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From the President 

October 1, 2015 is nearly upon 
us. Like many of  us, I’ve 

weathered the “hurry up and wait” 
nature of  ICD-10 implementation 
and experienced both dread and 
relief. This issue of  RCC Update 
is chocked full of  useful ICD-10 
resources and guidance. What will 
implementation be like? Probably 
closer to Y2K than a zombie apoc-
alypse. Sure, glitches are likely.  But, 
as President Franklin D. Roosevelt 
famously said, “The only thing we 

have to fear, is fear itself.” I’m confident that my fellow ra-
diology coders are ready and up to the challenge. ICD-10, 
bring it on!

Renée Engle, RCC, FRBMA, 
President, 

RCCB Board of  Directors

Breast Imaging

CMS Issues Transmittal on 
Tomosynthesis

In Transmittal 3301 (Change Request 9191), CMS released a 
new section of  the Medicare Claims Processing Manual that 

covers diagnostic digital breast tomosynthesis.  The transmittal 
has an effective date of  January 1, 2015, so the new manual 
section reflects current Medicare policy, not a policy change.

The new section clarifies that code G0279 [Diagnostic 
digital breast tomosynthesis, unilateral or bilateral (List separately in 
addition to G0204 or G0206)] can be reported only in conjunc-
tion with a diagnostic planar (non-3D) mammogram code, 
either G0204 for bilateral or G0206 for unilateral.  If  G0279 
appears on a claim without G0204 or G0206, the Medicare 
contractor is instructed to deny the claim with an explanation 
that payment cannot be made when G0279 is billed alone.  
Also, hospitals are instructed to submit G0279 with revenue 

code 0401, 096X, 097X, or 098X, and with type of  bill 12X, 
13X, 22X, 23X, or 85X.

Although this is not a new policy, billing for diagnostic 
tomosynthesis is still causing problems for many imaging 
facilities.  Remember that if  a planar diagnostic mammogram 
is generated from the tomosynthesis exposures rather than 
through a separate planar exposure, it is still appropriate to 
assign codes for both the mammogram (G0204 or G0206) 
and the tomosynthesis (G0279). The ACR Radiology Coding 
Source™ (November/December 2014) states that regardless 
of  how the planar mammogram was obtained, “it is still a pla-
nar mammogram and should be coded as such.” 

Occasionally diagnostic tomosynthesis will be performed 
as a stand-alone service, without either a separately acquired 

CMS Issues Transmittal on Tomosynthesis
continued on next page
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planar diagnostic mammogram or a planar diagnostic mam-
mogram generated from tomosynthesis exposures. In a 
correction to the 2015 Medicare Physician Fee Schedule Final 
Rule (Federal Register, March 20, 2015), CMS stated that G0279 
should be reported “in addition to the relevant 2-D diagnostic 
mammography G-code to recognize the additional resourc-
es involved in furnishing diagnostic breast tomosynthesis 
whether or not a 2-D mammography is furnished.”  In 
other words, if  only diagnostic tomosynthesis is performed, 
without a planar diagnostic mammogram, the provider can 
still report code G0204 or G0206 on the Medicare claim. 

-     Article by Coding Strategies® Staff

CMS Issues Transmittal on Tomosynthesis
continued from previous page

ICD-10-CM

CMS’ “Countdown to ICD-10” 
Resources

The following is reprinted from the CMS MLN Connects® 
Provider eNews (September 3, 2015). 

Access the ICD-10 Code Set

You can access complete versions of  both ICD-10-CM 
(diagnoses) and ICD-10-PCS (procedures), as well as the 
General Equivalence Mappings (GEMs) and Reimbursement 
Mappings on the 2016 ICD-10-CM and GEMs and 2016 
ICD-10-PCS and GEMs web pages. 

List of Valid ICD-10-CM Codes

CMS has posted a complete list of  the 2016 ICD-10-CM 
valid codes and code titles on the 2016 ICD-10-CM and 
GEMs web page. The file is named icd10cm_codes_2016.txt. 
This file will be useful for physician offices and other provid-
ers who want to check to make sure that they are reporting all 
characters in a valid ICD-10-CM code. The codes are listed 
in tabular order (the order found in the ICD-10-CM code 
book). This list should assist providers who are unsure if  
additional characters are needed, such as the addition of  a 7th 
character in order to arrive at a valid code. 

A similar list of  the 2016 ICD-10-PCS valid codes and 
code titles is available on the 2016 ICD-10-PCS and GEMs 
web page. The file is named icd10pcs_codes_2016.txt. 

