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From the President 

I participated in ACR’s Capitol Hill Day last month and one of  the topics that came up in discus-
sions with Members of  Congress was ICD-10 implementation.  Two developments are worth 

mentioning:

•    Representative Ted Poe (R-TX) introduced H.R. 2126, “The Cutting Costly Codes Act of  2015” 
which would prohibit the Department of  Health and Human Services from implementing, adminis-
tering, or enforcing regulations that would replace ICD-9 with ICD-10.  The bill has 11 cosponsors 
currently.
•    Representative Diane Black (R-TN) introduced H.R. 2247, “The Increasing Clarity for Doctors by 
Transitioning Effectively Now Act” or the “ICD-TEN Act.” Representative Black’s bill would not de-
lay the ICD-10 implementation date of  October 1, 2015, but it would provide an 18 month transition 
period to certify that ICD-10 is “fully functioning” during which no Medicare claim would be denied 
on the basis of  an unspecified or inaccurate subcode.  The bill has seven cosponsors as of  now.

ICD-10 relief  faces an uphill battle in Congress.  Many hospitals and payors claim to be ICD-10 ready.  CMS’ own end-
to-end testing from April had an 88 percent acceptance rate (see related article in this issue of  RCC Update).  Congress is 
running out of  time and legislative vehicles to act; which will get even more difficult depending how the Supreme Court 
rules on subsidies under the Affordable Care Act (ACA) this month.

Renée Engle, RCC, FRBMA, 
President, 

RCCB Board of  Directors
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CPT 2016 Anticipated Code 
Changes
This article is reprinted by permission of  the American College of  Radiol-
ogy from the March-April issue of  the ACR Radiology Coding Source™.

A number of  new radiology and radiation oncology codes 
are anticipated for 2016. A total of  40 new codes are the 

result of  bundling requests from the AMA’s Relativity Assess-
ment Workgroup (RAW) for the purpose of  identifying po-
tentially misvalued services. The current screens used by the 
RAW are: codes frequently performed together, fastest grow-
ing, CMS/Other time source and services previously flagged 
as new technology.

There were a number of  radiology and radiation oncology 
code pairs identified as being performed together 75 percent 
or more of  the time and, therefore, referred to the CPT Edi-
torial Panel for bundling in 2016. The procedure codes iden-
tified as inherently performed together include: hip/pelvis 
radiographs, intravascular ultrasound, percutaneous genitouri-
nary and biliary interventions, and interstitial radiation source 
application procedures.

In addition, a number of  new codes have been created to 
describe procedures that are currently not described within 
the CPT code set, such as fetal MRI, sclerotherapy and soft 
tissue marker placement.

The ACR urges its members to review how the following 
procedures are coded currently and to anticipate how the 
bundled and new code changes may impact their practices.

Diagnostic Radiology

Laryngography

A multispecialty society proposal requested the deletion 
of  the laryngography code 70373, as laryngography has been 
replaced by endoscopy and computed tomography (CT).

Thoracolumbar Spine X-rays

Expect revision to the thoracolumbar spine code 72080; 
deletion of  spine codes 72010, 72069, and 72090; and ad-
dition of  four new codes to standardize the hierarchy and 
nomenclature for the thoracolumbar code family to be in line 
with other spine code families.

Hip/Pelvis X-rays

Look for the establishment of  8 new codes to report bun-
dled hip and pelvis radiologic exams and deletion of  current 

codes 73500, 73510, 73520, 73530, 73540, and 73550. The 
existing one or two-view pelvis exam code will remain.

Codes 72170 and 73500 were identified as codes reported 
together greater than 75 percent of  the time and, therefore, 
referred back to CPT for a bundled code.

CPT codes 73520 and 73550 are old codes with utilization 
greater than 250,000 and 500,000, respectively, that have nev-
er been valued by the Relative Value Scale Update Committee 
(RUC).

