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Effective July 1, 2001, recent legisation expands the colorectal screening benefit to include
colonoscopies for Medicare beneficiaries not at high risk for developing colorectal cancer. All of
84180 has been revised to reflect the new benefit and its impact on existing screening benefits.

Section 4180.1, Covered Services and HCPCS Codes, is a new section which consolidates
descriptions of covered procedures and lists the appropriate codes.

Section 4180.2, Coverage Criteria, describes these criteriafor each of the codes for covered services.

Section 4180.3, Determining Whether or Not the Beneficiary is at High Risk for Developing
Colorectal Cancer, describes these criteriain a section central to §4180.

Section 4180.4, Determining Frequency Standards explains how to calculate frequency standards
based on the coverage requirements.

Section 4180.5, Noncovered Services lists the codes that may be used for noncovered colorectal
screening services for the purposes of providing a written denial for beneficiaries who need one for
other insurance purposes.

Section 4180.6, Payment Requirements, describes the payment requirements for the covered codes.

Section 4180.7, Common Working File (CWF) Edits explains the types of edits CWF will in
genera perform for these benefits.

Section 4180.8, Medicare Summary Notices (MSNs) and Explanations of Your Part B Medicare
Benefits (EOMBS), describes the messages which must be used for denials of claims.

Section 4180.9, Remittance Advice Notices, describes the remittance advice messages which must
be used for denials of claims.

Section 4180.10, Ambulatory Surgical Center Facility Fee, explains how to calculate payment for
services performed in Ambulaiory Surgical Centers (ASCs).

Inform providers of coding, payment, and claims submission requirements b ‘oosti ng that
|b nflcl)(retmatlon on your web site as soon as possible and publishing it in your next regularly scheduled
ulletin.

These instructions should be implemented within your current operating budget.

DISCLAIMER: The revision date and transmittal number only e?]o'ply to the redlined
material. All other material was previoudy published in the manual and is
only being reprinted.

HCFA-Pub. 14-3



CHAPTER IV

Section
Claims for Outpatient Physical Therapy Services Furnished by Clinic Providers............. 4160
Computation of Payment by the ClINIC...........ccvveveicciccccccccccce, 4160.1
Special Instructions for Reviewing Form HCFA-1490 When Used
for Outﬁatient Physical Theraé)y Bill After June 30, 1968........ feerere s 4160.2
Part | of the HCFA-1490, Item 6-Request for Payment on the Clinic Record............. 4160.3
Part [1 of the HCFA-1490.........cueiiie ettt sbe e 4160.4
Claims for Outpatient Services Furnished by a Physical or Occupational Therapist in
Independent Practice 4161
Claims for Outpatient Services Furnished by a Clinical Social Worker (CSW)................. 4162
Services Not in the Definition of RHC Services Ordered by a Physician
Assistant (PA) or Nurse Practitioner (NP) of aRural Health Clinic.............cccocooviiiin 4164
Denial of Payment Because of Suspension, Exclusion, or
Termination for Fraud OF ADUSE ..o e 4165
Payment for Certain Physician Services Performed in Facility Settings.........c.ccccccveveennen. 4167
Non-physician Medical Items, Supplies, and Services Furnished...........cccooveninenenennns 4168
epayment Identification (Front-End Denials)...........ccovvenireneiienene e 4168.1
Postpayment Identification to Detect Duplicate and
Improper Payments for Non-phySiCian SEIVICES.........ccoerereeeeienerese e 4168.2
Suggested Carrier A/B RePOrt FOMEL............coovviiiiieiiniieseeeseseese s 4168.3
eclal Prepayment Processing ProCedUIES...........ccueccvvceeieeeieeie e 4168.4
Coordination of Part A Denias From Intermediaries (A/B LinK)........cccooevvevvieciecnenee. 4169
PRO Prior Approval for Certain Surgical Procedures................... s 4170
Elective Surgical Procedures Subject to 100 Percent PRO Prior Approval ................ 4170.1
Coordination Between PRO and Carmier........oocveeieeieeiieseeseeiee e see e 4170.2
PRO AUthorization NUMDENS.........ooiiiiiiiiiesieeie et e 4170.3
PRO APProVES PrOCEUUIE........c.ceiiiiieiiiitisieei et 41704
PRO DISapProVES PrOCEAUIE. .........cecueeieeiecieesie e seesieeee e te e ae s ste e sne s e 4170.5
Claim Lacks Authorization NUMDES..........ccciiiiiiie e 4170.6
REPOMSTO TtNE PRO ...t 4170.7
APPEEIS. ...ttt e e r b e b eae e e e 4170.8
PRO/CATiEr AQIrEEIMENT.......oiueeiteeiertierieeie ettt te st estesee e saeseesseesesneesaeese e 4170.9
Physician Sanctions for Assistant at Cataract Claims..........ccocceeveeiieiiie e, 4170.10
Carrier Approval Authority for Laparoscopic Cholecystectomy...........ccocceerereienennes 4170.11
Provider REIGHONS........c..ciiiiiieie ettt 4170.14
PRO Review of Ambulatory Surgical Center (ASC) Claims.........cccooeviveneneninencneens 4171
REPOMSTO PRO ... 41711
REPOIMS FrOM PRO ...ttt 4171.2
REVIBIW ...ttt sttt et e st et sb e b e bt e st e e et e tenaeebesreebeenenneenes 4171.3
PRO/Carrier Data EXChaNQE .......c.ceiuviieiieeceee ettt 4171.4
Processing of Claims for the Services of Certified Registered Nurse Anesthetists........... 4172
Eligibility for Payment............ccoooiiiiiiiii 4172.1
Issuance of Provider Billing NUMDEN ..........cooiiiiiiiieee e 4172.2
Annual Review Of CertifiCatioN..........ccoiiviiririieiesee e neeas 4172.3
Paﬁment RECONTS.......coeicii s 41724
Other Claims Processing REQUIFEMENES..........c.cocveiueeieiiesieeie et eee e eee e 4172.5
Exempt CRNAS at Rural HOSPItAIS........ccoeieiiieeee e 4172.6
Positron Emission Tomograp@/ (PET) SCaNS.......ccooovcienierercnennns e e ——— 4173
Conditions for Medicare Coverage of PET Scans for Noninvasive Imaging
of the Perfusion Of the HEAI.............ooeeiire e 4173.1
Conditions of Coverage of PET Scans for Characterization of Solitary
Pulmonary Nodules (SPNs) and PET Scans Using FDG to Initialy
SEAGE LUNQG CANCEN ....ccevie ettt sttt ettt s nba e s ba e sbe e sabe e sane e e nnneas 4173.2

