116 C s Remove extra spine segment ...
22210 C s Revision of neck spine .....
22212 (OIS Revision of thorax spine ...
22214 C e Revision of lumbar spine ...........
22216 C e Revise, extra spine segment ............
22220 C s Revision of neck spine ........c.cccce...
22222 C s Revision of thorax spine ...
22224 C s Revision of lumbar spine ...........
22226 C s Revise, extra spine segment .....
22305 T e Treat spine process fracture ..... . $130.37
22310 T . Treat spine fracture ................... 2.4999 $130.37
22315 T e Treat spine fracture ...........cccceeevene 2.4999 $130.37
22318 C s Treat odontoid fx w/o graft ........ccce | coveeiieiieenn.
22319 C s Treat odontoid fx w/graft ........
22325 C s Treat spine fracture .............
22326 C e Treat neck spine fracture ....
22327 C e Treat thorax spine fracture
22328 C s Treat each add spine fx .........
22505 T Manipulation of spine .......... 12.9357 $674.61 $134.92
22520 T, Percut vertebroplasty thor 23.3037 $1,215.31 $243.06
22521 T, Percut vertebroplasty lumb 23.3037 $1,215.31 $243.06
22522 T Percut vertebroplasty addl 23.3037 $1,215.31 $243.06
22548 C Neck spine fUSION ......ccoociiiviiiiiiiies | i | cevreeviceiiinies | e | e | e
22554 C s Neck spine fusion ........cccccecveeneennen.
22556 C s Thorax spine fusion
22558 C s Lumbar spine fusion ...
22585 C s Additional spinal fusion ...........
22590 C e Spine & skull spinal fusion .....
22595 C e Neck spinal fusion ..................
22600 C s Neck spine fusion .........cccccveveiinenn.
22610 C o | e, Thorax SpiNe fUSION .......ooiiiiiiiiiiiiiis | ciiiiiieiiiies | eerieeesiieeeniies | eeeesreeesinnesnes | rreessieeesnieees | aenreeessneeesnnnes
22612 T, Lumbar spine fusion ............... 38.4487 $2,005.14 $401.03
22614 T, Spine fusion, extra segment 38.4487 $2,005.14 $401.03
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22630 C Lumbar spine fusion ...........cccceeeuee.
22632 C . Spine fusion, extra segment ...
22800 C .. Fusion of spine ........c.cccocvveien.
22802 C .. Fusion of spine .
22804 C . Fusion of spine .
22808 C .. Fusion of spine .
22810 C .. Fusion of spine . .
22812 C Fusion of spine ........ccccoeevevieeniennnn.
22818 C Kyphectomy, 1-2 segments ..............
22819 C . Kyphectomy, 3 or more ...........
22830 C . Exploration of spinal fusion
22840 C .. Insert spine fixation device
22841 C .. Insert spine fixation device
22842 C . Insert spine fixation device
22843 C .. Insert spine fixation device
22844 C .. Insert spine fixation device
22845 C Insert spine fixation device
22846 C Insert spine fixation deviCe ...........c. | evvvviieniiinne | cvveeieeieeee,
22847 C .. Insert spine fixation device ......
22848 C . Insert pelv fixation device .....
22849 C .. Reinsert spinal fixation ...............
22850 C .. Remove spine fixation device ....
22851 C .. Apply spine prosth device ..........
22852 C . Remove spine fixation device ....
22855 C . Remove spine fixation device ..........
22899 T Spine surgery procedure .................. . $130.37 $26.07
22900 T Remove abdominal wall lesion ......... $907.06 $354.45 $181.41
22999 T.. Abdomen surgery procedure $907.06 $354.45 $181.41
23000 T.. Removal of calcium deposits .. . $726.66 $219.48 $145.33
23020 T Release shoulder joint ..........ccccuc...... $1,716.09 | .oooveviieenen. $343.22
23030 T Drain shoulder lesion ............ccccocee... $841.87 | oo $168.37
23031 T.. Drain shoulder bursa ............... $841.87 $168.37
23035 T .. Drain shoulder bone lesion ..... $970.23 $194.05
23040 T .. Exploratory shoulder surgery $1,215.31 $243.06
23044 T.. Exploratory shoulder surgery $1,215.31 $243.06
23065 T.. Biopsy shoulder tissues ........... $726.66 $219.48 $145.33
23066 T.. Biopsy shoulder tissues ........... $907.06 $354.45 $181.41
23075 T.. Removal of shoulder lesion ..... $726.66 $219.48 $145.33
23076 T.. Removal of shoulder lesion ..... $907.06 $354.45 $181.41
23077 T.. Remove tumor of shoulder ...... $907.06 $354.45 $181.41
23100 T.. Biopsy of shoulder joint ........ $970.23 $197.14 $194.05
23101 T | .... | Shoulder joint surgery ............. . $1,215.31 | ovveiieee, $243.06
23105 T o | e Remove shoulder joint lining ............ $1,215.31 | ovveiieene, $243.06
23106 T Incision of collarbone joint ................ $1,215.31 $243.06
23107 T .. Explore treat shoulder joint $1,215.31 $243.06
23120 T .. Partial removal, collar bone . $1,716.09 $343.22
23125 T Removal of collar bone .................... $1,716.09 $343.22
23130 T Remove shoulder bone, part ............ $1,716.09 $343.22
23140 T.. Removal of bone lesion ........... $970.23 $194.05
23145 T.. Removal of bone lesion . $1,215.31 $243.06
23146 T.. Removal of bone lesion ........... $1,215.31 $243.06
23150 T.. Removal of humerus lesion ..... $1,215.31 $243.06
23155 T.. Removal of humerus lesion ..... $1,215.31 $243.06
23156 T.. Removal of humerus lesion ..... $1,215.31 $243.06
23170 T.. Remove collar bone lesion ......... $1,215.31 $243.06
23172 T.. Remove shoulder blade lesion ... $1,215.31 $243.06
23174 T .. Remove humerus lesion ............. $1,215.31 $243.06
23180 T .. Remove collar bone lesion ......... $1,215.31 $243.06
23182 T.. Remove shoulder blade lesion ... $1,215.31 $243.06
23184 T.. Remove humerus lesion ............. $1,215.31 $243.06
23190 T.. Partial removal of scapula ....... $1,215.31 $243.06
23195 T.. Removal of head of humerus .. $1,215.31 $243.06
23200 (O Removal of collar bone ........... o | e | s | eeeerreee e | reeenereeninees | aereeeereee e
23210 C Removal of shoulder blade ...........c.. | oo | v | reeeriiienniiees | cervreeesieee e | eeerenee e
23220 C o | Partial removal of humerus .........cc.. | oo | | | |
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23221 Partial removal of hUMErUS ........cccoc. | coviieeeieiiiiiiis | e | e | eevveiiiiiieeeeein | eeeeesiiieeseeee
23222 Partial removal of NUMEIUS .......cccccc | coiiiiiiiiiieiiis | vveiiieesiiieesis | cvveeviieessinees | ceveeesssieeesnines | eeessireessnneennns
23330 Remove shoulder foreign body ........ 0020 7.1898 $374.96 $113.25 $74.99
23331 Remove shoulder foreign body ........ 0022 17.3930 $907.06 $354.45 $181.41
23332 Remove shoulder foreign body ........ | .o | conerviiiiiiiiies | e | e | e
23350 Injection for Shoulder X-ray ........c.cce | vvvieiiiiiiinis | eeveeiieeiienies | cveeieeneeeieens | eeeneenienienine | creeenee e
23395 Muscle transfer,shoulder/arm .. 0051 32.9062 $1,716.09 $343.22
23397 T Muscle transfers ..........cceceeeveeveeennen. 0052 40.7646 $2,125.91 $425.18
23400 T Fixation of shoulder blade ................ 0050 23.3037 $1,215.31 $243.06
23405 T.. Incision of tendon & muscle .... 0050 23.3037 $1,215.31 $243.06
23406 T.. Incise tendon(s) & muscle(s) ... 0050 23.3037 $1,215.31 $243.06
23410 T .. Repair of tendon(s) .........ccc.... 0052 40.7646 $2,125.91 $425.18
23412 T.. Repair rotator cuff, chronic ...... 0052 40.7646 $2,125.91 $425.18
23415 T.. Release of shoulder ligament .. 0051 32.9062 $1,716.09 $343.22
23420 T .. Repair of shoulder ................... 0052 40.7646 $2,125.91 $425.18
23430 T.. Repair biceps tendon ........... 0052 40.7646 $2,125.91 $425.18
23440 T Remove/transplant tendon ............... 0052 40.7646 $2,125.91 $425.18
23450 T Repair shoulder capsule ................... 0052 40.7646 $2,125.91 $425.18
23455 T.. Repair shoulder capsule .... 0052 40.7646 $2,125.91 $425.18
23460 T.. Repair shoulder capsule .... 0052 40.7646 $2,125.91 $425.18
23462 T .. Repair shoulder capsule .... 0052 40.7646 $2,125.91 $425.18
23465 T .. Repair shoulder capsule .... 0052 40.7646 $2,125.91 $425.18
23466 T.. Repair shoulder capsule .... 0052 40.7646 $2,125.91 $425.18
23470 T.. Reconstruct shoulder joint .... 0048 40.6289 $2,118.84 $695.60 $423.77
23472 C . Reconstruct shoulder JOINt ........cccccee | vriiiiiiiiieiis | cereeiiieiienies | rreeieenieeeieen | eeerieenieeneenne | eveeeniee e
23480 T Revision of collar bone ..................... 0051 32.9062 $1,716.09 | ...ocoeeiiine $343.22
23485 T Revision of collar bone ..................... 0051 32.9062 $1,716.09 $343.22
23490 T.. Reinforce clavicle .............. 0051 32.9062 $1,716.09 $343.22
23491 T.. Reinforce shoulder bones . 0051 32.9062 $1,716.09 $343.22
23500 T Treat clavicle fracture ...................... 0043 2.4999 $130.37 $26.07
23505 T Treat clavicle fracture .............ccco..... 0043 2.4999 $130.37 | oo, $26.07
23515 T.. Treat clavicle fracture .... 0046 29.2920 $1,527.61 $535.76 $305.52
23520 T .. Treat clavicle dislocation ... 0043 2.4999 $130.37 | .ooveeiiieeenn, $26.07
23525 T .. Treat clavicle dislocation ... 0043 2.4999 $130.37 | .oooeeiieeeenn, $26.07
23530 T.. Treat clavicle dislocation ... 0046 29.2920 $1,527.61 $535.76 $305.52
23532 T.. Treat clavicle dislocation ... 0046 29.2920 $1,527.61 $535.76 $305.52
23540 T.. Treat clavicle dislocation ... 0043 2.4999 $130.37 | cooveeviireeienn, $26.07
23545 T.. Treat clavicle dislocation ... 0043 2.4999 $130.37 | covveevieeeienn, $26.07
23550 T.. Treat clavicle dislocation ... 0046 29.2920 $1,527.61 $535.76 $305.52
23552 T.. Treat clavicle dislocation ... 0046 29.2920 $1,527.61 $535.76 $305.52
23570 T.. Treat shoulder blade fx 0043 2.4999 $130.37 | coveeeeieeeiee, $26.07
23575 T.. Treat shoulder blade fx . 0043 2.4999 $130.37 | cooveeiiieee, $26.07
23585 T Treat scapula fracture ........ccccccoee. 0046 29.2920 $1,527.61 $535.76 $305.52
23600 T Treat humerus fracture ..................... 0043 2.4999 $130.37 | .ooveiiiieeeenn, $26.07
23605 T .. Treat humerus fracture .. 0043 2.4999 $130.37 | .oooviiieeeenn, $26.07
23615 T.. Treat humerus fracture .. 0046 29.2920 $1,527.61 $535.76 $305.52
23616 T Treat humerus fracture ..................... 0046 29.2920 $1,527.61 $535.76 $305.52
23620 T Treat humerus fracture ..................... 0043 2.4999 $130.37 | v, $26.07
23625 T.. Treat humerus fracture .. 0043 2.4999 $130.37 | cooveeiiireeinn $26.07
23630 T.. Treat humerus fracture ...... 0046 29.2920 $1,527.61 $535.76 $305.52
23650 T.. Treat shoulder dislocation .... 0043 2.4999 $130.37 | v, $26.07
23655 T.. Treat shoulder dislocation .... 0045 12.9357 $674.61 $268.47 $134.92
23660 T.. Treat shoulder dislocation .... 0046 29.2920 $1,527.61 $535.76 $305.52
23665 T.. Treat dislocation/fracture ...... 0043 2.4999 $130.37 | oo, $26.07
23670 T.. Treat dislocation/fracture ... 0046 29.2920 $1,527.61 $535.76 $305.52
23675 T.. Treat dislocation/fracture ... 0043 2.4999 $130.37 | ereeeeeeeiiees $26.07
23680 T.. Treat dislocation/fracture ... 0046 29.2920 $1,527.61 $535.76 $305.52
23700 T.. Fixation of shoulder ....... 0045 12.9357 $674.61 $268.47 $134.92