Editorial Change of Radiology Descriptors Con-
taining the Word “Film”

Editorial revision to the CPT descriptors of  codes that 
contain the term “film(s)” is required to reflect the transition 
to digital imaging. Look for editorial revision to codes 74240, 
74241, 74245, 74246, 74247, 74250, 74251, 74340, 77057, and 
77417 to designate “image(s).” The replacement of  the term 
“film(s)” with the term “image(s)” is consistent with the other 
imaging codes in the CPT code set.

Fetal MRI

Two new codes to describe fetal MRI are proposed for 
CY2016. Currently, fetal MRI is reported with an unlisted 
code or with the pelvic MRI codes 72195-72197.

CPT 2016 Anticipated Code Changes
continued on next page

Copyright © Coding Strategies® Incorporated
 All rights reserved. No part of  this newsletter may be 
reproduced without written permission from the publisher. 
Published by Coding Strategies® Inc., Powder Springs, GA.
 This newsletter reflects coding information from the 2015 
Physicians’ Current Procedural Terminology (CPT®) manual. CPT® 
is a registered trademark of  the American Medical Association. 
 The CPT® five digit codes, nomenclature and other data are 
copyrighted by the American Medical Association. All Rights 
Reserved.
 No fee schedules, basic units, relative values or related listings 
are included in CPT®. AMA does not directly or indirectly practice 
medicine or dispense medical services. AMA assumes no liability 
for the data contained herein or not contained herein.

Make Sure Your Contact 
Information is Current

Changed jobs?  Changed names? Have a new email ad-
dress?  Please contact the RCCB at info@rccb.org to 

make sure we have your latest information so you do not 
miss any updates or reminders from RCCB.

http://www.codingstrategies.com
mailto:info%40rccb.org?subject=
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Interventional Radiology

Intracranial Endovascular Intervention Bundling

A new code that describes percutaneous endovascular 
revascularization of  cerebral vessels occluded by thrombus or 
embolus, and two new codes that describe prolonged intracra-
nial arterial continuous infusion of  pharmacologic agents are 
proposed. In addition, mechanical thrombectomy codes 37184, 
37186, and transcatheter therapy code 37211 will be revised.

Intravascular Ultrasound (IVUS) Bundling

Two new IVUS codes are proposed to bundle radiological 
supervision and interpretation codes 75945 and 75946 with 
their related surgical procedure codes 37250 and 37251. In 
addition, the original stand-alone IVUS codes 37250, 37251, 
75945, and 75946 are proposed for deletion. Guidelines on 
how to report intravascular ultrasound during venous and 
arterial contrast angiography and endovascular intervention 
procedures will be provided.

Genitourinary Codes (Nephrostogram, 
Nephrostomy, Ureteral Stent, Nephrostomy Tube)

The Joint CPT-RUC Workgroup identified genitourinary 
codes 50392 and 74475, 50393 and 74480, 50394 and 74425, 
and 50398 and 75984 as codes reported together 75 percent 
or more of  the time.

Establishment of  11 new codes and deletion of  codes 
50392-50394, 50398, 74475, and 74480 are proposed for 2016. 
However, a number of  genitourinary codes will remain and con-
tinue to be reported with supervision and interpretation codes.

In addition, look for three new CPT Category I codes that de-
scribe brush biopsy, ureteral dilation, and ureteral embolization.

Percutaneous Biliary Procedure Bundling

In response to a CPT/RUC workgroup mandate, a multi-
specialty proposal to add 14 new bundled percutaneous biliary 

codes and to delete the current stand-alone codes (47500, 47505, 
47510, 47511, 47525, 47530, 47560, 47561, 47630, 74305, 74320, 
74327, 75980, and 75982) was submitted for CY2016.

The specialty societies also proposed coding refinements 
for reporting of  established procedures that are currently 
reported using endoscopic codes or unlisted codes.