Rev. 1697 4-3



CHAPTER IV

Section

Conditions of Coverage of PET Scans for Recurrence of Colorectal,

Cancer, Staging, and Characterization of Lymphoma, and Recurrence of Melanoma.......4173.3
Billing Requirements for PET SCANS........cccoeiieiiiiiere e 4173.4
HCPCS and ModifiersSfor PET SCANS ........ccccvveiuereriieieienies coresienies ceveeneenes e cevenne 4173.5
Claims Processing Instructions for PET Scan Claims.........ccceevveeveeceseene e 4173.6

Cryosurgery of the Prostate Gland............cooeeieiieieiiceeeee s 4174

SUMMIBIY ...ttt ettt e bt e s ae e e se e saeeeabeesae e e ee e saee e be e e aneese e saneebeeamseeseesnseeneaennin 4174.1
Requirements for SUbmitting Claims..........cccoeiiiiiie i 4174.2
Payment and Coding Requirements..................... RSP UT S URTPTPPSURI 4174.3
Processing Claims to Ensure that Payment Conditions are Mét...........cccccoeeeveeieceennens 4174.4
Transmyocardial Revascularization (TMR) for Treatment of Severe Angina............... 4174.5
Hospice Care
Claims Involving Beneficiaries Who Have Elected Hospice Coverage...........ccocvvucucunee. 4175
Furnish Physicians with Information About Hospice Benefits..........cocoevenvnenenennens 4175.1
Processing Claims for HOSPICE BENEFITS.........coiiiriienieienieeeee e 4175.2
PayMENt SEFEQUAITS. ......c.eeeeieierieeie et 4175.3
Performance INICALOIS. ........coeeieiiereeie et 4175.4
PanCreas TranSPIANTS........oceeiiee sttt sre st e snee e 4176
Billing Instructions for Pancreas Transplants...........ccceeceeeeveeieceese e 4176.1
Preventive Services
Colorectal CanCEr SCIEENING..........euerueruirteriersieeeeeseesse s e st se e seessesresresbesseene e eneenes 4180
Covered Services and HCPCS COUES.........coieiiiiiienieieee st 4180.1
(@0 ='o LT O 1 (= 1 = WSS 4180.2
Determining Whether or Not the Beneficiary is at High Risk for
Developing Colorectal CanCer...........coerereeiieiee et 4180.3
Determining Frequency Standards..............oooveveveieieiiiecciccce 4180.4
NONCOVENEU SEIVICES.....ccuueiiieietiesieeesieesiee et e st e e bt e ssee s teesaeesseesseeeabeesaeeenseesseesaneesaeeaneas 4180.5
Payment REQUITEMENLS. ..........coveiiiiiie e citeecie e sttt e s et s e e e e eneenaeeennas 4180.
Common Working File (CWEF) EQItS........cccceiiiiiiiceccie et 4180.7
Medicare Summary Notices (MSNs) and Explanations
of Your Part B Medicare Benefits (EOMBS)........ccccoviiiiiinineine e 4180.8
RemittanCe AQVICE NOLICES..........cooeriieieeieseece e sr e e 4180.9
Ambulatory Surgical Center FaCility FEe.......cooirveiiiieeeeeeeee e 4180.10
BONE MaSS MEASUNEMENTS ........ooiiiiiiiie et snneas 4181
CONAItIONS Of COVEIAQE ....veeivieeiiie et estie ettt sttt sbe e e s ae et esrte e be e snneenreesnne e e 4181.1
FrequenCy StaNdard.............ccecveeieiieiece ettt 4181.2
Payment Methodology and HCPCS Coding.........ccvveereeiienieseesieseeseesee e seesee e sees 4181.3
Requirements for SUBMIttiNG ClaiMS..........cccviiiiiinireseeee e 4181.4
Prostate Cancer Screening TestS and ProCeAUIES............cccoveiirerieieeieresese e 4182
COVEIAgE SUMIMAIY.......eeiuieiueieiteeereeateaaeeesteeseeesseaaseessessaseeaseeasseesseesaseesseeanseeaseesnseenseesnnes 4182.1
Requirements for SUbmitting Claims..........ccccoiiiiiieiie e 4182.2
HCPCS Codes and Payment ReQUIFEMENES..........ccceveeieeiieeeeseerie e 4182.3