“General Equivalence Mappings Frequently Asked 
Questions” Booklet — Revised 

The “General Equivalence Mappings Frequently Asked 
Questions” Booklet (ICN 901743) was revised and is now 
available in hard copy format. This booklet is designed 
to provide education on the conversion of  International 
Classification of  Diseases, 9th Edition, Clinical Modifica-
tion (ICD-9-CM) codes to International Classification of  
Diseases, 10th Edition, Clinical Modification/Procedure 
Coding System (ICD-10-CM/PCS) and the conversion of  
ICD-10-CM/PCS codes back to ICD-9-CM. It includes the 
following information: use of  external cause and unspeci-
fied codes in ICD-10-CM; background; Frequently Asked 
Questions; and resources.

“ICD-10-CM/PCS Myths and Facts” Fact Sheet—
Revised

The “ICD-10-CM/PCS Myths and Facts” Fact Sheet (ICN 
902143) was revised and is now available in hard copy for-
mat. This fact sheet is designed to provide education on the 
International Classification of  Diseases, 10th Edition, Clinical 
Modification/Procedure Coding System (ICD-10-CM/PCS). 
It includes the following information: ICD-10-CM/PCS 
compliance date; use of  external cause and unspecified codes 
in ICD-10-CM; responses to myths on ICD-10-CM/PCS; 
and resources.

“ICD-10-CM Classification Enhancements” Fact 
Sheet — Revised

The “ICD-10-CM Classification Enhancements” Fact 
Sheet (ICN903187) was revised and is now available in hard 
copy format. This fact sheet is designed to provide educa-

CMS’ “Countdown to ICD-10” Resources
continued on next page
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tion on the International Classification of  Diseases, 10th 
Edition, Clinical Modification/Procedure Coding System 
(ICD-10-CM/PCS). It includes the following information: 
ICD-10-CM/PCS compliance date; use of  external cause and 
unspecified codes in ICD-10-CM; benefits of  ICD-10-CM; 
similarities and differences between International Classifi-
cation of  Diseases, 9th Edition, Clinical Modification and 
ICD-10-CM; new features in ICD-10-CM; additional changes 
in ICD-10-CM; and resources.

“ICD-10-CM/PCS - The Next Generation of 
Coding” Fact Sheet — Revised 

The “ICD-10-CM/PCS - The Next Generation of  
Coding” Fact Sheet (ICN 901044) was revised and is now 
available in hard copy format. This fact sheet is designed 
to provide education on the International Classification of  
Diseases, 10th Edition, Clinical Modification/Procedure 
Coding System (ICD-10-CM/PCS). It includes the follow-
ing information: ICD-10-CM/PCS compliance date; use of  
external cause and unspecified codes in ICD-10-CM; Current 
Procedural Terminology and Healthcare Common Procedure 
Coding System codes; ICD-10-CM/PCS— an improved 
classification system; ICD-10-CM/PCS examples; structural 
differences between International Classification of  Diseases, 
9th Edition, Clinical Modification and ICD-10-CM/PCS; and 
resources.

Get Ready Now: Assess How ICD-10 Will Affect 
Your Practice 

With ICD-10 less than a month away, now is the time to 
get ready. You can make sure your practice is prepared by 
following the ABCs of  ICD-10: 

• Assess how ICD-10 will affect your practice 

• Be sure your systems are ready

• Contact your vendors

Visit the ICD-10 website and Road to 10 for the latest 
news and resources to help you prepare.

Prepare for ICD-10 with MLN Connects Videos

Prepare for the transition to ICD-10 on October 1, 2015. 
MLN Connects videos are available on coding basics, testing, 
home health, and more:

• ICD-10 Coding Basics
• Coding for ICD-10-CM: More of  the Basics

CMS’ “Countdown to ICD-10” Resources
continued from previous page

ICD-10 Impacts LCD and NCD 
Medicare Coverage Policies

Medicare claims with a date of  service on or after 
October 1, 2015 are required to contain valid Inter-

national Classification of  Disease 10th Revision Clinical 
Modification (ICD-10-CM) codes as determined (or pro-
vided for) by Local and National Coverage Determinations 
(LCDs and NCDs) for payment purposes.  These LCD 
and NCD Medicare coverage policies include indications 
of  medical necessity in the form of  diagnosis codes which 
have been converted from ICD-9 to ICD-10 codes.  Please 
note coding specificity required by NCDs and LCDs does 
not change and all coverage policies that currently require a 
specific diagnosis under ICD-9 should accurately reflect the 
equivalent ICD-10 code(s).  