Percutaneous Image-Guided Sclerotherapy of 
Fluid Collection

Look for a new Category I code to describe percutaneous 
sclerotherapy of  fluid collections. Currently, this procedure is 
described by the unlisted code or open surgical procedure codes.

Soft Tissue Marker Placement

While there are codes for marker or fiducial placement 
elsewhere in the body (e.g., 32553, 49411, 55876, 19081-
19086, and 19281-19287), currently, there are no codes to 
describe soft tissue marker placement.

As placement of  markers is becoming increasingly more 
important, two new category I CPT codes, which bundle in 
imaging guidance, have been requested to describe percutane-
ous placement of  a marker for soft tissue localization.

Nuclear Medicine

Gastric Emptying With Small Bowel and Colon 
Transit

Two new codes to describe small-bowel and colon transit 
scintigraphy and revision of  the gastric emptying code 78264 
are proposed for 2016. This scintigraphic method allows the 
determination of  both total and regional times for gastroin-
testinal transit.

Radiation Oncology

Interstitial Radiation Source Application

Revision of  code 77778 and deletion of  codes 77776-
77777 which describe interstitial radiation source application 
are proposed for CY2016.

The RAW identified that CPT code 77778, Interstitial radia-
tion source application; complex, is being reported with 77790, 
Supervision, handling, loading of  radiation source, as part of  
the 75 percent billed together screen. As the predominant use 
of  77776-77778 is for permanent seed prostate low-dose rate 

CPT 2016 Anticipated Code Changes
continued from previous page

CPT 2016 Anticipated Code Changes
continued on next page

RCCs Recertifying in 2015

RCCs recertifying in 2015 must submit their application 
by the deadline, but no more than 60 days prior to the 

deadline.  For a list of  deadlines and fees, please visit the 
RCCB website at http://rccb.org/dates-deadlines-fees.  The 
recertification form can be found at http://rccb.org/appli-
cations.  Remember, RCCs applying for recertification by 
continuing education in 2015 are required to obtain at least 
2.5 RCCB-approved CEUs pertaining to ICD-10. 

http://www.codingstrategies.com
http://rccb.org/dates-deadlines-fees
http://rccb.org/applications
http://rccb.org/applications


Summer 2015

©2015 Coding Strategies®  www.codingstrategies.com – 1-877-6-CODING  Page 4

Diagnosis Coding

ICD-10-CM Codes for 
Mammograms

Diagnosis code assignment for mammograms will have 
a few new twists once ICD-10-CM is implemented on 

October 1, so it’s important to begin preparing now.  In this 
article we’ll review the codes and the guidelines, with an em-
phasis on those aspects that are different from ICD-9-CM.

Screening Mammograms

ICD-9-CM has two screening mammogram codes to 
choose from, depending on whether the patient is high-risk 
(V76.11) or low-risk (V76.12).  ICD-10-CM, on the other 
hand, has only one code.  You will report all screening mam-
mograms, regardless of  the patient’s risk status, with code 
Z12.31 (Encounter for screening mammogram for malignant neoplasm 
of  breast).  This code is indexed under “Mammogram, rou-
tine,” as well as under main term “Screening.”

Secondary codes can be assigned for any relevant clinical 
history, such as family history of  breast cancer (Z80.3), or 
exam findings.

Diagnostic Mammograms

As with ICD-9-CM, the primary ICD-10-CM code for a 
diagnostic mammogram will represent the radiologist’s defin-
itive finding or—if  the exam is normal or nondiagnostic—
the indications for which the exam was ordered.  Common 
examples include:

• N63 – Unspecified lump in breast
• N64.52 – Nipple discharge
• N64.4 - Mastodynia
• R92.0 – Mammographic microcalcification found on 

diagnostic imaging of  breast
• R92.1 – Mammographic calcification found on diag-

nostic imaging of  breast
• Z85.3 – Personal history of  malignant neoplasm of  

breast
• Z86.000 – Personal history of  in-situ neoplasm of  

breast

Code N63 (Unspecified lump in breast) is used not only for 
lumps but also for masses and nodules.  This is in contrast to 
ICD-9-CM, where lumps and masses are reported with code 

(LDR) brachytherapy, it was proposed that this family of  codes 
be compressed into one code, 77778, which will incorporate 
the work of  supervision and handling of  the sources, 77790.

