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Chapter 1  

2005 Medicare Changes 
 

MEDICARE MODERNIZATION ACT (MMA) 
PROVISIONS OF MMA 

2005 MEDICARE PHYSICIAN FEE SCHEDULE 
 
 

This chapter provides a brief overview of the Medicare Modernization Act of 2003.  The 
information focuses on the law as it relates to oncology services.   

 
MEDICARE MODERNIZATION ACT (MMA) 
 
The Medicare Prescription Drug, Improvement, and Modernization Act of 2003, 
commonly known as the Medicare Modernization Act (MMA), was enacted in December 
2003.  The primary purpose of the MMA was to provide a prescription drug benefit under 
the Medicare program and to revise the Medicare Advantage program.      
 
Many other provisions were included in the law, including expansions of coverage of 
preventive services, and changes in payment rates for physician services and drugs 
administered in the physician’s office.  These provisions are discussed briefly below. 
 
PROVISIONS OF MMA 
 
Provisions of the MMA affecting cancer care include: 
 

• Welcome to Medicare exam.  Beginning in 2005, Medicare covers an initial 
physical exam for new Medicare beneficiaries.  The initial exam includes adult 
immunizations, electrocardiogram, pap exam, mammogram, colorectal and 
prostate screening tests, and other services.  Beneficiaries at risk for 
cardiovascular disease and diabetes can also obtain screening tests for those 
diseases.    

 
• Replacement Drug Demonstration.  For 2004-2005, MMA established a drug 

replacement demonstration program, which is discussed in Chapter 4. 
 

• Payments for Drugs and Drug Administration.  MMA revised the payments 
for drugs provided in the office setting and the payments for drug 
administration services.  These issues will be discussed in detail in subsequent 
chapters.   

 
2005 MEDICARE PHYSICIAN FEE SCHEDULE 
 
The final rule for the 2005 Medicare Physician Fee Schedule was published in the 
Federal Register on November 15, 2004.  The rule can be accessed at 
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http://www.access.gpo.gov/su_docs/fedreg/a041115c.html under the Centers for 
Medicare & Medicaid Services (CMS).  The fee schedule contains the coverage status of 
each code, the 2005 relative values for each code and the 2005 conversion factor.  The 
conversion factor for 2005 is $37.8975. 
 
Your local Medicare carrier should have available the fee schedule with the payment 
rates for each code.  The payment rates will be specific to your geographic area or 
locality.  Local Medicare carriers typically have the fee schedule available on their web 
sites.  (To find your local carrier’s web site, visit www.asco.org/cac.)  You can also find 
payment rates for your area or another area on the CMS web site at 
http://www.cms.hhs.gov/physicians/mpfsapp/default.asp.   
 
In the final rule, CMS announced a series of new temporary codes that are effective 
January 1, 2005.  The temporary codes are in the form of G-codes and represent various 
drug administration services (Appendix pp. 1 - 4).  Details on the codes and the billing of 
these codes can be found in the following chapters.   
 
CMS also released information specific to the payment of drugs under the new average 
sales price (ASP) methodology.  Details on the payments for drugs can be found in 
Chapter 4.   
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Chapter 2 

Drug Administration – Billing and Coding 
 

CHANGES IN DRUG ADMINISTRATION CODES  
 MEDICARE’S USE OF NEW DRUG ADMINISTRATION CODES 

MEDICARE G CODES FOR DRUG ADMINISTRATION 
USE OF THE G CODES 

USE OF THE NEW DRUG ADMINISTRATION CODES BY PRIVATE INSURANCE 
AND MEDICAID  

BILLING E&M VISITS ON THE SAME DAY AS DRUG ADMINISTRATION 
SERVICES 

 
 
CHANGES IN DRUG ADMINISTRATION CODES  
 
Review of existing codes 
The Medicare Modernization Act (MMA) includes a provision that drug administration 
CPT codes be reviewed to accurately reflect the resources required to perform them.  In 
2004, an evaluation of the CPT drug administration codes was performed by the 
American Medical Association’s (AMA) CPT Editorial Panel.   
 