23800 T.. Fusion of shoulder joint . 0051 32.9062 $1,716.09 $343.22
23802 T.. Fusion of shoulder joint . 0051 32.9062 $1,716.09 $343.22
23900 C . Amputation of arm & girdle .....ccccee | coviiiinniiis | i | s | e | e
23920 C .. Amputation at shoulder JOINT ........cc.c. | coeiiiiiiiiies | s | eeerrirreesineessen | rrrennireesnieees | eerreeesnneee e
23921 T.. Amputation follow-up surgery .. 0025 5.8623 $305.72 $61.14
23929 T Shoulder surgery procedure ............. 0043 2.4999 $130.37 | oo, $26.07
23930 T o | s Drainage of arm lesion ..................... 0008 16.1430 $841.87 | oo, $168.37
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23931 T Drainage of arm bursa ..........ccccoc..... 0006 1.7926 $93.49 $24.12 $18.70
23935 T.. Drain arm/elbow bone lesion ... 0049 18.6042 $970.23 $197.14 $194.05
24000 T.. Exploratory elbow surgery ....... 0050 23.3037 $1,215.31 | e, $243.06
24006 T .. Release elbow joint ....... 0050 23.3037 $1,215.31 $243.06
24065 T.. Biopsy arm/elbow soft tissue ... 0021 13.9338 $726.66 $219.48 $145.33
24066 T .. Biopsy arm/elbow soft tissue ... 0021 13.9338 $726.66 $219.48 $145.33
24075 T.. Remove arm/elbow lesion ....... 0021 13.9338 $726.66 $219.48 $145.33
24076 T Remove arm/elbow lesion ................ 0022 17.3930 $907.06 $354.45 $181.41
24077 T Remove tumor of arm/elbow ............ 0022 17.3930 $907.06 $354.45 $181.41
24100 T .. Biopsy elbow joint lining .......... 0049 18.6042 $970.23 $197.14 $194.05
24101 T.. Explore/treat elbow joint .... 0050 23.3037 $1,215.31 | oovveiiine, $243.06
24102 T .. Remove elbow joint lining . 0050 23.3037 $1,215.31 | e, $243.06
24105 T.. Removal of elbow bursa .... 0049 18.6042 $970.23 $197.14 $194.05
24110 T.. Remove humerus lesion .... 0049 18.6042 $970.23 $197.14 $194.05
24115 T.. Remove/graft bone lesion .... 0050 23.3037 $1,215.31 | oo $243.06
24116 T.. Remove/graft bone lesion .... 0050 23.3037 $1,215.31 $243.06
24120 T Remove elbow lesion .........c..ccocoeee. 0049 18.6042 $970.23 $194.05
24125 T Remove/graft bone lesion ................ 0050 23.3037 $1,215.31 $243.06
24126 T.. Remove/graft bone lesion .... 0050 23.3037 $1,215.31 $243.06
24130 T.. Removal of head of radius ...... 0050 23.3037 $1,215.31 $243.06
24134 T .. Removal of arm bone lesion ... 0050 23.3037 $1,215.31 $243.06
24136 T .. Remove radius bone lesion 0050 23.3037 $1,215.31 $243.06
24138 T.. Remove elbow bone lesion 0050 23.3037 $1,215.31 $243.06
24140 T.. Partial removal of arm bone .... 0050 23.3037 $1,215.31 $243.06
24145 T.. Partial removal of radius ......... . 0050 23.3037 $1,215.31 $243.06
24147 T Partial removal of elbow ................... 0050 23.3037 $1,215.31 $243.06
24149 C Radical resection Of €IDOW ........ccccce | coiiiiiiiiiiiii | v | e | eereee e nees | eeesiereeenineeee
24150 T.. Extensive humerus surgery 0052 40.7646 $2,125.91 $425.18
24151 T.. Extensive humerus surgery 0052 40.7646 $2,125.91 $425.18
24152 T Extensive radius surgery .................. 0052 40.7646 $2,125.91 $425.18
24153 T Extensive radius surgery ................. 0052 40.7646 $2,125.91 $425.18
24155 T.. Removal of elbow joint ............ 0051 32.9062 $1,716.09 $343.22
24160 T .. Remove elbow joint implant ... 0050 23.3037 $1,215.31 $243.06
24164 T .. Remove radius head implant ..... 0050 23.3037 $1,215.31 $243.06
24200 T.. Removal of arm foreign body ..... 0019 3.7693 $196.57 $71.87 $39.31
24201 T.. Removal of arm foreign body ..... 0021 13.9338 $726.66 $219.48 $145.33
24220 N .. Injection for eIDOW X-TaY .......cccccvvees | evriiiiiiiiieni | eevreeiiienienies | creeieesieeeneen | e | ereeeiee e
24300 T.. Manipulate elbow w/anesth ..... 0045 12.9357 $674.61 $134.92
24301 T.. Muscle/tendon transfer ............ 0050 23.3037 $1,215.31 $243.06
24305 T.. Arm tendon lengthening 0050 23.3037 $1,215.31 $243.06
24310 T.. Revision of arm tendon . 0049 18.6042 $970.23 $194.05
24320 T.. Repair of arm tendon .... 0051 32.9062 $1,716.09 | .ooovvviieenen. $343.22
24330 T Revision of arm muscles .................. 0051 32.9062 $1,716.09 | .ooovviienen. $343.22
24331 T Revision of arm muscles .................. 0051 32.9062 $1,716.09 | .ooviiienn. $343.22
24332 T.. Tenolysis, triceps ............... 0049 18.6042 $970.23 $197.14 $194.05
24340 T.. Repair of biceps tendon 0051 32.9062 $1,716.09 | oo $343.22
24341 T Repair arm tendon/muscle ............... 0051 32.9062 $1,716.09 | .o, $343.22
24342 T Repair of ruptured tendon ................ 0051 32.9062 $1,716.09 $343.22
24343 T.. Repr elbow lat ligmnt witiss ... 0050 23.3037 $1,215.31 $243.06
24344 T.. Reconstruct elbow lat ligmnt ...... 0051 32.9062 $1,716.09 $343.22
24345 T.. Repr elbw med ligmnt witissu ... 0050 23.3037 $1,215.31 $243.06
24346 T.. Reconstruct elbow med ligmnt ... 0051 32.9062 $1,716.09 $343.22
24350 T.. Repair of tennis elbow ................ 0050 23.3037 $1,215.31 $243.06
24351 T.. Repair of tennis elbow ... 0050 23.3037 $1,215.31 $243.06
24352 T.. Repair of tennis elbow ... 0050 23.3037 $1,215.31 $243.06
24354 T.. Repair of tennis elbow ... 0050 23.3037 $1,215.31 $243.06
24356 T .. Revision of tennis elbow 0050 23.3037 $1,215.31 $243.06
24360 T .. Reconstruct elbow joint ..... 0047 28.2842 $1,475.05 $537.03 $295.01
24361 T.. Reconstruct elbow joint . 0048 40.6289 $2,118.84 $695.60 $423.77
24362 T.. Reconstruct elbow joint . 0048 40.6289 $2,118.84 $695.60 $423.77
24363 T.. Replace elbow joint ................. 0048 40.6289 $2,118.84 $695.60 $423.77
24365 T.. Reconstruct head of radius ..... 0047 28.2842 $1,475.05 $537.03 $295.01
24366 T.. Reconstruct head of radius ..... . 0048 40.6289 $2,118.84 $695.60 $423.77
24400 T Revision of humerus .........c.cccceenee. 0050 23.3037 $1,215.31 | cooeeeieee, $243.06
24410 T o | s Revision of humerus .........c.cccceeeeee. 0050 23.3037 $1,215.31 | oo, $243.06
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24420 T Revision of humerus ........cccccccceeeee 0051 32.9062 $1,716.09 $343.22
24430 T.. Repair of humerus ......... 0051 32.9062 $1,716.09 $343.22
24435 T .. Repair humerus with graft . 0051 32.9062 $1,716.09 $343.22
24470 T.. Revision of elbow joint ...... 0051 32.9062 $1,716.09 $343.22
24495 T.. Decompression of forearm ... 0050 23.3037 $1,215.31 $243.06
24498 T.. Reinforce humerus ............... 0051 32.9062 $1,716.09 $343.22
24500 T.. Treat humerus fracture .. 0043 2.4999 $130.37 $26.07
24505 T Treat humerus fracture ..................... 0043 2.4999 $130.37 $26.07
24515 T Treat humerus fracture 0046 29.2920 $1,527.61 $535.76 $305.52
24516 T.. Treat humerus fracture .. 0046 29.2920 $1,527.61 $535.76 $305.52
24530 T.. Treat humerus fracture .. 0043 2.4999 $130.37 | cooveevireeeien, $26.07
24535 T .. Treat humerus fracture .. 0043 2.4999 $130.37 | cooveeireeiennn $26.07
24538 T.. Treat humerus fracture .. 0046 29.2920 $1,527.61 $535.76 $305.52
24545 T.. Treat humerus fracture .. 0046 29.2920 $1,527.61 $535.76 $305.52
24546 T.. Treat humerus fracture .. 0046 29.2920 $1,527.61 $535.76 $305.52
24560 T.. Treat humerus fracture .. 0043 2.4999 $130.37 | coveeeeieeeien, $26.07
24565 T Treat humerus fracture 0043 2.4999 $130.37 | coveevieeeienn, $26.07
24566 T Treat humerus fracture 0046 29.2920 $1,527.61 $535.76 $305.52
24575 T.. Treat humerus fracture .. 0046 29.2920 $1,527.61 $535.76 $305.52
24576 T.. Treat humerus fracture .. 0043 2.4999 $130.37 | covveevieeeienn, $26.07
24577 T .. Treat humerus fracture .. 0043 2.4999 $130.37 | cooveeiireeiennn $26.07
24579 T.. Treat humerus fracture .. 0046 29.2920 $1,527.61 $535.76 $305.52
24582 T.. Treat humerus fracture .. 0046 29.2920 $1,527.61 $535.76 $305.52
24586 T.. Treat elbow fracture ... 0046 29.2920 $1,527.61 $535.76 $305.52
24587 T.. Treat elbow fracture ... 0046 29.2920 $1,527.61 $535.76 $305.52
24600 T Treat elbow dislocation 0043 2.4999 $130.37 | covveevieeeienn, $26.07
24605 T Treat elbow dislocation 0045 12.9357 $674.61 $268.47 $134.92
24615 T.. Treat elbow dislocation .. 0046 29.2920 $1,527.61 $535.76 $305.52
24620 T.. Treat elbow fracture ... 0043 2.4999 $130.37 | coreeeiiieeeiee, $26.07
24635 T Treat elbow fracture ............ccccuveee. 0046 29.2920 $1,527.61 $535.76 $305.52
24640 T Treat elbow dislocation ..................... 0043 2.4999 $130.37 $26.07
24650 T.. Treat radius fracture ... 0043 2.4999 $130.37 $26.07
24655 T.. Treat radius fracture ... 0043 2.4999 $130.37 $26.07
24665 T.. Treat radius fracture ... 0046 29.2920 $1,527.61 $535.76 $305.52
24666 T.. Treat radius fracture ... 0046 29.2920 $1,527.61 $535.76 $305.52
24670 T.. Treat ulnar fracture ..... 0043 2.4999 $130.37 | v, $26.07
24675 T.. Treat ulnar fracture ..... 0043 2.4999 $130.37 $26.07
24685 T.. Treat ulnar fracture ..... 0046 29.2920 $1,527.61 $305.52
24800 T.. Fusion of elbow joint ..... 0051 32.9062 $1,716.09 $343.22
24802 T.. Fusion/graft of elbow joint . 0051 32.9062 $1,716.09 $343.22
24900 C .. Amputation of UPPEr @rM ......ccocciiiiis | ciiiriiiiiniiies | eeriiieeiiieeenies | eeerrieessineesses | reeessieeesseeees | aesreeessneessnnes
24920 C .. Amputation of upper arm ......... P P S BT R OOTPPTOOUPPTUUUUR BTTUPPRRPPPPN
24925 T Amputation follow-up surgery ........... 0049 18.6042 $970.23 $194.05
24930 C Amputation follow-Up SUFGErY ......cce. | coveriivriiiiiis | i | eeveciiieniinies | veveieesieeieen | e
24931 C .. Amputate upper arm & implant ........ | oo | e | s | e | e
24935 T .. Revision of amputation ............... 0052 40.7646 $2,125.91 $425.18
24940 C ReViSion Of UPPEr @M ....ciiiiiiiiiiiiies | ceviiveeiiineiiies | evveniieeesninneesns | cveeesinnessiinnes | oovveeesssiensssnies | eeesssseesssnseennes
24999 T Upper arm/elbow surgery ................. 0043 2.4999 $130.37 | oo, $26.07
25000 T.. Incision of tendon sheath ..... 0049 18.6042 $970.23 $197.14 $194.05
25001 T.. Incise flexor carpi radialis ........... 0049 18.6042 $970.23 $197.14 $194.05
25020 T.. Decompress forearm 1 space .... 0049 18.6042 $970.23 $197.14 $194.05
25023 T .. Decompress forearm 1 space ... 0050 23.3037 $1,215.31 $243.06
25024 T .. Decompress forearm 2 spaces .. 0050 23.3037 $1,215.31 $243.06
25025 T .. Decompress forarm 2 spaces .... 0050 23.3037 $1,215.31 $243.06
25028 T.. Drainage of forearm lesion ......... 0049 18.6042 $970.23 $197.14 $194.05
25031 T.. Drainage of forearm bursa ...... 0049 18.6042 $970.23 $197.14 $194.05
25035 T.. Treat forearm bone lesion .... 0049 18.6042 $970.23 $197.14 $194.05
25040 T.. Explore/treat wrist joint ............ 0050 23.3037 $1,215.31 | oo, $243.06
25065 T.. Biopsy forearm soft tissues ..... 0021 13.9338 $726.66 $219.48 $145.33
25066 T.. Biopsy forearm soft tissues ..... 0022 17.3930 $907.06 $354.45 $181.41