Category III Codes

Two new Category III codes will be created to describe 
high dose rate electronic brachytherapy - one for skin surface 
application and one for interstitial or intracavitary treatment. 
The current HDR electronic brachytherapy code 0182T is 
scheduled for deletion.

The CPT Category III coding guidelines will be revised to 
note that the inclusion of  a service or procedure in this sec-
tion does not constitute a finding of  support, or lack thereof, 
with regard to clinical efficacy, safety, applicability to clinical 
practice, or payer coverage.

This summer the Economics & Health Policy eNews sec-
tion of  the ACR website will post an impact analysis of  the 
2016 code changes to help radiology and radiation oncology 
practices prepare for the 2016 changes.

The September/October 2015 issue of  the ACR Radiolo-
gy Coding Source will publish a listing of  the new 2016 codes 
and descriptors pertinent to radiology.

In August, the AMA will provide an early release of  a down-
loadable version of  the CPT® 2016 code book from the AMA 
Bookstore. The CMS-approved values for codes, however, will 
not be known until the Medicare Physician Fee Schedule Final 
Rule is published in the Federal Register, typically in November.

Note: The AMA posts a Summary of  Panel Actions that is available 
for public viewing. While this summary lists the code changes proposed 
and the actions taken by the panel, the AMA cautions that these ac-
tions are a reflection of  the discussions at the most recent panel meeting. 
Future panel actions may impact these items. Codes are not assigned, nor 
exact wording finalized, until just prior to publication. Release of  this 
more specific CPT® code set information is timed with the release of  the 
entire set of  coding changes in the CPT publication.

- Article provided by American College of  Radiology (ACR)

CPT 2016 Anticipated Code Changes
continued from previous page

2015 RCCB-Approved 
Continuing Education Courses

The RCCB has approved more than 40 courses for con-
tinuing education for 2015.  For a complete and cur-

rent listing of  2015 approved education, go to http://rccb.
org/ce-sessions-accepted/2015. Check back often, as new 
programs are added as they are approved. ICD-10-CM Codes for Mammograms

continued on next page

http://www.codingstrategies.com
http://rccb.org/ce-sessions-accepted/2015
http://rccb.org/ce-sessions-accepted/2015
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611.72 (Lump or mass in breast), but nodule is reported with code 
793.89 [Other (abnormal) findings on radiological examination of  breast].

Notice that ICD-10-CM offers a specific code (Z86.000) for 
history of  carcinoma in situ of  the breast.  Additionally, there 
are many more choices for current carcinoma in situ, reflecting 
the histology (lobular, intraductal, etc.) and the laterality (left or 
right side).  These codes are indexed under main term “Carci-
noma-in-situ” and can also be found in the Neoplasm Table.

If  the patient has had a prior mastectomy, you can report 
that information using codes from subcategory Z90.1- (Ac-
quired absence of  breast and nipple).  These codes are indexed 
under main term “Absence.”  Notice that “complete or 
partial” is a nonessential modifier for the term “Absence,” so 
you can use these codes for either complete or partial absence 
of  the breast.  And remember that the fact that the patient is 
status post mastectomy does not necessarily mean she has a 
personal history of  breast cancer, since some women choose 
to undergo prophylactic mastectomy because they are at high 
risk of  developing breast cancer.