Calculating the FIrEOUENCY ........cevveeeerieeiesie st esteeee st este e saeeseesseessaessesneesseesseensesseensens 4182.4
(@AY o [ £ 4182.5
Correct Coding REQUITEMENES...........ccuuerrrerireeeesresreese e 4182.6
Diagnosis Coding REQUITEMENES............cceiiiieiiniiieeec s 4182.7
DENIAl MESSAZES ... .eecuiiciie ettt et e et e e s ae e e b e e s reeenreenreeenns 4182.8

4-4 Rev. 1697



CHAPTER IV

Stem Cell Transplantation....... ..o 4183
T 0 = PSPPSR 4183.1
HCPCS and DiagnostiC COING.......cccueiuiiiiieiieiiee et see e e e sneesaeeennas 4183.2
NON-Covered CONDITIONS .......oieiierieriisiririeee e e b e 4183.3
EITS ..t e bbbt 4183.4
Suggested MSN/EOMB and RA MESSAJES.......c.ceieerurreerieerieseesieensesseesseessesseessessseans 41835

Provider-Based Physician Billing

Billing for Provider-Based PhySICIan SEVICES........ccccvveereereseesieeieseeseeseesseesseesesseeseens 4200
Other Billings
Billing by Carrier-Dealing Group Practice Prepayment Plans .........cccoccceveiiecvie e, 4255
Billing by Direct Dealing Group Practice Prepayment Plan............ccccccoeveeveieeveecieceenen, 4260
Billing By Organizations on HCFA-1500 or HCFA-1490U.........ccccoiiiiininnnenineseneenens 4265
Health Maintenance Organization (HMO) - Claims For
Physician/Supplier Services Furnished to HMO Member...........ccooeiiiiienenencneseeeees 4267
Claims Processing Procedures for Physician/Supplier Servicesto HMO Members....4267.1
Procedures for Handling Claims Transferred by the HMO........ccooiiiiiiiienincceee 4267.2
ESRD Bill Processing ProCEAUIES ...........cceiuieiieiierieeie e st sreene e nneas 4270
Home Dialysis Supplies and Equipment
Bill Review of Laporatory ServiCes.........coocvverenereennenn
Home Dialysis Patients Option for Billing..............cococcviiiiiiiiiiicccccee,
Payment for Dialysis Furnished to Patients Who are Traveling.........ccocceveeeveeieieenens 4271.1
Monthly Capitation Payments for Physician's Services
to Maintenance DialySiS Palients..........ccccccviieiiieiiee i 4272
Billing Requirements for the Monthly Capitation Payment .............ccccccevveveiieieennene. 4272.1
Data Elements Required for Claims for Payment under the Monthly
Capitation Payment Method .............cccocovveeree. P TP PP 4272.2
Controlling Clams Paid Under the Monthly Capitation Payment Method.................. 4272.3
Physician's Services Furnished to aDialysis
Patient Away from Home or Usual FaCility..........cccoevvveiiniiii e 4272.4
Claims for Payment for Egoejti n Alfa IéIEOPO) ...................................................................... 4273
Completion of Initial Claimsfor EPO........ccccccovieiiiee e 4273.1
Completion of Subsequent Claimsfor EPO ... 4273.2
Initial Method Payment for Physician's Services to Maintenance Dialysis Patients.......... 4275
Billing Requirements for the Initial Method (IM) ........ooeiriiriie e 4275.1
(D= 1T 0 o TSP 4275.2
ADOMION SEIVICES......eiiiiiiiitieiieieie sttt st b et e et e seesbesbesbenresnennenneas 4276
ConditioNS Of COVEIBOE .....ecuveeveeitieie ettt te et sreeae e e e nreennenns 4276.1
BilliNG INSIIUCHIONS.......oviiiiiiciiieiees e 4276.2
Common Working File (CWF) EditS...........ccocoiiiiiiiicc, 4276.3
Medicare Summary Notice (MSN) Explanation of Y our Medicare Benefits
(EOMB) Remittance AQVICE MESSAOE. ........coererreieieerie sttt 4276.4
External CounterpulSation (ECP) .......cccv oottt s 4277