25075 T.. Removel forearm lesion subcu ... 0021 13.9338 $726.66 $219.48 $145.33
25076 T.. Removel forearm lesion deep .... 0022 17.3930 $907.06 $354.45 $181.41
25077 T.. Remove tumor, forearm/wrist ..... 0022 17.3930 $907.06 $354.45 $181.41
25085 T Incision of wrist capsule ................... 0049 18.6042 $970.23 $197.14 $194.05
25100 T oo | Biopsy of wrist joint ..........cccceeiieeen. 0049 18.6042 $970.23 $197.14 $194.05
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25101 T Explore/treat wrist joint ..................... 0050 23.3037 $1,215.31 $243.06
25105 T.. Remove wrist joint lining ......... 0050 23.3037 $1,215.31 $243.06
25107 T .. Remove wrist joint cartilage ... 0050 23.3037 $1,215.31 $243.06
25110 T.. Remove wrist tendon lesion ... 0049 18.6042 $970.23 $197.14 $194.05
25111 T.. Remove wrist tendon lesion ....... 0053 14.1760 $739.29 $253.49 $147.86
25112 T .. Reremove wrist tendon lesion ... 0053 14.1760 $739.29 $253.49 $147.86
25115 T.. Remove wrist/forearm lesion . 0049 18.6042 $970.23 $197.14 $194.05
25116 T Remove wrist/forearm lesion ............ 0049 18.6042 $970.23 $197.14 $194.05
25118 T Excise wrist tendon sheath .............. 0050 23.3037 $1,215.31 $243.06
25119 T.. Partial removal of ulna ............ 0050 23.3037 $1,215.31 $243.06
25120 T.. Removal of forearm lesion ...... 0050 23.3037 $1,215.31 $243.06
25125 T .. Remove/graft forearm lesion ... 0050 23.3037 $1,215.31 $243.06
25126 T.. Remove/graft forearm lesion ... 0050 23.3037 $1,215.31 $243.06
25130 T.. Removal of wrist lesion ........... 0050 23.3037 $1,215.31 $243.06
25135 T .. Remove & graft wrist lesion ... 0050 23.3037 $1,215.31 $243.06
25136 T.. Remove & graft wrist lesion .... . 0050 23.3037 $1,215.31 $243.06
25145 T Remove forearm bone lesion ........... 0050 23.3037 $1,215.31 $243.06
25150 T Partial removal of ulna ..................... 0050 23.3037 $1,215.31 $243.06
25151 T.. Partial removal of radius ...... 0050 23.3037 $1,215.31 $243.06
25170 T.. Extensive forearm surgery ... 0052 40.7646 $2,125.91 $425.18
25210 T.. Removal of wrist bone .......... 0054 22.7223 $1,184.99 $237.00
25215 T.. Removal of wrist bones .. 0054 22.7223 $1,184.99 $237.00
25230 T.. Partial removal of radius ... 0050 23.3037 $1,215.31 $243.06
25240 T.. Partial removal of ulna .. 0050 23.3037 $1,215.31 $243.06
25246 N .. Injection for wrist x-ray ............... o | e | e | e | e | e
25248 T Remove forearm foreign body .......... 0049 18.6042 $970.23 $194.05
25250 T Removal of wrist prosthesis ............. 0050 23.3037 $1,215.31 $243.06
25251 T.. Removal of wrist prosthesis .... 0050 23.3037 $1,215.31 $243.06
25259 T.. Manipulate wrist w/anesthes . 0043 2.4999 $130.37 $26.07
25260 T Repair forearm tendon/muscle ......... 0050 23.3037 $1,215.31 $243.06
25263 T Repair forearm tendon/muscle ......... 0050 23.3037 $1,215.31 $243.06
25265 T.. Repair forearm tendon/muscle ... 0050 23.3037 $1,215.31 $243.06
25270 T .. Repair forearm tendon/muscle ... 0050 23.3037 $1,215.31 $243.06
25272 T .. Repair forearm tendon/muscle ... 0050 23.3037 $1,215.31 $243.06
25274 T.. Repair forearm tendon/muscle ... 0050 23.3037 $1,215.31 $243.06
25275 T.. Repair forearm tendon sheath ... 0050 23.3037 $1,215.31 $243.06
25280 T.. Revise wrist/forearm tendon ....... 0050 23.3037 $1,215.31 $243.06
25290 T.. Incise wrist/forearm tendon ........ 0050 23.3037 $1,215.31 $243.06
25295 T.. Release wrist/forearm tendon ... 0049 18.6042 $970.23 $194.05
25300 T.. Fusion of tendons at wrist .......... 0050 23.3037 $1,215.31 $243.06
25301 T.. Fusion of tendons at wrist .... 0050 23.3037 $1,215.31 $243.06
25310 T.. Transplant forearm tendon ...... . 0051 32.9062 $1,716.09 $343.22
25312 T o | s Transplant forearm tendon ............... 0051 32.9062 $1,716.09 $343.22
25315 T Revise palsy hand tendon(s) ............ 0051 32.9062 $1,716.09 $343.22
25316 T.. Revise palsy hand tendon(s) ... 0051 32.9062 $1,716.09 $343.22
25320 T .. Repair/revise wrist joint ........... . 0051 32.9062 $1,716.09 $343.22
25332 T Revise wrist joint .......c.cccoeeveeiieennen. 0047 28.2842 $1,475.05 $295.01
25335 T Realignment of hand .........cccccceevene. 0051 32.9062 $1,716.09 $343.22
25337 T.. Reconstruct ulna/radioulnar ..... 0051 32.9062 $1,716.09 $343.22
25350 T.. Revision of radius ........ccccce... 0051 32.9062 $1,716.09 $343.22
25355 T.. Revision of radius .... 0051 32.9062 $1,716.09 $343.22
25360 T.. Revision of ulna .......... 0050 23.3037 $1,215.31 $243.06
25365 T.. Revise radius & ulna .. 0050 23.3037 $1,215.31 $243.06
25370 T.. Revise radius or ulna . 0051 32.9062 $1,716.09 $343.22
25375 T.. Revise radius & ulna ..... 0051 32.9062 $1,716.09 $343.22
25390 T.. Shorten radius or ulna ... 0050 23.3037 $1,215.31 $243.06
25391 T.. Lengthen radius or ulna 0051 32.9062 $1,716.09 $343.22
25392 T .. Shorten radius & ulna ... 0050 23.3037 $1,215.31 $243.06
25393 T.. Lengthen radius & ulna ........... 0051 32.9062 $1,716.09 $343.22
25394 T.. Repair carpal bone, shorten ... 0053 14.1760 $739.29 $147.86
25400 T.. Repair radius or ulna ............... 0050 23.3037 $1,215.31 $243.06
25405 T.. Repair/graft radius or ulna . 0050 23.3037 $1,215.31 $243.06
25415 T.. Repair radius & ulna ............. . 0050 23.3037 $1,215.31 $243.06
25420 T Repair/graft radius & ulna ................ 0051 32.9062 $1,716.09 $343.22
25425 T o | s Repair/graft radius or ulna ................ 0051 32.9062 $1,716.09 | .ooveviinee. $343.22

CPT codes and descriptions only are copyright American Medical Association. All Rights Reserved. Applicable FARS/DFARS Apply.
Copyright American Dental Association. All rights reserved.
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25426 T Repair/graft radius & ulna ................ 0051 32.9062 $1,716.09 | .oooveriveenne. $343.22
25430 T.. Vasc graft into carpal bone ..... 0054 22.7223 $1,184.99 $237.00
25431 T .. Repair nonunion carpal bone .. 0054 22.7223 $1,184.99 $237.00
25440 T.. Repair/graft wrist bone ............ 0051 32.9062 $1,716.09 $343.22
25441 T.. Reconstruct wrist joint ... 0048 40.6289 $2,118.84 $695.60 $423.77
25442 T.. Reconstruct wrist joint ... 0048 40.6289 $2,118.84 $695.60 $423.77
25443 T.. Reconstruct wrist joint ... . 0048 40.6289 $2,118.84 $695.60 $423.77
25444 T Reconstruct wrist joint ..........cccocvenee 0048 40.6289 $2,118.84 $695.60 $423.77
25445 T Reconstruct wrist joint ...........c.cc..... 0048 40.6289 $2,118.84 $695.60 $423.77
25446 T.. Wrist replacement ....... 0048 40.6289 $2,118.84 $695.60 $423.77
25447 T.. Repair wrist joint(s) ............... 0047 28.2842 $1,475.05 $537.03 $295.01
25449 T.. Remove wrist joint implant ... 0047 28.2842 $1,475.05 $537.03 $295.01
25450 T.. Revision of wrist joint ........... 0051 32.9062 $1,716.09 $343.22
25455 T.. Revision of wrist joint . 0051 32.9062 $1,716.09 $343.22
25490 T.. Reinforce radius ......... 0051 32.9062 $1,716.09 $343.22
25491 T.. Reinforce ulna ............... . 0051 32.9062 $1,716.09 $343.22
25492 T Reinforce radius and ulna ................ 0051 32.9062 $1,716.09 $343.22
25500 T Treat fracture of radius ...........cccoc..... 0043 2.4999 $130.37 | .oovviiieeeenn, $26.07
25505 T.. Treat fracture of radius .. 0043 2.4999 $130.37 | coreeeeieeein, $26.07
25515 T.. Treat fracture of radius .. 0046 29.2920 $1,527.61 $535.76 $305.52
25520 T .. Treat fracture of radius .. 0043 2.4999 $130.37 | .ooveiiieeeenn, $26.07
25525 T.. Treat fracture of radius .. 0046 29.2920 $1,527.61 $535.76 $305.52
25526 T.. Treat fracture of radius .. 0046 29.2920 $1,527.61 $535.76 $305.52
25530 T.. Treat fracture of ulna ..... 0043 2.4999 $130.37 | v, $26.07
25535 T.. Treat fracture of ulna .. . 0043 2.4999 $130.37 | cooveevieeeeienn, $26.07
25545 T Treat fracture of ulna ...........cc.c.cu..... 0046 29.2920 $1,527.61 $535.76 $305.52
25560 T Treat fracture radius & ulna 0043 2.4999 $130.37 | covveevireeeienn, $26.07
25565 T.. Treat fracture radius & ulna .... 0043 2.4999 $130.37 | coreeeiieeein, $26.07
25574 T.. Treat fracture radius & ulna .... . 0046 29.2920 $1,527.61 $535.76 $305.52
25575 T Treat fracture radius/ulna ................. 0046 29.2920 $1,527.61 $535.76 $305.52
25600 T Treat fracture radius/ulna ................. 0043 2.4999 $130.37 | oo, $26.07
25605 T.. Treat fracture radius/ulna 0043 2.4999 $130.37 | e $26.07
25611 T.. Treat fracture radius/ulna 0046 29.2920 $1,527.61 $535.76 $305.52
25620 T.. Treat fracture radius/ulna 0046 29.2920 $1,527.61 $535.76 $305.52
25622 T.. Treat wrist bone fracture ... 0043 2.4999 $130.37 $26.07
25624 T.. Treat wrist bone fracture ... 0043 2.4999 $130.37 $26.07
25628 T.. Treat wrist bone fracture ... 0046 29.2920 $1,527.61 $535.76 $305.52
25630 T.. Treat wrist bone fracture ... 0043 2.4999 $130.37 $26.07
25635 T.. Treat wrist bone fracture ... 0043 2.4999 $130.37 $26.07
25645 T.. Treat wrist bone fracture ... 0046 29.2920 $1,527.61 $535.76 $305.52
25650 T.. Treat wrist bone fracture ... 0043 2.4999 $130.37 | coveeeeieeeiee, $26.07
25651 T.. Pin ulnar styloid fracture 0046 29.2920 $1,527.61 $535.76 $305.52
25652 T Treat fracture ulnar styloid ............... 0046 29.2920 $1,527.61 $535.76 $305.52
25660 T Treat wrist dislocation ..............cc....... 0043 2.4999 $130.37 | ereeeieeiiiees $26.07
25670 T.. Treat wrist dislocation .... 0046 29.2920 $1,527.61 $535.76 $305.52
25671 T.. Pin radioulnar dislocation . 0046 29.2920 $1,527.61 $535.76 $305.52
25675 T Treat wrist dislocation ....................... 0043 2.4999 $130.37 $26.07
25676 T Treat wrist dislocation ....................... 0046 29.2920 $1,527.61 $305.52
25680 T.. Treat wrist fracture ..... 0043 2.4999 $130.37 $26.07
25685 T.. Treat wrist fracture ..... 0046 29.2920 $1,527.61 $305.52
25690 T.. Treat wrist dislocation . 0043 2.4999 $130.37 $26.07
25695 T.. Treat wrist dislocation . 0046 29.2920 $1,527.61 $305.52
25800 T.. Fusion of wrist joint ....... 0051 32.9062 $1,716.09 $343.22
25805 T.. Fusion/graft of wrist joint ... 0051 32.9062 $1,716.09 $343.22
25810 T .. Fusion/graft of wrist joint ... 0051 32.9062 $1,716.09 $343.22
25820 T .. Fusion of hand bones .............. 0053 14.1760 $739.29 $147.86
25825 T.. Fuse hand bones with graft ..... 0054 22.7223 $1,184.99 | ..ooiiiiie, $237.00
25830 T .. Fusion, radioulnar jnt/ulna ....... 0051 32.9062 $1,716.09 $343.22
25900 C .. Amputation of fOr€armM .......cccccvviiiiis | cviieiviiieiiiiies | cevieesiiensniies | eevnieeessieneene | cereesienesninnees | eenreessnseeesnne
25905 C . Amputation of forearm ...
25907 T.. Amputation follow-up surgery ..... 0049 18.6042 $970.23 $194.05
25909 C .. Amputation follow-up surgery .....
25915 (O Amputation of forearm ............. .