Breast Implants

To indicate the presence of  asymptomatic breast implants, 
assign code Z98.82 (Breast implant status).  This code can be 
used as a secondary diagnosis if  the referring physician orders 
a screening mammogram on a patient with implants, or as a 
primary diagnosis if  the referring physician orders a diagnostic 
mammogram due to the presence of  the implants.  However, 
if  the patient is found to have complications from her implants, 
you should assign a complication code rather than Z98.82.  
These codes are indexed under “Complication, breast implant” 
or under the type of  complication.  Examples include:

• T85.42 – Displacement of  breast prosthesis and im-
plant

• T85.43 – Leakage of  breast prosthesis and implant
• T85.44 – Capsular contracture of  breast implant
• T85.79 – Infection and inflammatory reaction due to 

other internal prosthetic devices, implants and grafts)

Note that all of  these codes require a 7th character to 
indicate the encounter (initial, subsequent, sequela).  The 7th 
character “A” for initial encounter is used when the patient is 
undergoing active treatment, and this would include imaging 
studies performed to diagnose the presence of  a complication. 

Finally, if  a patient previously had implants but subsequently 
underwent implant removal, you can report this information 
using code Z98.86 (Personal history of  breast implant removal).

ICD-10-CM Codes for Mammograms
continued on next page

ICD-10-CM Codes for Mammograms
continued from previous page

Dense Breasts

Category R92 in ICD-10-CM represents “Abnormal and 
inconclusive findings on diagnostic imaging of  breast.”  This 
category contains the codes for mammographic calcifications 
and microcalcifications.  It also contains code R92.2 (Incon-
clusive mammogram).  This code has inclusion notes for the 
following terms:

• Dense breasts NOS
• Inconclusive mammogram NEC
• Inconclusive mammography due to dense breasts
• Inconclusive mammography NEC

You can find code R92.2 indexed under main term “Dense 
breasts” or “Inconclusive, mammogram.”

The ICD-9-CM equivalent to code R92.2 is 793.82 (In-
conclusive mammogram).  Code 793.82 can be assigned together 
with the screening mammogram code when a screening exam 
reveals dense breast tissue.  However, unlike its predecessor, 
ICD-10-CM code R92.2 cannot be reported on screening 
mammograms.  There is an Excludes1 note under the ICD-
10-CM screening mammogram code (Z12.31) indicating that 
R92.2 cannot be reported with Z12.31.

During 2014 Coding Strategies, Inc., queried the American 
Hospital Association’s Central Office™ about proper coding 
for a finding of  dense breast tissue on a screening mammo-
gram.  The issue was referred to the Editorial Advisory Board 
of  Coding Clinic®, and the Board’s decision was published in 
the First Quarter 2015 issue of  Coding Clinic®.  It states:

For the initial screening mammogram, assign only code 
Z12.31, Encounter for screening mammogram for ma-
lignant neoplasm.  Code R92.2, Inconclusive mammo-
gram, would be assigned for the follow-up encounter 
to describe the reason for further testing.  The intent 
of  code R92.2 is to describe the reason for the subse-
quent encounter.

In other words, you should not assign code R92.2 when a 
screening mammogram shows dense breast tissue.  However, 
you may assign code R92.2 on any follow-up imaging study (di-
agnostic mammogram, breast ultrasound, breast MRI, etc.) that 
is performed because of  the screening mammogram findings.

Scenarios

Here are some scenarios to illustrate how mammograms 
should be coded using ICD-10-CM:

http://www.codingstrategies.com
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Scenario #1:  Screening mammogram is ordered for a 
patient with family history of  breast cancer in her mother.

Z12.31 Encounter for screening mammogram for 
malignant neoplasm of  breast

Z80.3 Family history of  malignant neoplasm of  breast

Scenario #2:  Diagnostic mammogram is ordered due to a 
mass in the patient’s right breast.  The radiologist’s impression 
is right breast mass, BI-RADS® 4, biopsy recommended.

N63 Unspecified lump in breast

Scenario #3:  Diagnostic mammogram of  the left breast 
is ordered 2 years status post mastectomy for infiltrating duc-
tal carcinoma.  The mammogram is unremarkable. 