Rev. 1697 4-4.1



CHAPTER IV

Section
Medicare as Secondary Payer
Intermediary Notification of Other Insurance Involvement ............ccccevvieninnneneneens 4300
Reviewing Claims for the Working Aged ...........ccccovoveoiiiiiiiciccccs 4301
Processing Claims for Primary Medicare Benefits Where
Worki n%Aged ProvisSionS May ApPPIY.........cuereiririeeneseeseseses e 4301.1
Reviewing Claims Involving Automobilé Medical,
Automobile No Fault, and Any Liability INSUraNCe..........cccceevireenirii e 4302
Paying Secondary Benefits Where EGHP has Paid Primary
Benefits for ESRD Beneficiary............ J USSR UPTPPRURPTSRRPRR 4303
Reviewing Medicare Claims Where VA Liability May Be Involved.............ccccccveviveeenen. 4304
PayMENt SEfEQUAITS. ......c.ceeiieieriesie sttt 4304.1
PerformanCe INAICALOIS. ........ccveieeieceecie et esre e e 4304.2
Selected Trauma Related Codes for MSP Devel Opment ..........coceveeeeieereneneneseseeeeenes 4305
Medicare Secondary Payment (MSP) Modules (MSPPAY) ......cooiieiiiciieve e 4306
Payment Calculation for Physician/Supplier
Clams (MSPPAYB Module).................. USRS 4306.1
ment Calculation for Physician/Supplier
(0o g S (Y S A = S 4306.2
Medicare Secondary Payer (MSP) Claims Processing Under Common Working
= (@A TSSO 4307
Definition Of MSP/CWE TEIMIS......ciiiiiiiieieie e st 4307.1
M SP Maintenance Transaction Record ProCesSINg........cccvceeveeviesieeseeneseeseeseesee e 4307.2
MSP Claim PrOCESSING......ccueeiveeieseesteeseeeeesteesseseesseesseseesseessesesssesssessssssesssesssessesssenns 4307.3
MSP Cost AVOIAEA ClaIMS.......ccceveerieeieeieseese et see et e e e sreeee e e sreene e 4307.4
First Claim DeVvElOPMENL.........c.oiiitiieiieiieiee st s 4307.5
First Claim Development Audit Trail for CPEP PUrPOSES.........ccooeeiiriieneeneeeseeens 4307.6
CWFEF MSP ON-LiN€ INQUITY....cciiiiiieiiiecie e siee st stee et see e sae e sne s snne e 4307.
MSP PUIQE PrOCESS........coiiiiiiiiii ittt sttt s sbe e nnne e nnne e e 4307.8
Exhibit 1 - CWF MSP AsSIStance REQUESL...........ccovveeireeereeie e
Exhibit 2 - MSP Utilization Edits and Correct ReSOIULION...........ccccevveveveereesiesieens
Request for Information From the Public
Request for Information Required in the Development of MSP Claims..........cc.ccceeeeeeneee. 4308
Model Development Letter QUESLIONS ........c.cceereeiiereeseeieseeseesiesee e eee e sreesaeeneesns 4308.1
Example 1 - Model Working Age Questionnaire
Example 2 - Model ESRD QUESHIONNEITE. .......c.ccoviiriireeeriinreenesreseeese e
Example 3 - Model Disability QUESHIONNAITE ..........ccceevieeiieieieeie e s
Example 4 - Model Questionnaire for Disabled Adult Child .............ccoeeiveiiciincnne
Example 5 - Model Questionnaire for Disabled Widow/Widower Nonparticipating
Physicians to Provide Notices For EIeCtive SUrgery ........covrerenenene s, 4360
Provide NOtiCe Of REQUITEIMENT .......coeiiiiiieieie et 4360.1
NEW PRYSICIANS. ...ttt sttt nn e st e b b e e neenn e 4360.2
Handling Beneficiary COMPIaINES..........coeririieieieree e 4360.3
Parenteral and Enteral Nutrition
Parenteral and Enteral NULFtion (PEN) ........coooeiieiieieceececse e 4450