The ACR recommends radiology and radiation oncol-
ogy practices carefully monitor and review the converted 
diagnosis codes published in each LCD and NCD policy 
for those procedures commonly performed and billed 
and compare to the current ICD-9 policies.  This will help 
establish early detection of  any potential errors in the ICD-
9 to ICD-10 translation.  Please alert your local Medicare 
contractor and the ACR in the event a previously payable 
ICD-9 diagnosis code has been omitted from the list of  
approved (i.e., medically necessary) ICD-10 diagnosis codes.  
The ACR will communicate with the Carrier Advisory 
Committees in an effort to address any ICD-10 conversion 
issues and/or omitted diagnosis codes.

See the ACR Website for the full ICD-10 Impacts LCD 
and NCD Medicare Coverage Policies article and the available 
resources  for comparing ICD-9 to ICD-10 LCDs, as well 
as the trends identified by an ACR internal analysis.

• Estimating the Impact of  the Transition to ICD-10 on 
Medicare Inpatient Hospital Payments 

• Medicare’s Testing Plan for ICD-10 Success
• Converting the Home Health Prospective Payment 

System Grouper to ICD-10-CM
• ICD-10: Implementation for Physicians, Partial Code 

Freeze, and MS-DRG Conversion Project

Visit the ICD-10 Medicare Fee-For-Service Provider 
Resources web page for a complete list of  Medicare Learning 
Network educational materials.

-     Article provided by American College of  Radiology (ACR)
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ICD-10

CMS Issues New Policy on Code 
Specificity

CMS has promised some flexibility in enforcement of  
ICD-10-CM diagnosis coding accuracy during the first 

year that ICD-10 is in place.  But as always, the devil is in the 
details, and there are many strings attached to this gift.

During July CMS issued a press 
release outlining new initiatives to 
help providers prepare for ICD-10 
implementation, some of  which 
were to be conducted in parallel 
with the AMA.  The press release 
also stated that during the first 12 
months following ICD-10 imple-
mentation, CMS review contractors 
would not deny claims “based solely 
on the specificity of  the ICD-
10 diagnosis code as long as the 
physician/practitioner used a valid 
code from the right family.”  At that 
time CMS did not define the term 
“family” and therefore this state-
ment raised as many questions as it 
answered.

CMS subsequently released a document titled “Clarifying 
Questions and Answers Related to the July 6, 2015 CMS/
AMA Joint Announcement and Guidance Regarding ICD-10 
Flexibilities.”  This FAQ document makes a number of  very 
important points. 

Code Validity

CMS states first that ICD-10 implementation will not be 
delayed.  Claims for dates of  service after September 30, 2015, 
must contain ICD-10 codes, not ICD-9 codes.  Furthermore, 
claims must be submitted with valid ICD-10 codes.  Most 
importantly, codes cannot be truncated.  For example, category 
C25 (Malignant neoplasm of  pancreas) is subdivided into codes 
with 4 characters, such as C25.0 (Malignant neoplasm of  head of  
pancreas).  Providers cannot submit C25 on a Medicare claim 

because it requires an additional 
character in order to be a valid code.

Code Specificity

The FAQ document states that 
for the first 12 months after imple-
mentation, Medicare review contrac-
tors will not deny physician/prac-
titioner claims based solely on the 
specificity of  the ICD-10 diagnosis 
code, as long as the claim contains a 
valid code from the correct 3-charac-
ter code family.  Note that this policy 
applies only to physician/practitioner 
claims, not to hospital claims, and it 
covers reviews performed by Medi-
care Administrative Contractors, 

Recovery Audit Contractors, Zone Program Integrity Contrac-
tors, and the Supplemental Medical Review Contractor.  

Under the new policy, if  a physician’s claim is audited by 
one of  these contractors and the code is within the correct 
family, the auditor will not deny the claim solely because the 

ICD-10 and Worker’s Compensation

Worker’s Compensation is not mandated to 
implement ICD-10. However, CMS has strongly 
encouraged them to do so. With implementa-
tion rapidly approaching, coders are encouraged 
to check with their state(s) to see where they 
stand on ICD-10 implementation. The following 
states have elected to implement ICD-10 starting 
10/1/15 for all claims (physician, hospital inpa-
tient & hospital outpatient):  Alabama, Califor-
nia, Florida, Georgia, Idaho, Illinois, Louisiana, 
Maryland, Massachusetts, Michigan, Minnesota, 
Nevada, New Mexico, New York, North Carolina, 
Ohio, Oregon, South Dakota, Texas, Washington, 
and Department of  Labor. Coders should check 
with their states specifically. 