25920 C Amputate hand at wrist ....................
25922 T oo | Amputate hand at wrist .................... 0049 18.6042 $970.23 $197.14 $194.05
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25924 C Amputation fOllOW-UP SUFGEIY .....cccoee | coieiriiiiiiiiies | eeriieeniieeeniies | eeeesireeesineesses | eeeeesieeeessneees | aonreesssiseessnnes
25927 C . Amputation of hand .................... o | e | e | e | e | e
25929 T.. Amputation follow-up surgery 0027 15.2225 $793.87 $158.77
25931 C .. Amputation follow-up surgery wo | e | s | eeeenreeesieeenn | ereeenereesieees | eeireee e
25999 T.. Forearm or wrist surgery ......... . 0043 2.4999 $130.37 $26.07
26010 T.. Drainage of finger abscess ..... . 0006 1.7926 $93.49 $18.70
26011 T.. Drainage of finger abscess ..... . 0007 10.0191 $522.51 $104.50
26020 T Drain hand tendon sheath ................ 0053 14.1760 $739.29 $147.86
26025 T Drainage of palm bursa .................... 0053 14.1760 $739.29 $147.86
26030 T.. Drainage of palm bursa(s) . . 0053 14.1760 $739.29 $147.86
26034 T.. Treat hand bone lesion ........ " 0053 14.1760 $739.29 . $147.86
26035 T.. Decompress fingers/hand .. 0053 14.1760 $739.29 $253.49 $147.86
26037 T.. Decompress fingers/hand ..... 0053 14.1760 $739.29 $253.49 $147.86
26040 T.. Release palm contracture .... . 0054 22.7223 $1,184.99 | .ovviviiienn, $237.00
26045 T .. Release palm contracture ....... . 0054 22.7223 $1,184.99 | .oooiiieiiiieee $237.00
26055 T.. Incise finger tendon sheath ..... . 0053 14.1760 $739.29 $253.49 $147.86
26060 T Incision of finger tendon .................. 0053 14.1760 $739.29 $253.49 $147.86
26070 T Explore/treat hand joint .........cc.cc..... 0053 14.1760 $739.29 $253.49 $147.86
26075 T.. Explore/treat finger joint .... 0053 14.1760 $739.29 $253.49 $147.86
26080 T.. Explore/treat finger joint .... 0053 14.1760 $739.29 $253.49 $147.86
26100 T.. Biopsy hand joint lining ..... 0053 14.1760 $739.29 $253.49 $147.86
26105 T.. Biopsy finger joint lining .... . 0053 14.1760 $739.29 $253.49 $147.86
26110 T.. Biopsy finger joint lining .......... . 0053 14.1760 $739.29 $253.49 $147.86
26115 T.. Removel hand lesion subcut ... 0022 17.3930 $907.06 $354.45 $181.41
26116 T.. Removel hand lesion, deep ..... . 0022 17.3930 $907.06 $354.45 $181.41
26117 T Remove tumor, hand/ffinger .............. 0022 17.3930 $907.06 $354.45 $181.41
26121 T Release palm contracture 0054 22.7223 $1,184.99 $237.00
26123 T.. Release palm contracture .... 0054 22.7223 $1,184.99 $237.00
26125 T.. Release palm contracture .... 0054 22.7223 $1,184.99 $237.00
26130 T Remove wrist joint lining 0053 14.1760 $739.29 $147.86
26135 T Revise finger joint, each ................... 0054 22.7223 $1,184.99 | ..cooiiiiie. $237.00
26140 T.. Revise finger joint, each .......... . 0053 14.1760 $739.29 $253.49 $147.86
26145 T.. Tendon excision, palm/finger 0053 14.1760 $739.29 $253.49 $147.86
26160 T.. Remove tendon sheath lesion .......... 0053 14.1760 $739.29 $253.49 $147.86
26170 T.. Removal of palm tendon, each ........ 0053 14.1760 $739.29 $253.49 $147.86
26180 T.. Removal of finger tendon ........... . 0053 14.1760 $739.29 $253.49 $147.86
26185 T.. Remove finger bone ............. 0053 14.1760 $739.29 $253.49 $147.86
26200 T.. Remove hand bone lesion ... 0053 14.1760 $739.29 $253.49 $147.86
26205 T.. Remove/graft bone lesion .... 0054 22.7223 $1,184.99 | .cooviiieienn, $237.00
26210 T.. Removal of finger lesion ....... . 0053 14.1760 $739.29 $253.49 $147.86
26215 T.. Remove/graft finger lesion ...... . 0053 14.1760 $739.29 $253.49 $147.86
26230 T | .... | Partial removal of hand bone .. y 0053 14.1760 $739.29 $253.49 $147.86
26235 T o | s Partial removal, finger bone ............. 0053 14.1760 $739.29 $253.49 $147.86
26236 T Partial removal, finger bone ............. 0053 14.1760 $739.29 $253.49 $147.86
26250 T.. Extensive hand surgery ........... . 0053 14.1760 $739.29 $253.49 $147.86
26255 T .. Extensive hand surgery . 0054 22.7223 $1,184.99 | .ooiiivieiene $237.00
26260 T Extensive finger surgery 0053 14.1760 $739.29 $253.49 $147.86
26261 T Extensive finger surgery .........ccc...... 0053 14.1760 $739.29 $253.49 $147.86
26262 T.. Partial removal of finger ............. 0053 14.1760 $739.29 $253.49 $147.86
26320 T.. Removal of implant from hand ......... 0021 13.9338 $726.66 $219.48 $145.33
26340 T.. Manipulate finger w/anesth ........ . 0043 2.4999 $130.37 $26.07
26350 T.. Repair finger/hand tendon ... . 0054 22.7223 $1,184.99 $237.00
26352 T.. Repair/graft hand tendon ...... . 0054 22.7223 $1,184.99 $237.00
26356 T.. Repair finger/hand tendon ... 0054 22.7223 $1,184.99 $237.00
26357 T.. Repair finger/hand tendon ... . 0054 22.7223 $1,184.99 $237.00
26358 T.. Repair/graft hand tendon ...... . 0054 22.7223 $1,184.99 $237.00
26370 T .. Repair finger/hand tendon .... . 0054 22.7223 $1,184.99 $237.00
26372 T .. Repair/graft hand tendon ...... . 0054 22.7223 $1,184.99 $237.00
26373 T.. Repair finger/hand tendon .... . 0054 22.7223 $1,184.99 $237.00
26390 T.. Revise hand/finger tendon ...... . 0054 22.7223 $1,184.99 $237.00
26392 T.. Repair/graft hand tendon ...... . 0054 22.7223 $1,184.99 $237.00
26410 T.. Repair hand tendon ........... . 0053 14.1760 $739.29 $147.86
26412 T.. Repair/graft hand tendon ......... . 0054 22.7223 $1,184.99 | .cooviiiien, $237.00
26415 T Excision, hand/finger tendon ............ 0054 22.7223 $1,184.99 | .oooviiiiienn, $237.00
26416 T o | s Graft hand or finger tendon .............. 0054 22.7223 $1,184.99 | .cooviiiiinnn, $237.00

CPT codes and descriptions only are copyright American Medical Association. All Rights Reserved. Applicable FARS/DFARS Apply.
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26418 T Repair finger tendon ...........cccceeeeeee. 0053 14.1760 $739.29 $253.49 $147.86
26420 T.. Repair/graft finger tendon ..... 0054 22.7223 $1,184.99 | ooviviiienn. $237.00
26426 T .. Repair finger/hand tendon .... 0054 22.7223 $1,184.99 $237.00
26428 T.. Repair/graft finger tendon ..... 0054 22.7223 $1,184.99 $237.00
26432 T.. Repair finger tendon ...... 0053 14.1760 $739.29 $253.49 $147.86
26433 T .. Repair finger tendon ...... 0053 14.1760 $739.29 $253.49 $147.86
26434 T.. Repair/graft finger tendon .. 0054 22.7223 $1,184.99 | .oooviiiiiene, $237.00
26437 T Realignment of tendons ................... 0053 14.1760 $739.29 $253.49 $147.86
26440 T Release palm/finger tendon ............. 0053 14.1760 $739.29 $253.49 $147.86
26442 T.. Release palm & finger tendon ... 0054 22.7223 $1,184.99 | .oooviiiiene, $237.00
26445 T.. Release hand/finger tendon ....... 0053 14.1760 $739.29 $253.49 $147.86
26449 T.. Release forearm/hand tendon .... 0054 22.7223 $1,184.99 | ..ooiiiiin, $237.00
26450 T.. Incision of palm tendon .............. 0053 14.1760 $739.29 $253.49 $147.86
26455 T.. Incision of finger tendon ... 0053 14.1760 $739.29 $253.49 $147.86
26460 T.. Incise hand/finger tendon .. 0053 14.1760 $739.29 $253.49 $147.86
26471 T.. Fusion of finger tendons .... . 0053 14.1760 $739.29 $253.49 $147.86
26474 T Fusion of finger tendons ................... 0053 14.1760 $739.29 $253.49 $147.86
26476 T Tendon lengthening ..........cccccevenneene. 0053 14.1760 $739.29 $253.49 $147.86
26477 T .. Tendon shortening ................... 0053 14.1760 $739.29 $253.49 $147.86
26478 T.. Lengthening of hand tendon ... 0053 14.1760 $739.29 $253.49 $147.86
26479 T.. Shortening of hand tendon ...... 0053 14.1760 $739.29 $253.49 $147.86
26480 T .. Transplant hand tendon ....... 0054 22.7223 $1,184.99 $237.00
26483 T.. Transplant/graft hand tendon .. 0054 22.7223 $1,184.99 $237.00
26485 T.. Transplant palm tendon .............. 0054 22.7223 $1,184.99 $237.00
26489 T.. Transplant/graft palm tendon .. 0054 22.7223 $1,184.99 $237.00
26490 T Revise thumb tendon ...........cceceene. 0054 22.7223 $1,184.99 $237.00
26492 T Tendon transfer with graft ................ 0054 22.7223 $1,184.99 $237.00
26494 T.. Hand tendon/muscle transfer .. 0054 22.7223 $1,184.99 $237.00
26496 T .. Revise thumb tendon .............. 0054 22.7223 $1,184.99 $237.00
26497 T Finger tendon transfer ...................... 0054 22.7223 $1,184.99 $237.00
26498 T Finger tendon transfer ...................... 0054 22.7223 $1,184.99 | ..cooviivie. $237.00
26499 T .. Revision of finger ...........ccceeu. 0054 22.7223 $1,184.99 | ..oooiiiiiiiiene $237.00
26500 T .. Hand tendon reconstruction ... 0053 14.1760 $739.29 $253.49 $147.86
26502 T .. Hand tendon reconstruction ... 0054 22.7223 $1,184.99 $237.00
26504 T.. Hand tendon reconstruction ... 0054 22.7223 $1,184.99 $237.00
26508 T.. Release thumb contracture ..... 0053 14.1760 $739.29 $147.86
26510 T.. Thumb tendon transfer ............ 0054 22.7223 $1,184.99 $237.00
26516 T.. Fusion of knuckle joint ... 0054 22.7223 $1,184.99 $237.00
26517 T.. Fusion of knuckle joints . 0054 22.7223 $1,184.99 $237.00
26518 T.. Fusion of knuckle joints ........... 0054 22.7223 $1,184.99 $237.00
26520 T.. Release knuckle contracture ... 0053 14.1760 $739.29 $253.49 $147.86
26525 T.. Release finger contracture ...... . 0053 14.1760 $739.29 $253.49 $147.86
26530 T Revise knuckle joint .........c.cccccvnvenne 0047 28.2842 $1,475.05 $537.03 $295.01
26531 T Revise knuckle with implant ............. 0048 40.6289 $2,118.84 $695.60 $423.77
26535 T.. Revise finger joint ........cc.ccc.e.. 0047 28.2842 $1,475.05 $537.03 $295.01
26536 T.. Revise/implant finger joint . 0048 40.6289 $2,118.84 $695.60 $423.77
26540 T Repair hand joint .......c.ccooeeeveevienen. 0053 14.1760 $739.29 $253.49 $147.86
26541 T Repair hand joint with graft .............. 0054 22,7223 $1,184.99 $237.00
26542 T.. Repair hand joint with graft ..... 0053 14.1760 $739.29 $147.86
26545 T.. Reconstruct finger joint ............ 0054 22.7223 $1,184.99 $237.00
26546 T.. Repair nonunion hand ... 0054 22.7223 $1,184.99 $237.00
26548 T.. Reconstruct finger joint ............... 0054 22.7223 $1,184.99 $237.00
26550 T.. Construct thumb replacement ... 0054 22.7223 $1,184.99 $237.00
26551 C .. Great toe-hand transfer ..............
26553 (O Single transfer, toe-hand ...