The CPT Editorial Panel created a workgroup to perform the evaluation of the existing 
codes.  The workgroup was composed of representatives from a number of specialty 
societies, including ASCO, who reviewed the codes and submitted recommendations to 
the Editorial Panel.  Based upon the recommendations, the Panel approved substantial 
revisions to the CPT codes.   
  
Changes in 2005 and beyond 
The Editorial Panel’s approval of the codes was not completed before the publication of 
the 2005 CPT codes.  Therefore, the new and revised CPT codes for drug administration 
services will not appear until the 2006 CPT book is published.  However, CMS created a 
number of temporary G codes for use by Medicare in 2005 that correspond to the 2006 
CPT codes.    
 
The temporary codes distinguish infusions and other types of administrations for each 
drug administered and classify the administrations as hydration, therapeutic or diagnostic 
infusion or injection, or chemotherapy infusion or injection.  The irrigation of an 
implanted venous access device will also be captured by a new G code.  Table 2.1 
contains a listing of the temporary codes, their descriptions, and a crosswalk to the 2005 
CPT codes.   
 
 
MEDICARE’S USE OF NEW DRUG ADMINISTRATION CODES 
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Office Setting 
The MMA did not change the coverage of drug administration services provided in the 
office setting.  The temporary codes are to be reported for drug administration services 
provided in the office setting.   
 
Hospital Setting 
The temporary drug administration codes created by CMS are not recognized in the 
hospital outpatient setting.  Drug administrations provided in the hospital outpatient 
setting are to be reported using CPT codes.   

 
  
MEDICARE G CODES FOR DRUG ADMINISTRATION  
 
Hydration services (Codes G0345 and G0346) 
Hydration services are intravenous infusions to administer pre-packaged fluid and/or 
electrolytes (pre-packaged or mixed).  For example, administrations of normal saline, D5-
1/2 normal saline +30mEq KC1 liter 12 and magnesium would be billed as hydration.  
Hydration provided at the same time as chemotherapy to facilitate drug delivery is not 
paid separately by Medicare and should not be reported using the hydration codes.   
 
G0345 is used only if hydration is the "initial" service during the encounter (see 
discussion of "initial" services below).  If the hydration is not considered the initial 
service, then G0346 must be used to report any hydration service.  G0346 can be used in 
that situation to report each hour of hydration service (or partial hour greater than 30 
minutes).  In addition, if G0345 is used to report hydration as the initial service, G0346 is 
used to report each additional hour (or portion of an hour exceeding 30 minutes). 
 
Therapeutic and diagnostic (Codes G0347 through G0354) 
Infusions and injections of antiemetics, growth factors, or other non-chemotherapy drugs 
are captured under the therapeutic and diagnostic codes. 
 
Chemotherapy administration (Codes G0355 through G0363) 
Infusions and injections of antineoplastic agents, biological response modifiers, and 
monoclonal antibodies are reported under the chemotherapy administration codes.  These 
codes can be reported for both cancer and non-cancer diagnoses.    
 
The following drugs were listed by CMS as monoclonal antibodies:  

• infliximab 
• rituximab 
• alemtuzumab 
• gemtuzumab 
• trastuzumab 
 

The following drugs were listed by CMS as hormonal antineoplastics: 
• leuprolide acetate 
• goserelin acetate 
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These are not complete listings, and CMS does not intend to maintain or publish a 
complete listing of drugs that can be used under the chemotherapy administration codes.  
CMS will, however, rely on local Medicare carriers to provide additional guidance.  
 
USE OF THE G CODES 
 
Use of “initial” codes 
One code in each category of drug administration codes has been designated as the 
“initial”service and represents the first drug or agent administered within that category.  
The initial codes are G0345 (for hydration), G0347 (for therapeutic and diagnostic 
infusions), G0353 (for therapeutic and diagnostic pushes), G0357 (for chemotherapy 
pushes) and G0359 (for chemotherapy infusions).   
 
Only one initial code can be billed per patient encounter.  The initial code that best 
describes the service being performed that day should be reported.  The initial code does 
not have to correspond to the first service performed.  For example, if you perform 
hydration and chemotherapy infusion on the same day and the chemotherapy infusion is 
the key service, the initial code for chemotherapy (G0359) should be billed even if the 
hydration was performed prior to the chemotherapy infusion (Appendix p. 5). 
 