Ora Anti-Emetic Drugs When Used as Full Replacement for Intravenous Anti-Emetic Drugs

ment for Oral Anti-Emetic Drugs When Used as Full Replacement for Intravenous

Anti-Emetic Drugs As Part of A Cancer Chemotherapeutic Regimen.............cccccevveeneee. 4460
HOCPCS COUBS. ...ttt et sttt b b e b b eneas 4460.1
Claims Processing JUMSAICTION. ........ooueiireeieieierie e 4460.2

4-4.2 Rev. 1697



02-01 CLAIMS REVIEW AND ADJUDICATION PROCEDURES 4180.2

4180. COLORECTAL CANCER SCREENING

4180.1 Covered Services and HCPCS Codes.-- Medicare covers colorectal cancer screening
test/procedures for the early detection of colorectal cancer for the HCPCS codes indi cated.

A. Effective for Services Furnished on or After January 1, 1998.--

G0107--Colorectal cancer screening; fecal-occult blood test, 1-3 simultaneous
determinations,
G0104--Colorectal cancer screening; flexible sigmoidoscopy;
G0105--Colorectal cancer screening; colonoscopy on individual at high risk;
omoid G0106--Colorectal cancer screening; barium enema; as an alternative to G0104, screening
sigmoidosco
J GOQ 0--Colorectal cancer screening; barium enema; as an aternative to GO105, screening
col onoscopy

B. Effective for Services Furnished on or After July 1, 2001.--

G0121--Colorectal screening; colonoscopy on individual not meeting criteria
for high risk

NOTE: The description of this code has been revised to remove the term “noncovered.”

4180.2 Coverage Criteria.--The following are the coverage criteriafor these screenings:

A. Screening Fecal-Occult Blood Tests (Code G0107).--Effective for services furnished on
or after January 1, 1998, pay for screening fecal-occult blood tests (code G0107) for beneficiaries
who have attained age 50, and at a frequency of once every 12 months (i.e., at least 11 months have
passed following the month in which the last covered screening fecal-occult blood test was done).
Screening fecal-occult blood test means a guaiac-based test for peroxidase activity, in which the
beneficiary completesit by taking samples from two different sites of three consecutive stools. This
screening requires a written order from the beneficiary’ s attending physician. (The term “attending
physician” is defined to mean a doctor of medicine or osteopathy (as defined in §1861(r) (1) of the
Socia Security A_ct? who is fully knowledgeable about the beneficiary’s medical condition, and who
would be responsible for using the results of any examination performed in the overall management
of the beneficiary’s specific medical problem.)

B. Screening Flexible Sigmoidoscopies (code G0104).--Pay for screening flexible
sigmoidoscopies (code G0104) for beneficiaries who have attained age 50 when performed by a
doctor of medicine or osteopathy at the following frequencies:

For servicesfurnished from January 1, 1998, through June 30, 2001, inclusive:

Once every 48 months (i.e., at least 47 months have passed following the month in which the last
covered screening flexible sigmoidoscopy was done).

For servicesfurnished on or after July 1, 2001:

Once every 48 months as calculated above unless the beneficiary does not meet the criteriafor high
risk of developing colorectal cancer (refer to 84180.3) and he/she has had a screening col onoscopy
(code G0121) within the preceding 10 years. |f such a beneficiary has had a screening colonoscopy
within the precedi n% 10 years, then he or she can have covered a screening flexible sigmoidoscopy
only after at least 119 months have passed following the month that he/she received the screening
colonoscopy (code G0121).
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4180.2 (Cont.) CLAIMS REVIEW AND ADJUDICATION PROCEDURES 02-01

NOTE: If during the course of a screening flexible sigmoidoscopy a lesion or growth is detected
which resultsin a biopsy or removal of the %r_owth, the appropriate diagnostic procedure
classified as aflexible sigmoidoscopy with biopsy or removal should be billed and paid
rather than code G0104.