26554 C . Double transfer, toe-hand .....
26555 T.. Positional change of finger ...
26556 C .. Toe JOINt tranSfer .....cccocviviiieiiiiii | v | i | eereeiieenienes | e | e
26560 T.. Repair of web finger ... 0053 14.1760 $739.29 $147.86
26561 T.. Repair of web finger ... 0054 22.7223 $1,184.99 $237.00
26562 T.. Repair of web finger ...... 0054 22.7223 $1,184.99 $237.00
26565 T.. Correct metacarpal flaw 0054 22.7223 $1,184.99 $237.00
26567 T.. Correct finger deformity ........... . 0054 22.7223 $1,184.99 $237.00
26568 T Lengthen metacarpal/finger .............. 0054 22.7223 $1,184.99 $237.00
26580 T o | s Repair hand deformity ...................... 0054 22.7223 $1,184.99 | .cooviiiiinnn, $237.00
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26587 T Reconstruct extra finger ................... 0053 14.1760 $739.29 $253.49 $147.86
26590 T.. Repair finger deformity .. 0054 22.7223 $1,184.99 | .cooviviiienn. $237.00
26591 T .. Repair muscles of hand .... 0054 22.7223 $1,184.99 | .oioiviiiieene $237.00
26593 T.. Release muscles of hand .. 0053 14.1760 $739.29 $253.49 $147.86
26596 T.. Excision constricting tissue ..... 0054 22.7223 $1,184.99 | .ooviviiienn. $237.00
26600 T .. Treat metacarpal fracture ........ 0043 2.4999 $130.37 $26.07
26605 T.. Treat metacarpal fracture ..... 0043 2.4999 $130.37 $26.07
26607 T Treat metacarpal fracture ................. 0043 2.4999 $130.37 $26.07
26608 T Treat metacarpal fracture ................. 0046 29.2920 $1,527.61 $535.76 $305.52
26615 T.. Treat metacarpal fracture .. 0046 29.2920 $1,527.61 $535.76 $305.52
26641 T.. Treat thumb dislocation ..... 0043 2.4999 $130.37 | oo, $26.07
26645 T.. Treat thumb fracture ...... 0043 2.4999 $130.37 | oo $26.07
26650 T .. Treat thumb fracture ... 0046 29.2920 $1,527.61 $535.76 $305.52
26665 T.. Treat thumb fracture ... 0046 29.2920 $1,527.61 $535.76 $305.52
26670 T.. Treat hand dislocation ... 0043 2.4999 $130.37 | oo $26.07
26675 T.. Treat hand dislocation ... 0043 2.4999 $130.37 | oo, $26.07
26676 T Pin hand dislocation ..........cccccceevenn. 0046 29.2920 $1,527.61 $535.76 $305.52
26685 T Treat hand dislocation .............c........ 0046 29.2920 $1,527.61 $535.76 $305.52
26686 T .. Treat hand dislocation ... 0046 29.2920 $1,527.61 $535.76 $305.52
26700 T.. Treat knuckle dislocation ... 0043 2.4999 $130.37 | oo, $26.07
26705 T.. Treat knuckle dislocation ... 0043 2.4999 $130.37 $26.07
26706 T.. Pin knuckle dislocation .. 0043 2.4999 $130.37 $26.07
26715 T.. Treat knuckle dislocation ... 0046 29.2920 $1,527.61 $535.76 $305.52
26720 T.. Treat finger fracture, each .... 0043 2.4999 $130.37 | oo, $26.07
26725 T.. Treat finger fracture, each .... 0043 2.4999 $130.37 | oo, $26.07
26727 T Treat finger fracture, each ................ 0046 29.2920 $1,527.61 $535.76 $305.52
26735 T Treat finger fracture, each ................ 0046 29.2920 $1,527.61 $535.76 $305.52
26740 T.. Treat finger fracture, each .... 0043 2.4999 $130.37 | oo, $26.07
26742 T.. Treat finger fracture, each .... 0043 2.4999 $130.37 | oo, $26.07
26746 T Treat finger fracture, each ................ 0046 29.2920 $1,527.61 $535.76 $305.52
26750 T Treat finger fracture, each ................ 0043 2.4999 $130.37 | oo $26.07
26755 T .. Treat finger fracture, each .... 0043 2.4999 $130.37 | oo, $26.07
26756 T.. Pin finger fracture, each ....... 0046 29.2920 $1,527.61 $535.76 $305.52
26765 T.. Treat finger fracture, each . 0046 29.2920 $1,527.61 $535.76 $305.52
26770 T.. Treat finger dislocation .. 0043 2.4999 $130.37 | evveiiiieiees $26.07
26775 T.. Treat finger dislocation .. 0045 12.9357 $674.61 $268.47 $134.92
26776 T.. Pin finger dislocation ..... 0046 29.2920 $1,527.61 $535.76 $305.52
26785 T.. Treat finger dislocation .. 0046 29.2920 $1,527.61 $535.76 $305.52
26820 T .. Thumb fusion with graft . 0054 22.7223 $1,184.99 $237.00
26841 T .. Fusion of thumb ............. 0054 22.7223 $1,184.99 $237.00
26842 T .. Thumb fusion with graft . 0054 22.7223 $1,184.99 $237.00
26843 T .. Fusion of hand joint ....... . 0054 22.7223 $1,184.99 $237.00
26844 T Fusion/graft of hand joint .................. 0054 22.7223 $1,184.99 $237.00
26850 T Fusion of knuckle .........ccccccovvennnnn. 0054 22.7223 $1,184.99 $237.00
26852 T.. Fusion of knuckle with graft .... 0054 22.7223 $1,184.99 $237.00
26860 T .. Fusion of finger joint ................ 0054 22.7223 $1,184.99 $237.00
26861 T Fusion of finger jnt, add-on 0054 22.7223 $1,184.99 $237.00
26862 T Fusion/graft of finger joint ................. 0054 22.7223 $1,184.99 $237.00
26863 T.. Fuse/graft added joint .............. 0054 22.7223 $1,184.99 $237.00
26910 T.. Amputate metacarpal bone ..... 0054 22.7223 $1,184.99 $237.00
26951 T.. Amputation of finger/thumb ..... 0053 14.1760 $739.29 $253.49 $147.86
26952 T.. Amputation of finger/thumb ..... 0053 14.1760 $739.29 $253.49 $147.86
26989 T.. Hand/finger surgery ................. 2.4999 $130.37 | oo, $26.07
26990 T.. Drainage of pelvis lesion ... 18.6042 $970.23 $197.14 $194.05
26991 T.. Drainage of pelvis bursa ... 18.6042 $970.23 $197.14 $194.05
26992 C .. Drainage of bone 1€SI0N ......ccccvvvvies | evviiiiiiiiiiiiini | cevreeiiciiienies | v | e | e
27000 T.. Incision of hip tendon ... 18.6042 $970.23 $194.05
27001 T .. Incision of hip tendon ... 23.3037 $1,215.31 $243.06
27003 T.. Incision of hip tendon .... 23.3037 $1,215.31 $243.06
27005 C . Incision of hip tendon ....
27006 C . Incision of hip tendons ..
27025 C .. Incision of hip/thigh fascia .
27030 (O Drainage of hip joint ......
27033 T Exploration of hip joint ..........cceceeve. 32.9062 $1,716.09 $343.22
27035 [ I I Denervation of hip joint .........cccc....... 40.7646 $2,12591 | .oovviiine, $425.18

CPT codes and descriptions only are copyright American Medical Association. All Rights Reserved. Applicable FARS/DFARS Apply.
Copyright American Dental Association. All rights reserved.
*Code is new in 2002.
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27036 C Excision of hip JOINY/MUSCIE ........ccccc | coiiiiiiiiiiiiii | e | e eiiiees | eerieeeesieeesnees | eeesnsneessinneennes
27040 T.. Biopsy of soft tissues .............. 0021 13.9338 $726.66 $219.48 $145.33
27041 T.. Biopsy of soft tissues ... 0022 17.3930 $907.06 $354.45 $181.41
27047 T.. Remove hip/pelvis lesion ... 0022 17.3930 $907.06 $354.45 $181.41
27048 T.. Remove hip/pelvis lesion ... 0022 17.3930 $907.06 $354.45 $181.41
27049 T.. Remove tumor, hip/pelvis .. 0022 17.3930 $907.06 $354.45 $181.41
27050 T.. Biopsy of sacroiliac joint .... 0049 18.6042 $970.23 $197.14 $194.05
27052 T Biopsy of hip joint ........cccceveicvriennne 0049 18.6042 $970.23 $197.14 $194.05
27054 C Removal of hip joint INING ...cococvviis | v | cereeiiieiiinies | e | eeevieenrienienine | cvreenee e
27060 T.. Removal of ischial bursa ......... 0049 18.6042 $970.23 $197.14 $194.05
27062 T.. Remove femur lesion/bursa .... 0049 18.6042 $970.23 $197.14 $194.05
27065 T.. Removal of hip bone lesion ..... 0049 18.6042 $970.23 $197.14 $194.05
27066 T.. Removal of hip bone lesion ..... 0050 23.3037 $1,215.31 $243.06
27067 T.. Remove/graft hip bone lesion .... 0050 23.3037 $1,215.31 $243.06
27070 C .. Partial removal of hip bone ........
27071 C .. Partial removal of hip bone .....
27075 C Extensive hip surgery ..........cccoceeueee.
27076 C EXtensive hip SUFGErY ......cccccvivvniies | evviiiiiiiiiiins | cevreesiciiienies | veenieesieesineen | eeeieenneeieenns
27077 C .. Extensive hip surgery ....
27078 C . Extensive hip surgery ....
27079 C .. Extensive hip surgery ...
27080 T .. Removal of tail bone .. 23.3037 $1,215.31 $243.06
27086 T.. Remove hip foreign body .. 0020 7.1898 $374.96 $113.25 $74.99
27087 T.. Remove hip foreign body ..... 0049 18.6042 $970.23 $197.14 $194.05
27090 C . Removal of hip Prosthesis ........ccccce | v | ceveeviieiiiiiies | eeeieenieeeieen | eeeniienieenienne | ereeeniee e
27091 Cc Removal of hip ProSthesis .........cccccee | o | v | reeeriiieniiiees | cvrrieessieee s | eeerinreesnnneenes
27093 N Injection for hip X-ray ........ccccceviveeen.
27095 N .. Injection for hip x-ray ..
27096 N .. Inject sacroiliac joint ...
27097 T Revision of hip tendon 23.3037 $1,215.31 | ovveiieene, $243.06
27098 T Transfer tendon to pelvis .................. 0050 23.3037 $1,215.31 $243.06
27100 T.. Transfer of abdominal muscle .... 0051 32.9062 $1,716.09 $343.22
27105 T.. Transfer of spinal muscle ........... 32.9062 $1,716.09 $343.22
27110 T.. Transfer of iliopsoas muscle ... 32.9062 $1,716.09 $343.22
27111 T.. Transfer of iliopsoas muscle ... 32.9062 $1,716.09 $343.22
27120 C . Reconstruction of hip socket ...
27122 C . Reconstruction of hip socket ...
27125 C .. Partial hip replacement ............
27130 (O Total hip arthroplasty .....
27132 (O Total hip arthroplasty ...............
27134 C .. Revise hip joint replacement ...
27137 C .. Revise hip joint replacement ...
27138 C Revise hip joint replacement ............
27140 C Transplant femur ridge
27146 C .. Incision of hip bone ....
27147 C .. Revision of hip bone ...
27151 C Incision of hip bones ..........ccccceeuvee.
27156 C Revision of hip BONES ..o | i | e | e | e | e
27158 C . Revision of pelvis ..........
27161 C . Incision of neck of femur ...
27165 C . Incision/fixation of femur ..........
27170 C .. Repair/graft femur head/neck .....
27175 C .. Treat slipped epiphysis ............
27176 C .. Treat slipped epiphysis ..
27177 (O Treat slipped epiphysis ..
27178 C .. Treat slipped epiphysis ............
27179 C .. Revise head/neck of femur .....
27181 C .. Treat slipped epiphysis ............
27185 C .. Revision of femur epiphysis ....
27187 C . Reinforce hip bones ................
27193 T.. Treat pelvic ring fracture ... $130.37 $26.07
27194 T.. Treat pelvic ring fracture ... $674.61 $268.47 $134.92
27200 T.. Treat tail bone fracture .. $130.37 | oo, $26.07
27202 T Treat tail bone fracture .........c.ccco..... $1,527.61 $535.76 $305.52
27215 C o | Treat pelvic fracture(S) ....ocovevvveeenee | eeiviiiiiie | | | |

CPT codes and descriptions only are copyright American Medical Association. All Rights Reserved. Applicable FARS/DFARS Apply.
Copyright American Dental Association. All rights reserved.
*Code is new in 2002.
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27216 T Treat pelvic ring fracture ................. 0050 23.3037 $1,215.31 $243.06
27217 C . Treat pelvic ring fracture ........ccccceee | covinninniiiiis | i | eereeiieeiieeies | rreeieenieeeen | e
27218 C .. Treat pelvic ring fracture ...
27220 T.. Treat hip socket fracture ...
27222 C . Treat hip socket fracture ...
27226 C .. Treat hip wall fracture ....
27227 C .. Treat hip fracture(s) ....
27228 C Treat hip fracture(s) .......cccccvevvriueenn
27230 T Treat thigh fracture
27232 C .. Treat thigh fracture
27235 T .. Treat thigh fracture
27236 C .. Treat thigh fracture
27238 T.. Treat thigh fracture
27240 C . Treat thigh fracture
27244 C .. Treat thigh fracture
27245 C .. Treat thigh fracture
27246 T Treat thigh fracture
27248 C Treat thigh fracture ... | e | i | eveciieeniiniee | s | e
27250 T.. Treat hip dislocation ... 0043 2.4999 $130.37 $26.07
27252 T.. Treat hip dislocation ... $674.61 $134.92
27253 C .. Treat hip disloCatioN .........ccocveivinii | coreiiieiiiiis | i | eeveeiieeninnes | e | e
27254 C .. Treat hip dislocation ...
27256 T.. Treat hip dislocation ... $130.37 $26.07
27257 T.. Treat hip dislocation ... $674.61 $268.47 $134.92
27258 C . Treat hip diSlOCAtioN .......cccvveieiiiniie | evreiiinnieiiies | i | eereeiieenieeies | e | e
27259 Cc Treat hip diSIOCALON ......ccocciiiiiiiiiiis | s | eerieeeriieeniies | eeersreeesineennen | rrressineesnneees | eenreeesnneee s
27265 T Treat hip dislocation $130.37 | oo, $26.07
27266 T.. Treat hip dislocation ...... $674.61 $268.47 $134.92
27275 T.. Manipulation of hip joint $674.61 $268.47 $134.92
27280 C Fusion of SacroiliaC JOINt ........cccccveies | eoviiiiiiiiiiiiis | eevvriiieeiiiieenis | rieeriieeeniiees | eerveeessieeesees | eeesieneeeseeee e