Use of “each additional hour” codes 
Each category of drug administration codes has a designated code for “each additional 
hour.”  This code is used to report the additional hours of infusion, after the first hour, of 
an individual drug.  For example, if a drug is administered for two hours, the “additional 
hour” code is used to identify the second hour of infusion of that drug.  The codes for 
“each additional hour” are G0346 (for hydration), G0348 (for therapeutic and diagnostic 
infusions) and G0360 (for chemotherapy infusions).   
 
In order to report an additional hour of infusion of a particular drug, the infusion time 
must last more than 30 minutes beyond the first hour.  Infusions lasting 30 minutes or 
less (after the first hour) should be rounded down and not reported.  
 
The additional hour code can be used to report infusions up to eight hours.  The first hour 
of the infusion would be captured using either the “additional sequential drug” or “initial” 
codes and the remaining hours are reported under the additional hour codes.  (The 
additional hour code can be reported up to seven times.) 
 
Multiple infusions 
The “additional sequential drug” codes are used to report the second and subsequent 
drugs administered during a patient encounter.  These codes should be used to report 
each additional drug administered. G0349 is used to report additional infused therapeutic 
and diagnostic drugs, and G0362 is used to report additional infused drugs categorized 
under chemotherapy administrations.   
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Codes were also created for “additional sequential” intravenous pushed therapeutic and 
diagnostic drugs and chemotherapy drugs.  These codes are discussed under the multiple 
pushes section below.      
 
Concurrent infusions 
A concurrent infusion is one in which two drugs are simultaneously infused.  Medicare 
created a temporary code (G0350) to identify the simultaneous infusion of two non-
chemotherapy drugs.   
 
G0350 is an add-on code and must be reported with another infusion code.  For example, 
if two non-chemotherapy agents are administered simultaneously, G0347 would be 
reported for the initial drug infused and G0350 for the concurrently infused drug.   
 
Code G0350 can be reported once per patient encounter.  If a concurrent infusion occurs 
during a separate patient encounter on the same date of service, the –59 modifier should 
be reported with G0350 (Appendix p. 13). 
   
Multiple pushes 
The G-codes for intravenous (IV) pushes that are considered the initial service in a 
patient encounter are G0353 (for therapeutic and diagnostic IV pushes) and G0357 (for 
chemotherapeutic IV pushes).   
 
Two G-codes are used to report each additional drug administered by IV push after the 
initial drug administration service -- G0354 (for therapeutic and diagnostic drugs) and 
G0358 (for chemotherapy drugs).  It is possible that an IV push of a 
therapeutic/diagnostic drug may follow a chemotherapy drug administration service 
(Appendix p. 4).     
 
Use of modifiers for multiple infusions 
CMS believes that the temporary G-code descriptions now provide clear definition of 
drug administration services and distinctions between the first and subsequent drugs 
administered.  Therefore, the –59 modifier is not needed to report multiple infusions or 
injections.   
 
However, the –59 modifier should still be used with the hydration codes to indicate that 
hydration was provided prior to or following chemotherapy.  This interpretation stems 
from Medicare’s policy that hydration must occur sequential to chemotherapy to be 
eligible for a separate payment.   
 
If two separate intravenous sites are required by protocol and/or a patient comes back the 
same day for a separately identifiable service, the –59 modifier should be used (on the 
second/separately identifiable procedure) (Appendix p. 14). 
 
Irrigation of implanted venous access device 
A G code has been established to recognize the flushing of a port – G0363.  Medicare 
will pay for this code if it is the only service provided to the patient.  If this is reported 
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with any other service, it will be considered bundled into the payment for the other 
service and Medicare will not make a separate payment for the port flush.   
 
Some local Medicare carriers have published local coverage policies and/or articles 
specifically addressing whether or not the drug used to flush a port is covered.  
Physicians should verify the local carrier’s coverage policy before billing.    
 
Related services for which no separate payment is made 
Medicare does not pay separately for certain services that accompany drug administration 
services, including starting an intravenous line, accessing an intravenous line, any local 
anesthesia, or the flushing of a line.  These procedures are considered integral to the drug 
administration service.  Supplies such as syringes, tubing and bandages are not separately 
billable.  These supplies are considered by Medicare to be incorporated into the practice 
expense amounts for each code.   
 