C. Screening Colonoscopies For Beneficiaries At High Risk Of Developing Colorectal
Cancer (Code G0105).--Pay for screening colonoscopies (code G0105) when performed by a doctor
of medicine or osteoar)athy at afrequency of once every 24 months for beneficiaries at high risk for
developing colorectal cancer (i.e., at least 23 months have passed following the month in which the
last covered G0105 screening colonoscopy was performed). Refer to 84180.3 for the criteriato use
in determining whether or not an individual is at high risk for developing colorectal cancer.

NOTE: If during the course of the screening colonoscopy, alesion or growth is detected which
results in a biopsy or remova of the growth, the apFroprlate diagnostic procedure
cladssified as a colonoscopy with biopsy or removal should be billed and paid rather than
code G0105.

D. Screening Colonoscopies Performed on Individuals Not Meeting the Criteriafor Being at
High-Risk for Developing Colorectal Cancer (Code G0121).--Effective for services furnished on or
afte& _\%uly 1, 2001, pay for screening colonoscopies (code G0121) performed under the following
conditions:

1. Onindividuals not meeting the criteriafor being at high risk for developing colorectal
cancer (refer to §4180.3).

2. Atafrequency of once every 10 years (i.e, at least 119 months have following
the month in which the last covered G0121 screening colonoscopy was performed.)

3. If the individual would otherwise qualify to have covered a G0121 screening
colonoscopy based on the above (see 84180.2.D.1 and .2) but has had a covered screening flexible
sgmoidoscopy (code G0104), then he or she may have covered a G0121 screening col onoscotpy only
after at least 47 months have passed following the month in which the last covered G0104 tlexible
sigmoidoscopy was performed.

NOTE: If during the course of the screening colonoscopy, a lesion or growth is detected which
results in a biopsy or removal of the growth, the appropriate diagnostic procedure classified
as a colonoscopy with biopsy or removal should be billed and paid rather than code G0121.

E. Screening Barium Enema Examinations (codes G0106 and G0120).--Screening barium
enema examinations are covered as an adternative to either a screening sigmoidoscopy (code G0104)
or a screening colonoscopy (code G0105) examination. The same frequency parameters for
screening sigmoidoscopies and screening colonoscopies (see 84180.2 B and C) above apply.

In the case of an individual aged 50 or over, payment may be made for a screening barium enema
examination (code G0106) performed after at least 47 months have passed following the month in
which the last screening barium enema or screening flexible sigmoidoscopy was performed. For
example, the beneficiary received a screening barium enema examination as an aternative to a
screening flexible _si?m0|dosco y in January 1998. Start your count beginning February 1998. The
beneficiary is eligible for another screening barium enema in January 2002.
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In the case of an individual who is at high risk for colorectal cancer, payment may be made for a
screening barium enema examination (code G0120) performed after at least 23 months have passed
following the month in which the last screening barium enema or the last screening colonoscopy was
performed. For example, a beneficiary at high risk for developing colorectal cancer received a
screening barium enema examination (code G0120) as an alternative to a screening colonoscopy
(code GO0105) in January 1998. Start your count beginning February 1998. The beneficiary 1S
eligible for another screening barium enema examination (code G0120) in January 2000.

The screening barium enema must be ordered in writing after a determination that the test is the
appropriate screening test. Generally, it is expected that this will be a screening double contrast
enema unless the individua is unable to withstand such an exam. This means that in the case of a
Parti cular individual, the attending physician must determine that the estimated screening potential

or the barium enemais equal to or greater than the screening potential that has been estimated for
a screening flexible sigmoidoscopy, or for a screening colonoscopy, as appropriate, for the same
individual. The screening single contrast barium enema also requires a written order from the
beneficiary’ s attending physician in the same manner as described above for the screening double
contrast barium enema examination.

4180.3 Determining Whether or Not the Beneficiary is at High Risk for Developing Colorectal
Cancer.--

A. Characteristics of the High Risk Individual.--An individua at high risk for developing
colorecta cancer has one or more of the following:

-- A close relative (sibling, parent, or child) who has had colorectal cancer or an
adenomatous A)olyp_; _ - _
-- A family history of familial adenomatous polyposis,

-- A family history of hereditary nonpolyposis colorectal cancer;
-- A persona history of adenomatous polyps;

- A fpersonal history of colorectal cancer; or _ _ -

-- Inflammatory bowel disease, including Crohn’s Disease, and ulcerative colitis.