Z85.3 Personal history of  malignant neoplasm of  
breast

Z90.11 Acquired absence of  right breast and nipple

Scenario #4:  A patient self-refers for a screening mam-
mogram.  She indicates on the patient questionnaire that she 
has implants for breast augmentation and is not experiencing 
any symptoms related to the implants. 

Z12.31 Encounter for screening mammogram for 
malignant neoplasm of  breast

Z98.82 Breast implant status

Scenario #5:  A patient with saline breast implants is 
referred for diagnostic mammogram because the shape of  

her right breast has changed.  The radiologist’s impression is 
leakage of  the implant.

T85.43XA Leakage of  breast prosthesis and implant, 
initial encounter

Scenario #6:  Screening mammogram is ordered for a 
patient with no risk factors and reveals dense breast tissue.

Z12.31 Encounter for screening mammogram for 
malignant neoplasm of  breast

Scenario #7:  The patient in Scenario #6 undergoes 
screening breast ultrasound because her screening mam-
mogram was inconclusive due to dense breast tissue.  The 
ultrasound is unremarkable.

Z12.39 Encounter for other screening for malignant 
neoplasm of  breast

R92.2 Inconclusive mammogram

Conclusion

As you can see, ICD-10-CM provides a wide choice of  
codes for mammograms.  To ensure that your organization is 
prepared for implementation on October 1, it’s a good idea 
to begin practicing ICD-10-CM code assignment now using 
your current mammogram documentation.  This will give you 
an opportunity to identify any documentation problems and 
also to resolve any coding questions prior to the go-live date.

-     Article by Coding Strategies® Staff

ICD-10-CM Codes for Mammograms
continued from previous page

CMS Reports 88 Percent 
Acceptance Rate in April’s 
ICD-10 End-to-End Testing

CMS’ ICD-10 end-to-end testing of  Medicare Fee-For-
Service (FFS) healthcare providers, clearinghouses, 

and billing agencies had an acceptance rate of  88 percent 
based on a total of  23,138 test claims received from 875 
participants.  The acceptance rate for April was higher than 
January’s 81 percent based on a total of  14,929 claims from 
661 participants.  Fifty percent of  the claims for April’s test 
were for professional services and CMS identified no issues 
and had zero rejects due to front-end CMS systems issues.  
The most common reasons for rejections were non-ICD-10 
related (e.g., incorrect NPI, Health Insurance Claim Number 
or Submitter ID; dates of  service outside the range for valid 
testing, invalid HCPCS codes, invalid place of  service). The 
complete report from April’s ICD-10 end-to-end testing can 
be viewed here: http://www.cms.gov/Medicare/Coding/
ICD10/Downloads/2015-April-Testing-Results.pdf  

RCCB Welcomes Dr. Matthew 
Hawkins as ACR Liaison

The RCCB Board of  Directors is pleased to welcome Mat-
thew Hawkins, MD, as the new Liaison from the Ameri-

can College of  Radiology (ACR). The ACR Liaison serves as 
the official contact between the RCCB and the ACR and is an 
invaluable resource on the radiologic practice and coding.   

Dr. Hawkins currently serves as a member of  the ACR’s 
Economics Committee on Coding and Nomenclature.  He 
also serves as the Society of  Interventional Radiology’s 
(SIR) alternate CPT Advisor and on SIR’s Coding & No-
menclature Committee.    

Dr. Hawkins succeeds Dr. Daniel Picus. Dr. Picus has 
been the ACR Liaison to the RCCB for the past two years.  
During this time, Dr. Picus has made many important con-
tributions to the RCCB and the RCC exam.

http://www.codingstrategies.com
http://www.cms.gov/Medicare/Coding/ICD10/Downloads/2015-April-Testing-Results.pdf 
http://www.cms.gov/Medicare/Coding/ICD10/Downloads/2015-April-Testing-Results.pdf 
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Claudia Murray Becomes RCCB 
Treasurer

Claudia Murray, principal with CMC Consulting, LLC, is 
RCCB’s newest Treasurer. Ms. Murray has been on the 

RCCB Board of  Directors since December 2012.  