CMS Issues New Policy on Code Specificity
continued on next page
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Laterality in ICD-10

When ICD-10-CM codes replace 
ICD-9-CM codes on October 1, 2015, 
it will not impact how you report CPT 
and HCPCS codes, including CPT/
HCPCS modifiers for physician ser-
vices. While ICD-10-CM codes have 
expanded detail, including specifica-
tion of  laterality for some conditions, 
you should continue to follow CPT 
and CMS guidance when you report 
CPT/HCPCS modifiers for laterality.

provider did not select the exact code for the patient’s diag-
nosis.  For example, a radiology practice submits a claim with 
code C25.9, which represents unspecified pancreatic cancer, 
but a Medicare reviewer discovers that the radiology report 
indicates cancer of  the head of  the pancreas (C25.0).  The 
reviewer cannot deny the claim due to this discrepancy, since 
both codes are in the same 3-character code family.

It’s important to note that this policy does not change 
Medicare claims edits that are based on National Coverage 
Determinations (NCDs) or Local Coverage Determinations 
(LCDs).  If  the NCD or LCD calls for specific ICD-10-CM 
codes, and the physician’s claim does not include one of  
those codes, then the claim will not be paid.  For example, 
one Medicare contractor’s LCD for myocardial perfusion 
studies includes several codes from ICD-10-CM category I51 
(Complications and ill-defined descriptions of  heart disease).  How-
ever, it does not include code I51.9 (Heart disease, unspecified).  
If  a provider submits code I51.9 for a myocardial perfusion 
scan, the claim will not be paid even though this code is in 
the same 3-character category as the covered codes.

Another im-
portant exception 
involves laterality.  
CMS states that if  
an NCD or LCD 
contains codes for 
right side, left side, 
or bilateral, the 
claim will be denied 
if  the provider 
submits a code for 
unspecified side.

Finally, this is a 
Medicare fee-for-service policy, and it does not apply to Med-
icaid or to other payors unless they choose to adopt it.

Conclusion

The additional flexibility in auditing that CMS has an-
nounced is not a free pass to disregard basic rules of  coding 
and billing, even on Medicare claims.  All diagnosis codes 
must be valid, must be supported by documentation in the 
medical record, and must reflect the medical necessity of  the 
service.  Also, other payors may not be so lenient.  In order 
to prevent denials, it is recommended that you follow good 
coding practices for all payors.  Adopting shortcuts might 
save time short-term, but it could cause major problems later 
on, after the one-year period of  flexibility has expired.

-     Article by Coding Strategies® Staff

CMS Issues New Policy on Code Specificity
continued from previous page

Billing

New/Revised Place of Service 
Codes

New and revised place of  service (POS) codes for hos-
pital outpatient services will go into effect on January 

1, 2016.  CMS Transmittal 3315 (Change Request 9231), 
issued on August 6, 2015, states that a new POS code has 
been created for outpatient services performed in off-cam-
pus provider based departments, and POS code 22 has been 
revised to include only on-campus hospital outpatient ser-
vices.

The 2016 POS codes and their definitions are:

POS Code Definition
19 Off Campus – Outpatient Hospital
22 On Campus – Outpatient Hospital

CMS gave providers advance warning of  this change in 
the 2015 Medicare Physician Fee Schedule Final Rule.  Brief-
ly, the agency has been concerned about the impact on the 
Medicare program and Medicare beneficiaries from hospi-
tals buying physician practices and converting the offices to 
provider based departments (PBDs).  When a patient is seen 
in a physician office, Medicare makes a single payment to the 
physician.  But when the patient is seen in a PBD, Medicare 
makes two payments, one to the physician and one to the 
hospital, and this results in higher out-of-pocket expenses for 
the patient.  CMS stated in the 2015 Final Rule that it planned 
to use the new POS codes to distinguish between on-campus 
and off-campus hospital outpatient services and to track the 
costs related to these services.

On Campus vs Off Campus

POS code 19 is further defined in the Transmittal as “A 
portion of  an off-campus hospital provider based depart-
ment which provides diagnostic, therapeutic (both surgical 
and nonsurgical), and rehabilitation services to sick or injured 
persons who do not require hospitalization or institutionaliza-
tion.”