'B. Patid List of ICD-9-CM Codes Indicating High Risk.-- Listed below are some examples
of diagnoses that meet the high risk criteriafor colorectal cancer. Thisisnot an al inclusive list.
There may be more instances of conditions which may be coded and could be at the medical
directors discretion.

Personal History

V10.05 Personal history of malignant neoplasm of large intestine o
V10.06 Personal history of malignant neoplasm of rectum, rectosigmoid junction, and anus
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Chronic Digestive Disease Condition:

555.0 Regional erteritis of small intestine

555.1 Regiona enteritis of large intestine

555.2 Regiona enteritis of small intestine with large intestine

555.9 Regional enteritis of unspecified site

556.0  Ulcerative (chronic) enterocolitis

556.1 Ulcerative (ctronic) ileocolitis

556.2 Ulcerative (chronic) proctitis

556.3 Ulcerative (chronic) proctosigmoiditis

556.8 Other ulcerative colitis

556.9 Ulcerative colitis, unspecified (non-specific PDX on the MCE)

Inflammatory Bowel:

558.2  Toxic gastroerteritis and calitis N N
558.9 Other and unspecified non-infectious gastroenteritis and colitis

4180.4 Determining Freguency Standards--To determine the 11, 23, 47, and 119 month periods,
starft yOLg‘d count beginning with the month after the month in which a previous test/procedure was
performed.

EXAMPLE: Thebeneficiary received afecal-occult blood test in January 1998. Start your count
beginning with February 1998. The beneficiary is eligible to receive another blood
test in January 1999 (the month after 11 full months have passed).

4180.5 Noncovered Services.--The following noncovered HCPCS codes are used to allow claims
to be billed and denied for beneficiaries who need a Medicare denial for other insurance purposes
for the dates of service indicated:

A. From January 1, 1998 Through June 30, 2001, Inclusive.--Code G0121 (colorectal
cancer screening; colonoscopy on an individual not meeting criteria for high risk) should be used
when this procedure is performed on a beneficiary who does NOT meet the criteria for high risk.
This service should be denied as noncovered because it fails to meet the requirements of the benefit
for these dates of service. The beneficiary is liable for payment. Note that this code is a covered
service for dates of service on or after July 1, 2001.

B. On or After January 1, 1998.--Code G0122 (colorectal cancer screening; barium
enema) should be used when a screening barium enemais performed NOT as an dternative to either
a screening colonoscopy (code G0105) or a screening flexible sgmoidoscopy (code G0104). This
service should be denied as noncovered because it fails to meet the requirements of the benefit. The
beneficiary is liable for payment.

4180.6 Payment Requirements.--Code G0107 (colorectal cancer screening; fecal-occult blood test,
1-3 smultaneous determinations) must be paid a the rates established for this code under the clinica
laboratory fee schedule.

Code G0104 (colorecta cancer screening; flexible sigmoi dqscopy) must be paid at rates consistent
with payment for similar or related services under the physician fee schedule, not to exceed the rates
for adiagnostic flexible sigmoidoscopy (CPT code 45330). (The same RV Us have been assigned
to code G0104 as those assigned to CPT code 45330.) If during the course of a screening flexible
sigmoidoscopy alesion or growth is detected which resultsin a biopsy or removal of the growth, the
appropriate Erocedure classfied as a flexible sigmoidoscopy with biopsy or removal must be billed
and paid rather than code G0104.
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Codes G0105 and G0121 (colorectal cancer screening colonoscopies) must be paid at rates
consistent with payment for similar or related services under the ph)ll_sician fee schedule, not to
exceed the rates for a diagnostic colonoscopy (CPT code 45378). (The same RVUs have been
assigned to code G0105 and G0121 as those assigned to CPT code 45378.) If during the course of
the screening colonoscopy, alesion or growth is detected which results in a biopsy or removal of
the growth, the apﬁroprlate procedure classified as a colonoscopy with biopsy or remova must be
billed and paid rather than code G0105 or G0121.

Code G0106 (colorectal cancer screening; barium enema as an aternative to a screening flexible
sigmoi d(_)S_COp%/) must be paid at rates consistent with payment for similar or related services under
the physician fee schedule, not to exceed the rates for a diagnostic barium enema (CPT code 74280).

Code G0120 (colorectal cancer screening; barium enema as an aternative to a screening
colonoscopy; high risk individuals) must be paid at rates consistent with payment for similar or
related services under the physician fee schedule, not to exceed the rates for a diagnostic barium
enema (CPT code 74280).