27282 C Fusion of pubic bones ......................
27284 C .. Fusion of hip joint .......
27286 C .. Fusion of hip joint ..........
27290 C . Amputation of leg at hip
27295 C .. Amputation of leg at hip
27299 T.. Pelvis/hip joint surgery .. $130.37 $26.07
27301 T.. Drain thigh/knee lesion .. $841.87 $168.37
27303 C .. Drainage of bone 1€SI0N .......ccccooiiiis | oo | v | s | v s | eeennreee e
27305 T.. Incise thigh tendon & fascia .... 0049 18.6042 $970.23 $197.14 $194.05
27306 T.. Incision of thigh tendon ........... 0049 18.6042 $970.23 $197.14 $194.05
27307 T.. Incision of thigh tendons ... 0049 18.6042 $970.23 $197.14 $194.05
27310 T.. Exploration of knee joint .......... 0050 23.3037 $1,215.31 | ovveiieee, $243.06
27315 T o | s Partial removal, thigh nerve ............. 0220 15.8136 $824.70 | oovvveiine, $164.94
27320 T Partial removal, thigh nerve ............. 0220 15.8136 $824.70 | oo $164.94
27323 T .. Biopsy, thigh soft tissues ......... 0021 13.9338 $726.66 $219.48 $145.33
27324 T.. Biopsy, thigh soft tissues ... 0022 17.3930 $907.06 $354.45 $181.41
27327 T Removal of thigh lesion .................... 0022 17.3930 $907.06 $354.45 $181.41
27328 T Removal of thigh lesion .................... 0022 17.3930 $907.06 $354.45 $181.41
27329 T.. Remove tumor, thigh/knee ... 0022 17.3930 $907.06 $354.45 $181.41
27330 T.. Biopsy, knee joint lining ........ 0050 23.3037 $1,215.31 $243.06
27331 T.. Explore/treat knee joint ...... 0050 23.3037 $1,215.31 $243.06
27332 T.. Removal of knee cartilage ... 0050 23.3037 $1,215.31 $243.06
27333 T.. Removal of knee cartilage ... 0050 23.3037 $1,215.31 $243.06
27334 T.. Remove knee joint lining ...... 0050 23.3037 $1,215.31 $243.06
27335 T.. Remove knee joint lining ......... 0050 23.3037 $1,215.31 $243.06
27340 T.. Removal of kneecap bursa ..... 0049 18.6042 $970.23 $197.14 $194.05
27345 T.. Removal of knee cyst .............. 0049 18.6042 $970.23 $197.14 $194.05
27347 T.. Remove knee cyst ...... 0049 18.6042 $970.23 $197.14 $194.05
27350 T.. Removal of kneecap ... 0050 23.3037 $1,215.31 $243.06
27355 T.. Remove femur lesion . 0050 23.3037 $1,215.31 $243.06
27356 T.. Remove femur lesion/graft ...... 0050 23.3037 $1,215.31 $243.06
27357 T.. Remove femur lesion/graft ...... 0050 23.3037 $1,215.31 $243.06
27358 T .. Remove femur lesion/fixation .. 0050 23.3037 $1,215.31 $243.06
27360 T Partial removal, leg bone(s) ............. 0050 23.3037 $1,215.31 $243.06
27365 C o | Extensive leg SUrgery ......ccccoccevvvees | eevieieeiiineiiie | eeveiiieeeiieeenis | | | e

CPT codes and descriptions only are copyright American Medical Association. All Rights Reserved. Applicable FARS/DFARS Apply.
Copyright American Dental Association. All rights reserved.
*Code is new in 2002.
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27370 N Injection for KNEE X-Tay ........cccccviiiies | eoviiiiiiiiiiiiin | eeveriiieeiiiieeni | ireeesiiiesniinees | eesveeessieeesnnes | eeesssneessinneeanes
27372 T.. Removal of foreign body ... 0022 17.3930 $907.06 $354.45 $181.41
27380 T.. Repair of kneecap tendon ....... 0049 18.6042 $970.23 $197.14 $194.05
27381 T.. Repair/graft kneecap tendon ... 0049 18.6042 $970.23 $197.14 $194.05
27385 T.. Repair of thigh muscle ............ 0049 18.6042 $970.23 $197.14 $194.05
27386 T.. Repair/graft of thigh muscle .... 0049 18.6042 $970.23 $197.14 $194.05
27390 T .. Incision of thigh tendon ........... 0049 18.6042 $970.23 $197.14 $194.05
27391 T Incision of thigh tendons .................. 0049 18.6042 $970.23 $197.14 $194.05
27392 T Incision of thigh tendons .................. 0049 18.6042 $970.23 $197.14 $194.05
27393 T.. Lengthening of thigh tendon .... 0050 23.3037 $1,215.31 $243.06
27394 T.. Lengthening of thigh tendons 0050 23.3037 $1,215.31 $243.06
27395 T.. Lengthening of thigh tendons 0051 32.9062 $1,716.09 $343.22
27396 T.. Transplant of thigh tendon ...... 0050 23.3037 $1,215.31 $243.06
27397 T.. Transplants of thigh tendons ...... 0051 32.9062 $1,716.09 $343.22
27400 T.. Revise thigh muscles/tendons .... 0051 32.9062 $1,716.09 $343.22
27403 T.. Repair of knee cartilage ............. 0050 23.3037 $1,215.31 $243.06
27405 T Repair of knee ligament ................... 0051 32.9062 $1,716.09 $343.22
27407 T Repair of knee ligament ................... 0051 32.9062 $1,716.09 $343.22
27409 T.. Repair of knee ligaments ........ 0051 32.9062 $1,716.09 $343.22
27418 T.. Repair degenerated kneecap ..... 0051 32.9062 $1,716.09 $343.22
27420 T.. Revision of unstable kneecap .... 0051 32.9062 $1,716.09 $343.22
27422 T.. Revision of unstable kneecap .... 0051 32.9062 $1,716.09 $343.22
27424 T.. Revision/removal of kneecap ..... 0051 32.9062 $1,716.09 $343.22
27425 T.. Lateral retinacular release ....... 0050 23.3037 $1,215.31 $243.06
27427 T.. Reconstruction, knee ..... 0052 40.7646 $2,125.91 $425.18
27428 T Reconstruction, knee ........c.cc.ccceeee. 0052 40.7646 $2,125.91 $425.18
27429 T Reconstruction, knee ........................ 0052 40.7646 $2,125.91 $425.18
27430 T.. Revision of thigh muscles . 0051 32.9062 $1,716.09 $343.22
27435 T.. Incision of knee joint ...... 0051 32.9062 $1,716.09 $343.22
27437 T Revise kneecap ........cccoccvevviereniinenn. 0047 28.2842 $1,475.05 $537.03 $295.01
27438 T Revise kneecap with implant ............ 0048 40.6289 $2,118.84 $695.60 $423.77
27440 T.. Revision of knee joint .............. 28.2842 $1,475.05 $537.03 $295.01
27441 T .. Revision of knee joint .... 28.2842 $1,475.05 $537.03 $295.01
27442 T .. Revision of knee joint ... 28.2842 $1,475.05 $537.03 $295.01
27443 T.. Revision of knee joint .... 28.2842 $1,475.05 $537.03 $295.01
27445 C . Revision of knee joint ....
27446 T .. Revision of knee joint ....
27447 C .. Total knee arthroplasty ..
27448 (O Incision of thigh ..........
27450 (O Incision of thigh ....................
27454 C .. Realignment of thigh bone ...
27455 C .. Realignment of knee ............
27457 C Realignment of knee ..........c.ccococeee.
27465 C Shortening of thigh bone ..................
27466 C . Lengthening of thigh bone .
27468 C .. Shorten/lengthen thighs .....
27470 C Repair of thigh .......ccccoevivieiirenn
27472 C Repair/graft of thigh ..........c.cccooeenee.
27475 C . Surgery to stop leg growth ......
27477 C .. Surgery to stop leg growth ......
27479 (O Surgery to stop leg growth ......
27485 C .. Surgery to stop leg growth ......
27486 C .. Revise/replace knee joint .....
27487 C .. Revise/replace knee joint ........
27488 (O Removal of knee prosthesis ....
27495 C .. Reinforce thigh ........ccccocoeeien.
27496 T.. Decompression of thigh/knee 18.6042 $970.23 $197.14 $194.05
27497 T.. Decompression of thigh/knee 18.6042 $970.23 $197.14 $194.05
27498 T.. Decompression of thigh/knee 18.6042 $970.23 $197.14 $194.05
27499 T.. Decompression of thigh/knee 18.6042 $970.23 $197.14 $194.05
27500 T.. Treatment of thigh fracture ...... 2.4999 $130.37 $26.07
27501 T.. Treatment of thigh fracture ...... 2.4999 $130.37 $26.07
27502 T.. Treatment of thigh fracture ...... 2.4999 $130.37 $26.07
27503 T Treatment of thigh fracture ............... 2.4999 $130.37 $26.07
27506 C o | Treatment of thigh fracture ..........cc.. | oo | | | | s
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27507 Treatment of thigh fracture .........cccc. | e | e | e
27508 Treatment of thigh fracture 0043 2.4999 $130.37
27509 Treatment of thigh fracture 0046 29.2920 $1,527.61
27510 Treatment of thigh fracture 0043 2.4999 $130.37
27511 Treatment of thigh fracture
27513 Treatment of thigh fracture
27514 Treatment of thigh fracture
27516 Treat thigh fx growth plate 0043 2.4999 $130.37
27517 Treat thigh fx growth plate ............... 0043 2.4999 $130.37
27519 Treat thigh fx growth plate .........cccc. | e | i | e
27520 Treat kneecap fracture ......... 0043 2.4999 $130.37
27524 Treat kneecap fracture .. 0046 29.2920 $1,527.61
27530 Treat knee fracture ..... 0043 2.4999 $130.37
27532 Treat knee fracture ..... 0043 2.4999 $130.37
27535 Treat kKnee fracture ........cccccoceeviienie | coveevieiiiiiies | v | e
27536 . Treat knee fracture .........cccocevviiiiee | covevviiciiiiiins | e | e
27538 T o | e Treat knee fracture(s) .......cccocevveueenne 0043 2.4999 $130.37
27540 C o | e, Treat Knee fracture ........cccvveveiivnin | eovveviieiiciiies | i | eeveeiieeninnies | sreeeeseeeneen | e