RCCB’s outgoing Treasurer Gordon Perlmutter, MD, had 
served on the RCCB Board of  Directors since 2011 during 
which he oversaw many improvements in RCCB’s financial 
operations.

RCCB is sincerely grateful to Drs. Picus and Perlmutter 
for their service to radiology coding and radiology coding 
professionals.

Medicare Policy

Update on LDCT Lung Cancer 
Screening

The last issue of  RCC Update (Spring 2015) contained 
detailed information about the February 5 CMS Decision 

Memo on low dose CT (LDCT) lung cancer screening.  As 
a reminder, CMS has established a long list of  requirements 
that scans must meet in order to be reimbursed by Medicare, 
including the following:

• The patient must meet certain qualifications, including 
age and smoking history.

• The initial screening exam must be ordered during 
a “shared decision making visit” with a physician or 
qualified nonphysician practitioner, and the visit must 
include specific elements such as tobacco abstinence 
counseling.

• The order for the screening must include specific 
information that must also be documented in the med-
ical record.

• The physician who interprets the study must meet 
specific education and experience criteria.

• The facility that performs the scan must meet specific 
radiation dose requirements, use a standardized re-
porting system for lung nodules, and provide smoking 
cessation interventions for current smokers.

• The facility must also collect and submit a list of  
specific data to a CMS-approved registry such as the 
ACR’s Lung Cancer Screening Registry™.

Due to the complexity of  the requirements, radiology prac-
tices who want to bill Medicare for lung cancer screening studies 
will need to plan carefully.  In an April 6 webinar the ACR re-

viewed the CMS requirements and offered a variety of  resourc-
es to help providers with implementation.  You can watch the 
recorded webinar and/or download the slides from this link:
http://www.acr.org/About-Us/Media-Center/Press-Re-
leases/2015-Press-Releases/20150407-Unprecedent-
ed-Response-to-Lung-Cancer-Screening-Webinar

Additionally, the ACR is offering a Lung Cancer Screening 
eLearning Program intended to teach providers how to im-
plement a successful lung cancer screening program utilizing 
best practices.  For more information, see:
https://shop.acr.org/Default.aspx?TabID=55&Produc-
tId=604888197

It is anticipated that CMS will issue a HCPCS G code for 
LDCT lung cancer screening, but as of  mid-June 2015, CMS 
has not yet published any coding and billing instructions, nor 
has the agency released any payment information for LDCT.  
As a result, practices can perform LDCT screening exams 
on Medicare patients, and the exams will be covered if  they 
meet all of  the coverage criteria, but claims will need to be 
held until billing instructions are received.  In the meantime, 
Medicare patients should not be asked to pay out of  pocket 
for the screening since it is a Medicare benefit.  

Medicare Advantage plans may accept the existing HCPCS 
S code (S8032, Low dose computed tomography for lung 
cancer screening), or they may require providers to wait for 
the Medicare G code, so practices will need to check with 
each plan prior to billing.

Finally, commercial insurance companies and non-Medi-
care managed care plans will set their own billing guidelines.  
You should review any information published by the payor to 
determine whether they will accept code S8032 and whether 
there are specific diagnosis codes that are required.

- Article by Coding Strategies® Staff

2015 RCC Exam Dates; No 
November Exam

The dates for the 2015 RCC exam are: 

• July 20-24
• September 14-18 (Deadline August 10th)

ICD-10 implementation is slated for October 1, 2015.  
RCCB will not be offering a November 2015 exam because: 
(1) applicants may not have sufficient mastery of  ICD-10 
to take the RCC exam in November and (2) the 2015 RCC 
exam assesses only basic ICD-10 knowledge and not the 
applicant’s proficiency with ICD-10.
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