POS code 22 is further defined as “A portion of  a hos-
pital’s main campus which provides diagnostic, therapeutic 
(both surgical and nonsurgical), and rehabilitation services to 
sick or injured persons who do not require hospitalization or 
institutionalization.”

New/Revised Place of  Service Codes
continued on next page
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In the 2015 MPFS Final Rule, CMS defined “campus” 
as “the physical area immediately adjacent to the provid-
er’s main buildings, other areas and structures that are not 
strictly contiguous to the main buildings but are located 
within 250 yards of  the main buildings, and any other areas 
determined on an individual case basis, by the CMS regional 
office, to be part of  the provider’s campus.”  For example, 
on-campus locations would include the hospital’s main ra-
diology department, emergency department, and any clinics 
that are located in the main hospital complex.  On the other 
hand, a hospital-owned physician office located on the other 
side of  town from the hospital campus would be considered 
an off-campus location.

CMS recognizes that it will sometimes be unclear wheth-
er a particular location should be considered on-campus or 
off-campus, and the agency has indicated that Medicare con-
tractors and regional offices will make determinations about 
these locations.

What This Means for Radiology Groups

CMS is not changing the logic that providers follow when 
selecting the POS code.  The basic rule remains that the 
POS code for the professional component should repre-

sent the setting in which the patient received the technical 
component (face-to-face) service.  For example, if  an MRI 
is performed on a hospital outpatient, and the radiologist 
interprets the images in his or her private office, the POS 
for the professional component is hospital outpatient, not 
office.  The only difference is that the provider must now 
distinguish between on- and off-campus hospital outpatient 
settings.  

Providers are not permitted to simply default to POS 22 
for all hospital outpatient services.  Chapter 26 of  the Medi-
care Claims Processing Manual, which was revised by the 
transmittal, states in Section 10.5:

“Physicians/practitioners who furnish services to a 
hospital outpatient, including in a hospital outpatient 
department (including in a provider-based department of  
that hospital) or under arrangement to a hospital shall, at a 
minimum, report the off  campus outpatient hospital POS 
code 19 or on campus-outpatient hospital POS code 22 
irrespective of  the setting where the patient actually re-
ceives the face-to-face encounter. In other words, reporting 
the outpatient hospital POS code 19 or 22 is a minimum 
requirement for purposes of  triggering the facility payment 
amount under the PFS when services are provided to a 
registered outpatient. If  the physician/practitioner is aware 
of  the exact setting where the beneficiary is a registered 
hospital outpatient, the appropriate outpatient facility POS 
code may be reported consistent with the code list annotat-
ed in this section (instead of  POS 19 or 22). For example, 
physicians/practitioners may use POS code 23 for services 
furnished to a patient registered in the emergency room, 
POS 24 for patients registered in an ambulatory surgical 
center, and POS 56 for patients registered in a psychiatric 
residential treatment center.”

In other words, providers must choose between POS 19 
and POS 22 based on the location of  the service, or they may 
use a more specific POS code if  applicable.

If  a radiology group is receiving imaging exams from 
hospital imaging locations other than the main radiology 
department, the group should ask the hospital to verify 
whether those locations are considered to be on-campus or 
off-campus.  As of  January 1, 2016, hospitals are required to 
apply modifier PO (Services, procedures and/or surgeries furnished 
at off-campus provider-based outpatient departments) to claims for 
services performed in off-campus PBDs, so hospitals should 
by now be familiar with that terminology and be aware of  
which sites are considered off-campus.

-     Article by Coding Strategies® Staff

New/Revised Place of  Service Codes
continued from previous page

ICD-10-CM Physician 
Documentation Improvement 
Training

The American College of  Radiology (ACR) has part-
nered with Coding Strategies, Inc. (CSI) to offer a 

series of  audio and video podcasts to educate radiologists 
and allied professionals regarding new documentation re-
quirements for the International Classification of  Disease 
(ICD-10-CM) coding system for reporting medical diag-
noses.

The podcasts are designed to provide information to 
ensure proper documentation for accurate and complete 
ICD-10 diagnosis coding. There are 20 audio and video 
podcasts available for purchase ranging from 5 to 10 min-
utes in length. Topics include documentation for arthritis, 
mammography, osteoporosis, myocardial infarction and 
many other conditions. 

ICD-10 Physician Documentation Improvement Train-
ing podcasts are now available online here. Special pricing is 
available for ACR members.

http://www.codingstrategies.com
http://www.acr.org/Advocacy/Economics-Health-Policy/Billing-Coding