4180.7 Common Working File (CWF) Edits--Effective for dates of service January 1, 1998, and
later, CWF edits colorectal screening claims for age and frequency standards.

4180.8 Medicare Summary Notices (MSNs) and Explanations of Your Part B Medicare Benefits
(EOMBS).--Use the following MSN or EOMB messages as appropriate.

A. If aclaim for a screening fecal-occult blood test, a screening flexible sigmoidoscopy,
or abarium enema s being denied because of the age of the beneficiary, use the following MSN or
EOMB message:

“This service is not covered for beneficiaries under 50 years of age.” (MSN Message 18-13, EOMB
Message 18-22)

~ B. If the claim for a screening fecal-occult blood test, a screening colonoscopy, a
screening flexible sigmoidoscopy, or a barium enema is being denied because the time period
between the same test or procedure has not passed, use the following MSN or EOMB message:

“Service is being denied because it has not been (12, 24, 48, 120) months since your last
(test/procedure) of thiskind.” (MSN Message 18-14, EOMB Message 18-23)

C. If theclaimis being denied for a screening col onoscopé or a barium enema because
the beneficiary is not at a high risk, use the following MSN or EOMB message:

“Medicare only covers this procedure for beneficiaries considered to be at a high risk for colorectal
cancer.” (MSN Message 18-15, EOMB Message 18-24)

D. If theclaim is being denied because payment has already been made for a screening
flexible sigmoidoscopy (code G0104), screening colonoscopy %ode G0105), or a screening barium
enema (codes G0106 or G0120), use the following MSN or EOMB message:

“This service is denied because payment has already been made for asimilar procedure within a set
timeframe.” (MSN Message 18-16, EOMB Message 18-25)

NOTE: The above messages (MSN 18-16 and EOMB 18-25) should only be used when a certain
screening procedure is performed as an aternative to another screening procedure. For
example: If the claims |sto?/ indicates a payment has been made for code G0120 and an
ibncgmi ne% claim is submitted for code G0105 within 24 months, the incoming claim should

e denied.
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E. If the clam contains an invalid procedure code, the clam should be returned as
unprocessable per MCM 8§3005.4.

F. If the claim is being denied for a roncovered screening procedure code such as G0122, use
the following MSN or EOMB message:

“Medicare does not pay for thisitem or service” (MSN Message 16.10, EOMB Message 16.17)
4180.9 Remittance Advice Notices.--

A. If the claim for ascreening fecal-occult blood test, a screening flexible sigmoidoscopy,
or a screening barium enema is being denied because the patient is under 50 years of age, use
existing American National Standard Institute (ANSI) X12-835 claim adjustment reason code 6 “the
procedure code is inconsistent with the patient’s age,” at the line level dong with line level remark
code M82 “Service is not covered when beneficiary is under age 50.”

B. If the clam for a screening fecal-occult blood test, a screening colonoscopy, a
screening flexible sigmoidoscopy, or a screening barium enema is being denied because the time
period between the test/procedure has not passed, use existing ANSI X12-835 claim adjustment
reason code 119 “Benefit maximum for this time period has been reached” at the line level.

C. |If theclam isbeing denied for a screening colonoscopy (code G0105) or a screening
barium enema (G0120) because the beneficiary is not at a high risk, use existing ANSI X12-835
claim adjustment reason code 46 “ This procedure is not covered” at the line lev along?]wnh line
level remark code M83 “Service is not covered unless the beneficiary is classified as a high risk.”

D. If the service is being denied because payment has aready been made for a similar
procedure within the set time frame, use existing ANSI X 12-835 claim adjustment reason code 18,
“Duplicate claim/service” at the line level along with line level remark code M86 “This service is
denied because payment has already been made for a similar procedure within a set timeframe.”

E. If theclam isbeng denied for a noncovered screening procedure such as G0122, use
existing ANSI X12-835 claim adjustment reason code 49, “These are non-covered services because
thisis aroutine exam or screening procedure done in conjunction with a routine exam.”

4180.10 Ambulatory Surgical Center Facility Fee.--CPT code 45378, which is used to code a
diagnostic colonoscopy, is on the list of procedures groved by Medicare for payment of an
ambulatory surgical center (ASC) facility fee under 81333(1) of the Act. CPT code 45378 is
currently assigned to ASC payment group 2. Code G0105 (colorectal cancer screening; colonoscopy
on individua at high risk) has been added to the ASC list effective for services furnished on or after
January 1, 1998. Code G0105 is aso assigned to ASC payment group 2. The ASC facility service
is the Same whether the procedure is a screening or a diagnostic colonoscopy.
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