27550 T.. Treat knee dislocation ... 0043 2.4999 $130.37 | oo, $26.07
27552 T.. Treat knee dislocation ... $674.61
27556 C . Treat knee dislocation ...
27557 C . Treat knee dislocation ...
27558 C . Treat knee dislocation ...
27560 T .. Treat kneecap dislocation ... $130.37 .
27562 T.. Treat kneecap dislocation .... . $674.61 $268.47 $134.92
27566 T Treat kneecap dislocation ................ 0046 29.2920 $1,527.61 $535.76 $305.52
27570 T Fixation of knee joint ...........c.cccocueee. 0045 12.9357 $674.61 $268.47 $134.92
27580 C . Fusion of knee ............
27590 C .. Amputate leg at thigh .
27591 C Amputate leg at thigh ..............ccec..
27592 C Amputate leg at thigh .......................
27594 T.. Amputation follow-up surgery .....
27596 C .. Amputation follow-Up SUFgEery ......cc.. | coovervviiieniis | e | e
27598 C .. Amputate lower leg at Knee ........cc.. | cooverviiivniis | v | e
27599 T.. Leg surgery procedure ............ 0043 2.4999 $130.37 .
27600 T.. Decompression of lower leg .... 0049 18.6042 $970.23 $197.14 $194.05
27601 T.. Decompression of lower leg .... 0049 18.6042 $970.23 $197.14 $194.05
27602 T.. Decompression of lower leg .... 0049 18.6042 $970.23 $197.14 $194.05
27603 T.. Drain lower leg lesion .............. 0008 16.1430 $841.87 | oo, $168.37
27604 T.. Drain lower leg bursa .... 0049 18.6042 $970.23 $197.14 $194.05
27605 T.. Incision of achilles tendon ... 0055 17.6740 $921.72 $355.34 $184.34
27606 T.. Incision of achilles tendon ....... 0049 18.6042 $970.23 $197.14 $194.05
27607 T oo | e Treat lower leg bone lesion .............. 0049 18.6042 $970.23 $197.14 $194.05
27610 T Explore/treat ankle joint .................... 0050 23.3037 $1,215.31 | e, $243.06
27612 T .. Exploration of ankle joint ......... 0050 23.3037 $1,215.31 | e, $243.06
27613 T.. Biopsy lower leg soft tissue 0020 7.1898 $374.96 $113.25 $74.99
27614 T Biopsy lower leg soft tissue 0022 17.3930 $907.06 $354.45 $181.41
27615 T Remove tumor, lower leg ................. 0046 29.2920 $1,527.61 $535.76 $305.52
27618 T.. Remove lower leg lesion ... 0021 13.9338 $726.66 $219.48 $145.33
27619 T.. Remove lower leg lesion ... 0022 17.3930 $907.06 $354.45 $181.41
27620 T.. Explore/treat ankle joint ..... 0050 23.3037 $1,215.31 $243.06
27625 T.. Remove ankle joint lining ..... 0050 23.3037 $1,215.31 $243.06
27626 T.. Remove ankle joint lining ..... 0050 23.3037 $1,215.31 $243.06
27630 T.. Removal of tendon lesion ........... 0049 18.6042 $970.23 $194.05
27635 T.. Remove lower leg bone lesion ... 0050 23.3037 $1,215.31 $243.06
27637 T.. Remove/graft leg bone lesion ... $1,215.31 $243.06
27638 T .. Remove/graft leg bone lesion ... $1,215.31 $243.06
27640 T.. Partial removal of tibia ................ $1,716.09 $343.22
27641 T.. Partial removal of fibula ........... $1,215.31 $243.06
27645 C . Extensive lower leg surgery ....
27646 C . Extensive lower leg surgery ....
27647 T.. Extensive ankle/heel surgery ..
27648 N .. Injection fOr aNKIE X-TAY ........ccccoiviies | coviiiieniiiiieiiie | eeeeniiieesiiieenis | ireeesiriessinees | eeseeessireeesnnes | eeessneessinneennes
27650 T Repair achilles tendon ...................... 0051 32.9062 $1,716.09 $343.22
27652 T o | s Repair/graft achilles tendon .............. 0051 32.9062 $1,716.09 | .oovvviinen. $343.22
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27654 T Repair of achilles tendon .................. 0051 32.9062 $1,716.09 | .oooveviiinen. $343.22
27656 T.. Repair leg fascia defect ........ 0049 18.6042 $970.23 $197.14 $194.05
27658 T.. Repair of leg tendon, each 0049 18.6042 $970.23 $197.14 $194.05
27659 T.. Repair of leg tendon, each 0049 18.6042 $970.23 $197.14 $194.05
27664 T.. Repair of leg tendon, each 0049 18.6042 $970.23 $197.14 $194.05
27665 T.. Repair of leg tendon, each 0050 23.3037 $1,215.31 | oo, $243.06
27675 T.. Repair lower leg tendons 0049 18.6042 $970.23 $197.14 $194.05
27676 T Repair lower leg tendons 0050 23.3037 $1,215.31 | oo, $243.06
27680 T Release of lower leg tendon ............ 0050 23.3037 $1,215.31 | v $243.06
27681 T.. Release of lower leg tendons .. 0050 23.3037 $1,215.31 $243.06
27685 T.. Revision of lower leg tendon ... 0050 23.3037 $1,215.31 $243.06
27686 T .. Revise lower leg tendons ........ 0050 23.3037 $1,215.31 $243.06
27687 T.. Revision of calf tendon ...... 0050 23.3037 $1,215.31 $243.06
27690 T.. Revise lower leg tendon 0051 32.9062 $1,716.09 $343.22
27691 T .. Revise lower leg tendon .......... 0051 32.9062 $1,716.09 $343.22
27692 T.. Revise additional leg tendon ... 0051 32.9062 $1,716.09 $343.22
27695 T Repair of ankle ligament .................. 0050 23.3037 $1,215.31 $243.06
27696 T Repair of ankle ligaments ................. 0050 23.3037 $1,215.31 | e, $243.06
27698 T.. Repair of ankle ligament ... 0050 23.3037 $1,215.31 $243.06
27700 T.. Revision of ankle joint ... 0047 28.2842 $1,475.05 $295.01
27702 C .. Reconstruct ankle joint .........ccccovvces | ivviiiiiiiiiins | eeveevieeiiinies | e | e | e
27703 C . Reconstruction, ankle joint ......
27704 T.. Removal of ankle implant ..... 0049 18.6042 $970.23 $194.05
27705 T.. Incision of tibia ............... 0051 32.9062 $1,716.09 $343.22
27707 T.. Incision of fibula ............. . 0049 18.6042 $970.23 $194.05
27709 T Incision of tibia & fibula ................... 0050 23.3037 $1,215.31 | cooeeeieeeeee, $243.06
27712 C Realignment of lower leg ..................
27715 (O Revision of lower leg
27720 C .. Repair of tibia ............. .
27722 C Repair/graft of tibia ..........cccceereeenn.
27724 C Repair/graft of tibia ...........cccooevvenen.
27725 C .. Repair of lower leg .....
27727 C .. Repair of lower leg ........
27730 T .. Repair of tibia epiphysis .... 23.3037 $1,215.31 $243.06
27732 T.. Repair of fibula epiphysis ........ 0050 23.3037 $1,215.31 $243.06
27734 T.. Repair lower leg epiphyses ..... 0050 23.3037 $1,215.31 $243.06
27740 T.. Repair of leg epiphyses ........... 0050 23.3037 $1,215.31 $243.06
27742 T.. Repair of leg epiphyses . 0051 32.9062 $1,716.09 $343.22
27745 T.. Reinforce tibia ................ 0051 32.9062 $1,716.09 $343.22
27750 T.. Treatment of tibia fracture .... 0043 2.4999 $130.37 $26.07
27752 T.. Treatment of tibia fracture .... 0043 2.4999 $130.37 $26.07
27756 T.. Treatment of tibia fracture .... . 0046 29.2920 $1,527.61 $535.76 $305.52
27758 T Treatment of tibia fracture ................ 0046 29.2920 $1,527.61 $535.76 $305.52
27759 T Treatment of tibia fracture 0046 29.2920 $1,527.61 $535.76 $305.52
27760 T .. Treatment of ankle fracture 0043 2.4999 $130.37 | oo $26.07
27762 T .. Treatment of ankle fracture 0043 2.4999 $130.37 | oo $26.07
27766 T Treatment of ankle fracture 0046 29.2920 $1,527.61 $535.76 $305.52
27780 T Treatment of fibula fracture 0043 2.4999 $130.37 | oo $26.07
27781 T.. Treatment of fibula fracture 0043 2.4999 $130.37 | oo $26.07
27784 T.. Treatment of fibula fracture 0046 29.2920 $1,527.61 $535.76 $305.52
27786 T.. Treatment of ankle fracture 0043 2.4999 $130.37 $26.07
27788 T.. Treatment of ankle fracture 0043 2.4999 $130.37 $26.07
27792 T.. Treatment of ankle fracture 0046 29.2920 $1,527.61 $535.76 $305.52
27808 T.. Treatment of ankle fracture 0043 2.4999 $130.37 | oo $26.07
27810 T .. Treatment of ankle fracture 0043 2.4999 $130.37 | oo $26.07
27814 T.. Treatment of ankle fracture 0046 29.2920 $1,527.61 $535.76 $305.52
27816 T.. Treatment of ankle fracture 0043 2.4999 $130.37 | v, $26.07
27818 T.. Treatment of ankle fracture 0043 2.4999 $130.37 | v, $26.07
27822 T.. Treatment of ankle fracture 0046 29.2920 $1,527.61 $535.76 $305.52
27823 T.. Treatment of ankle fracture 0046 29.2920 $1,527.61 $535.76 $305.52
27824 T.. Treat lower leg fracture ........... 0043 2.4999 $130.37 | oo, $26.07
27825 T.. Treat lower leg fracture . 0043 2.4999 $130.37 | oo, $26.07
27826 T.. Treat lower leg fracture . 0046 29.2920 $1,527.61 $535.76 $305.52
27827 T Treat lower leg fracture ...........c....... 0046 29.2920 $1,527.61 $535.76 $305.52
27828 [ I I Treat lower leg fracture ...........c....... 0046 29.2920 $1,527.61 $535.76 $305.52
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27829 T Treat lower leg joint ........cccceeeviieenee 0046 29.2920 $1,527.61 $535.76 $305.52
27830 T.. Treat lower leg dislocation ...... 0043 2.4999 $130.37 | oo, $26.07
27831 T .. Treat lower leg dislocation ...... . 0043 2.4999 $130.37 | cooveeiiiieeieennn $26.07
27832 T.. Treat lower leg dislocation ...... . 0046 29.2920 $1,527.61 $535.76 $305.52
27840 T.. Treat ankle dislocation ......... . 0043 2.4999 $130.37 | cooveevieeeeienn $26.07
27842 T.. Treat ankle dislocation .. 0045 12.9357 $674.61 $268.47 $134.92
27846 T.. Treat ankle dislocation .. . 0046 29.2920 $1,527.61 $535.76 $305.52
27848 T Treat ankle dislocation ..................... 0046 29.2920 $1,527.61 $535.76 $305.52
27860 T Fixation of ankle joint ...........ccceeeeee. 0045 12.9357 $674.61 $268.47 $134.92
27870 T.. Fusion of ankle joint ...... 0051 32.9062 $1,716.09 $343.22
27871 T.. Fusion of tibiofibular joint .. 0051 32.9062 $1,716.09 $343.22
27880 C .. Amputation of lower leg .....
27881 C .. Amputation of lower leg .
27882 C . Amputation of lower leg ...........
27884 T.. Amputation follow-up surgery .....
27886 C .. Amputation follow-up surgery ..... .
27888 C Amputation of foot at ankle ............. | oo | e | s | e | e
27889 T Amputation of foot at ankle .............. 0050 23.3037 $1,215.31 | oo $243.06
27892 T.. Decompression of leg .............. . 0049 18.6042 $970.23 $197.14 $194.05
27893 T.. Decompression of leg .... . 0049 18.6042 $970.23 $197.14 $194.05
27894 T.. Decompression of leg .............. . 0049 18.6042 $970.23 $197.14 $194.05
27899 T.. Leg/ankle surgery procedure ... 0043 2.4999 $130.37 $26.07
28001 T.. Drainage of bursa of foot ........ 0008 16.1430 $841.87 $168.37
28002 T.. Treatment of foot infection ...... 0049 18.6042 $970.23 $197.14 $194.05
28003 T.. Treatment of foot infection ...... . 0049 18.6042 $970.23 $197.14 $194.05
28005 T Treat foot bone lesion ...................... 0055 17.6740 $921.72 $355.34 $184.34
28008 T Incision of foot fascia ..........cccccceeune 0055 17.6740 $921.72 $355.34 $184.34
28010 T.. Incision of toe tendon .... 0055 17.6740 $921.72 $355.34 $184.34
28011 T.. Incision of toe tendons .. 0055 17.6740 $921.72 $355.34 $184.34
28020 T Exploration of foot joint 0055 17.6740 $921.72 $355.34 $184.34
28022 T Exploration of foot joint ...........c......... 0055 17.6740 $921.72 $355.34 $184.34
28024 T.. Exploration of toe joint ... . 0055 17.6740 $921.72 $355.34 $184.34
28030 T .. Removal of foot nerve ............. . 0220 15.8136 $824.70 | coovvveieees $164.94
28035 T .. Decompression of tibia nerve .. 0220 15.8136 $824.70 | oo $164.94
28043 T.. Excision of foot lesion ... 0021 13.9338 $726.66 $219.48 $145.33
28045 T.. Excision of foot lesion ... 0055 17.6740 $921.72 $355.34 $184.34
28046 T.. Resection of tumor, foot .... 0055 17.6740 $921.72 $355.34 $184.34
28050 T.. Biopsy of foot joint lining ... 0055 17.6740 $921.72 $355.34 $184.34
28052 T.. Biopsy of foot joint lining ... 0055 17.6740 $921.72 $355.34 $184.34
28054 T.. Biopsy of toe joint lining ....... 0055 17.6740 $921.72 $355.34 $184.34
28060 T.. Partial removal, foot fascia ... 0056 22.1700 $1,156.19 $405.81 $231.24
28062 T oo | o .... | Removal of foot fascia ............. . 0056 22.1700 $1,156.19 $405.81 $231.24
28070 T oo | e Removal of foot joint lining ............... 0056 22.1700 $1,156.19 $405.81 $231.24
28072 T Removal of foot joint lining ............... 0056 22.1700 $1,156.19 $405.81 $231.24
28080 T.. Removal of foot lesion .......... 0055 17.6740 $921.72 $355.34 $184.34
28086 T.. Excise foot tendon sheath .... . 0055 17.6740 $921.72 $355.34 $184.34
28088 T Excise foot tendon sheath ................ 0055 17.6740 $921.72 $355.34 $184.34
28090 T Removal of foot lesion ...................... 0055 17.6740 $921.72 $355.34 $184.34
28092 T.. Removal of toe lesions ............ 0055 17.6740 $921.72 $355.34 $184.34
28100 T.. Removal of ankle/heel lesion .. . 0055 17.6740 $921.72 $355.34 $184.34
28102 T.. Remove/graft foot lesion ......... . 0056 22.1700 $1,156.19 $405.81 $231.24
28103 T.. Remove/graft foot lesion ... . 0056 22.1700 $1,156.19 $405.81 $231.24
28104 T.. Removal of foot lesion ....... . 0055 17.6740 $921.72 $355.34 $184.34
28106 T.. Remove/graft foot lesion ... 0056 22.1700 $1,156.19 $405.81 $231.24
28107 T .. Remove/graft foot lesion ... . 0056 22.1700 $1,156.19 $405.81 $231.24
28108 T.. Removal of toe lesions ......... . 0055 17.6740 $921.72 $355.34 $184.34
28110 T.. Part removal of metatarsal ...... . 0056 22.1700 $1,156.19 $405.81 $231.24
28111 T.. Part removal of metatarsal ...... . 0055 17.6740 $921.72 $355.34 $184.34
28112 T.. Part removal of metatarsal ...... 0055 17.6740 $921.72 $355.34 $184.34
28113 T.. Part removal of metatarsal ...... 0055 17.6740 $921.72 $355.34 $184.34
28114 T.. Removal of metatarsal heads .......... 0055 17.6740 $921.72 $355.34 $184.34
28116 T.. Revision of foot .........ccccccveevenee. . 0055 17.6740 $921.72 $355.34 $184.34
28118 T.. Removal of heel bone ... . 0055 17.6740 $921.72 $355.34 $184.34
28119 T Removal of heel spur ..........cccoeeee. 0055 17.6740 $921.72 $355.34 $184.34
28120 T oo b Part removal of ankle/heel ............... 0055 17.6740 $921.72 $355.34 $184.34
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28122 T Partial removal of foot bone ............. 0055 17.6740 $921.72 $355.34 $184.34
28124 T.. Partial removal of toe .............. 0055 17.6740 $921.72 $355.34 $184.34
28126 T.. Partial removal of toe .... 0055 17.6740 $921.72 $355.34 $184.34
28130 T.. Removal of ankle bone . 0055 17.6740 $921.72 $355.34 $184.34
28140 T.. Removal of metatarsal .. 0055 17.6740 $921.72 $355.34 $184.34
28150 T.. Removal of toe .............. 0055 17.6740 $921.72 $355.34 $184.34
28153 T.. Partial removal of toe . . 0055 17.6740 $921.72 $355.34 $184.34
28160 T Partial removal of toe ....................... 0055 17.6740 $921.72 $355.34 $184.34
28171 T Extensive foot surgery .........cccoeeuee. 0055 17.6740 $921.72 $355.34 $184.34
28173 T.. Extensive foot surgery ... 0055 17.6740 $921.72 $355.34 $184.34
28175 T.. Extensive foot surgery ............. 0055 17.6740 $921.72 $355.34 $184.34
28190 T.. Removal of foot foreign body ..... 0019 3.7693 $196.57 $71.87 $39.31
28192 T.. Removal of foot foreign body ..... 0021 13.9338 $726.66 $219.48 $145.33
28193 T.. Removal of foot foreign body ..... 0021 13.9338 $726.66 $219.48 $145.33
28200 T .. Repair of foot tendon ............... 0055 17.6740 $921.72 $355.34 $184.34
28202 T.. Repair/graft of foot tendon ... . 0056 22.1700 $1,156.19 $405.81 $231.24
28208 T Repair of foot tendon .........ccccceeuvneee 0055 17.6740 $921.72 $355.34 $184.34
28210 T Repair/graft of foot tendon ............... 0055 17.6740 $921.72 $355.34 $184.34
28220 T.. Release of foot tendon ......... 0055 17.6740 $921.72 $355.34 $184.34
28222 T.. Release of foot tendons 0055 17.6740 $921.72 $355.34 $184.34
28225 T.. Release of foot tendon .. 0055 17.6740 $921.72 $355.34 $184.34
28226 T.. Release of foot tendons . 0055 17.6740 $921.72 $355.34 $184.34
28230 T.. Incision of foot tendon(s) ... 0055 17.6740 $921.72 $355.34 $184.34
28232 T.. Incision of toe tendon .... 0055 17.6740 $921.72 $355.34 $184.34
28234 T.. Incision of foot tendon ... . 0055 17.6740 $921.72 $355.34 $184.34
28238 T Revision of foot tendon .................... 0056 22.1700 $1,156.19 $405.81 $231.24
28240 T Release of big toe ........cccccovveveiieenn. 0055 17.6740 $921.72 $355.34 $184.34
28250 T.. Revision of foot fascia ... 0056 22.1700 $1,156.19 $405.81 $231.24
28260 T.. Release of midfoot joint . . 0056 22.1700 $1,156.19 $405.81 $231.24
28261 T Revision of foot tendon .................... 0056 22.1700 $1,156.19 $405.81 $231.24
28262 T Revision of foot and ankle ................ 0056 22.1700 $1,156.19 $405.81 $231.24
28264 T.. Release of midfoot joint ........... 0056 22.1700 $1,156.19 $405.81 $231.24
28270 T.. Release of foot contracture ..... 0055 17.6740 $921.72 $355.34 $184.34
28272 T .. Release of toe joint, each ....... 0055 17.6740 $921.72 $355.34 $184.34
28280 T.. Fusion of toes .......... 0055 17.6740 $921.72 $355.34 $184.34
28285 T.. Repair of hammertoe .. 0055 17.6740 $921.72 $355.34 $184.34
28286 T.. Repair of hammertoe ............... 0055 17.6740 $921.72 $355.34 $184.34
28288 T.. Partial removal of foot bone .... 0056 22.1700 $1,156.19 $405.81 $231.24
28289 T.. Repair hallux rigidus ................ 0056 22.1700 $1,156.19 $405.81 $231.24
28290 T.. Correction of bunion ... 0056 22.1700 $1,156.19 $405.81 $231.24
28292 T.. Correction of bunion ... 0057 22.9064 $1,194.59 $475.91 $238.92
28293 T.. Correction of bunion ... . 0057 22.9064 $1,194.59 $475.91 $238.92
28294 T Correction of bunion ..........cccccceeee.. 0056 22.1700 $1,156.19 $405.81 $231.24
28296 T Correction of bunion 0056 22.1700 $1,156.19 $405.81 $231.24
28297 T.. Correction of bunion ... 0057 22.9064 $1,194.59 $475.91 $238.92
28298 T.. Correction of bunion ... 0056 22.1700 $1,156.19 $405.81 $231.24
28299 T Correction of bunion 0057 22.9064 $1,194.59 $475.91 $238.92
28300 T Incision of heel bone ........................ 0056 22.1700 $1,156.19 $405.81 $231.24
28302 T.. Incision of ankle bone ... 0056 22.1700 $1,156.19 $405.81 $231.24
28304 T.. Incision of midfoot bones ..... 0056 22.1700 $1,156.19 $405.81 $231.24
28305 T.. Incise/graft midfoot bones .... 0056 22.1700 $1,156.19 $405.81 $231.24
28306 T.. Incision of metatarsal .... 0056 22.1700 $1,156.19 $405.81 $231.24
28307 T.. Incision of metatarsal .... 0056 22.1700 $1,156.19 $405.81 $231.24
28308 T.. Incision of metatarsal .... 0056 22.1700 $1,156.19 $405.81 $231.24
28309 T .. Incision of metatarsals ... 0056 22.1700 $1,156.19 $405.81 $231.24
28310 T.. Revision of big toe ... 0055 17.6740 $921.72 $355.34 $184.34
28312 T.. Revision of toe ............ 0055 17.6740 $921.72 $355.34 $184.34
28313 T .. Repair deformity of toe ............ 0055 17.6740 $921.72 $355.34 $184.34
28315 T.. Removal of sesamoid bone ..... 0055 17.6740 $921.72 $355.34 $184.34
28320 T.. Repair of foot bones ................ 0056 22.1700 $1,156.19 $405.81 $231.24
28322 T.. Repair of metatarsals ........... 0056 22.1700 $1,156.19 $405.81 $231.24
28340 T.. Resect enlarged toe tissue ... 0055 17.6740 $921.72 $355.34 $184.34
28341 T.. Resect enlarged toe ............. . 0055 17.6740 $921.72 $355.34 $184.34
28344 T Repair extra toe(S) ....cccoceveerverenninennn 0056 22.1700 $1,156.19 $405.81 $231.24
28345 T oo | Repair webbed toe(s) ......ccccceveeeeenn. 0056 22.1700 $1,156.19 $405.81 $231.24
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28360 T Reconstruct cleft foot ....................... 0056 22.1700 $1,156.19 $405.81 $231.24
28400 T.. Treatment of heel fracture .... 0043 2.4999 $130.37 | v, $26.07
28405 T .. Treatment of heel fracture .... 0043 2.4999 $130.37 | .ooveiiiieeeen, $26.07
28406 T.. Treatment of heel fracture .... 0046 29.2920 $1,527.61 $535.76 $305.52
28415 T.. Treat heel fracture ............. 0046 29.2920 $1,527.61 $535.76 $305.52
28420 T.. Treat/graft heel fracture ........... 0046 29.2920 $1,527.61 $535.76 $305.52
28430 T.. Treatment of ankle fracture ..... 0043 2.4999 $130.37 | coveeeeieeeien, $26.07
28435 T Treatment of ankle fracture .............. 0043 2.4999 $130.37 | covveeviireeinn $26.07
28436 T Treatment of ankle fracture .............. 0046 29.2920 $1,527.61 $535.76 $305.52
28445 T.. Treat ankle fracture ................. 0046 29.2920 $1,527.61 $535.76 $305.52
28450 T.. Treat midfoot fracture, each .... 0043 2.4999 $130.37 | cooveeiiieeeien, $26.07
28455 T .. Treat midfoot fracture, each .... 0043 2.4999 $130.37 | veeeeeeeiiees $26.07
28456 T.. Treat midfoot fracture .............. 0046 29.2920 $1,527.61 $535.76 $305.52
28465 T.. Treat midfoot fracture, each .... 0046 29.2920 $1,527.61 $535.76 $305.52
28470 T .. Treat metatarsal fracture ......... 0043 2.4999 $130.37 | veeeeeeiiiees $26.07
28475 T.. Treat metatarsal fracture ... 0043 2.4999 $130.37 | coveeeiieeeieen, $26.07
28476 T Treat metatarsal fracture .................. 0046 29.2920 $1,527.61 $535.76 $305.52
28485 T Treat metatarsal fracture .................. 0046 29.2920 $1,527.61 $535.76 $305.52
28490 T.. Treat big toe fracture ..... 0043 2.4999 $130.37 | oo, $26.07
28495 T.. Treat big toe fracture .. 0043 2.4999 $130.37 | oo, $26.07
28496 T.. Treat big toe fracture .. 0046 29.2920 $1,527.61 $535.76 $305.52
28505 T.. Treat big toe fracture .. 0046 29.2920 $1,527.61 $535.76 $305.52
28510 T.. Treatment of toe fracture ... 0043 2.4999 $130.37 | cooveeiiireeieennn $26.07
28515 T.. Treatment of toe fracture ... 0043 2.4999 $130.37 | v, $26.07
28525 T.. Treat toe fracture .............cecu.... 0046 29.2920 $1,527.61 $535.76 $305.52
28530 T Treat sesamoid bone fracture .......... 0043 2.4999 $130.37 | covveevieeeienn, $26.07
28531 T Treat sesamoid bone fracture .......... 0046 29.2920 $1,527.61 $535.76 $305.52
28540 T.. Treat foot dislocation 0043 2.4999 $130.37 | covveevieeein, $26.07
28545 T.. Treat foot dislocation .. 0045 12.9357 $674.61 $268.47 $134.92
28546 T Treat foot dislocation 0046 29.2920 $1,527.61 $535.76 $305.52
28555 T Repair foot dislocation 0046 29.2920 $1,527.61 $535.76 $305.52
28570 T.. Treat foot dislocation 0043 2.4999 $130.37 | oo, $26.07
28575 T.. Treat foot dislocation .. 0043 2.4999 $130.37 | cooveeriieeeiennn $26.07
28576 T.. Treat foot dislocation 0046 29.2920 $1,527.61 $535.76 $305.52
28585 T.. Repair foot dislocation ... 0046 29.2920 $1,527.61 $535.76 $305.52
28600 T.. Treat foot dislocation 0043 2.4999 $130.37 | v, $26.07
28605 T.. Treat foot dislocation .. 0043 2.4999 $130.37 | cooveeviireeienn, $26.07
28606 T.. Treat foot dislocation 0046 29.2920 $1,527.61 $535.76 $305.52
28615 T.. Repair foot dislocation ... 0046 29.2920 $1,527.61 $535.76 $305.52
28630 T.. Treat toe dislocation ... 0043 2.4999 $130.37 | coreeeviieeeinn, $26.07
28635 T.. Treat toe dislocation ... 0045 12.9357 $674.61 $268.47 $134.92
28636 T.. Treat toe dislocation ... 0046 29.2920 $1,527.61 $535.76 $305.52
28645 T Repair toe dislocation ............c.c.c...... 0046 29.2920 $1,527.61 $535.76 $305.52
28660 T Treat toe dislocation 0043 2.4999 $130.37 | oo $26.07
28665 T.. Treat toe dislocation ... 0045 12.9357 $674.61 $268.47 $134.92
28666 T.. Treat toe dislocation . 0046 29.2920 $1,527.61 $535.76 $305.52
28675 T Repair of toe dislocation ................... 0046 29.2920 $1,527.61 $535.76 $305.52
28705 T Fusion of foot bones ...........c...c........ 0056 22.1700 $1,156.19 $405.81 $231.24
28715 T.. Fusion of foot bones ... 0056 22.1700 $1,156.19 $405.81 $231.24
28725 T.. Fusion of foot bones ... 0056 22.1700 $1,156.19 $405.81 $231.24
28730 T.. Fusion of foot bones ... 0056 22.1700 $1,156.19 $405.81 $231.24
28735 T.. Fusion of foot bones ... 0056 22.1700 $1,156.19 $405.81 $231.24
28737 T.. Revision of foot bones 0055 17.6740 $921.72 $355.34 $184.34
28740 T.. Fusion of foot bones ...... 0056 22.1700 $1,156.19 $405.81 $231.24
28750 T.. Fusion of big toe joint . 0055 17.6740 $921.72 $355.34 $184.34
28755 T.. Fusion of big toe joint .... 0055 17.6740 $921.72 $355.34 $184.34
28760 T.. Fusion of big toe joint .... 0056 22.1700 $1,156.19 $405.81 $231.24
28800 C .. Amputation of MIdfoot .........cccocviie | coviiniiiiiiis | i | s | e | e
28805 C .. Amputation thru metatarsal .........ccc. | cooceeviiiiiiiiiies | cevviveiiieniiiies | vevrieeesiinesnss | cveeesieeesnieeees | eonreesssneessnne
28810 T.. Amputation toe & metatarsal ... 0055 17.6740 $921.72 $355.34 $184.34
28820 T.. Amputation of toe .................... 0055 17.6740 $921.72 $355.34 $184.34
28825 T.. Partial amputation of toe ......... 0055 17.6740 $921.72 $355.34 $184.34
28899 T.. Foot/toes surgery procedure ... 0043 2.4999 $130.37 | oo, $26.07
29000 S Application of body cast ................... 0058 1.0368 $54.07 | v $10.81
29010 S i | Application of body cast ................... 0058 1.0368 $54.07 | v $10.81

CPT codes and descriptions only