Billing for the administration of Leucovorin 
Leucovorin is used in some chemotherapy regimens as it enhances the antineoplastic 
effect of 5FU; however, the drug itself is not classified as an antineoplastic agent.  CMS 
has stated that local carriers have discretion to determine whether the administration of 
Leucovorin is considered as non-chemotherapy or chemotherapy.     
 
Short infusions 
An intravenous or intra-arterial push is defined as, “an injection in which the healthcare 
professional who administers the substance or drug is continuously present to administer 
the injection and observe the patient; or an infusion of 15 minutes or less.”  This 
definition will be adopted by CPT in 2006; however, Medicare has applied the definition 
to the drug administration G codes as of March 15, 2005.   
 
Therefore, when billing Medicare, infusions of 15 minutes or less are to be reported using 
the appropriate code for pushes (Appendix pp. 12 –13). 
 
Examples of coding for chemotherapy and related services 
Below, you will find two coding scenarios utilizing the new drug administration G codes.  
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Coding Example #1 
Service Time  Codes Explanation 

Hydration (saline) 9:00 to 9:35 
 
(35 minutes) 

G0346-59 The hydration service is reported 
using “each additional” hydration 
code.   The initial hour of hydration is 
not used because hydration does not 
accurately describe the key service 
performed. The –59 modifier is used 
to indicate that hydration is 
performed prior to the chemotherapy 
infusion (if performed concurrently, 
then it would not be separately 
billable). 

Antiemetic  9:35 to 10:15 
 
(40 minutes) 

G0349  A first antiemetic is infused prior to 
the chemotherapy; since it is not 
considered the “initial” (key) service, 
it is reported using an “additional 
sequential” therapeutic/diagnostic 
code. 

Chemotherapy (first 
drug) 

10:15 to 11:15 
 
(1 hour) 

G0359 Chemotherapy infusion best describes 
the key service performed; therefore, 
the first drug is reported using the 
code for the initial infused drug (first 
hour of service). 

Chemotherapy (second 
drug) 

11:15 to 12:50 
 
(1 hr & 35 
minutes) 

G0362 & 
G0360 

The second chemotherapy drug is 
reported as an “additional sequential” 
infusion.  An additional hour of 
chemotherapy infusion is also used to 
report the remaining 35-minute 
infusion of the same drug.  

Antiemetic  12:50 to 1:05 
 
(15 minutes) 

G0354 The second antiemetic was infused 
for 15 minutes; therefore, it is 
reported using the push/short-infusion 
code.   The “additional sequentially 
pushed” therapeutic/diagnostic code 
is reported. 

 
 

 - 9 -



 

Coding Example #2 
Service Time  Codes Explanation 

Antiemetic  9:30 to 9:50 
 
(20 minutes) 

G0349  A first antiemetic is infused prior to 
the chemotherapy; since it is not the 
“initial” (key) service, it is reported 
using an “additional sequential” 
therapeutic/diagnostic code.  

Antiemetic  9:50 to 10:35 
 
(45 minutes) 

G0349 (2) The second antiemetic was infused 
sequentially after the first antiemetic; 
therefore, it is reported as another 
sequential therapeutic/diagnostic 
infusion. 

Chemotherapy (first 
drug) 

10:35 to 11:05 
 
(30 minutes) 

G0359 Chemotherapy infusion best describes 
the key service performed; therefore, 
the first drug is reported as the initial 
hour of service. 

Chemotherapy (second 
drug) 

11:05 to 12:05 
 
(1 hour) 

G0362 The second chemotherapy drug is 
reported as an “additional sequential” 
infusion.    

 
  
 
USE OF THE NEW DRUG ADMINISTRATION CODES BY PRIVATE INSURANCE 
AND MEDICAID 
 
Private payors may implement some or all of these coding changes; however, some may 
continue to use CPT codes.  It is important to communicate with your insurers to verify 
how they will cover and pay for drug administration services in 2005.   
 
Many cancer patients are dually eligible under Medicare and Medicaid.  Therefore, it is 
also important to communicate with your state Medicaid agency about whether the new 
codes will be recognized.   

 
BILLING E&M VISITS ON THE SAME DAY AS DRUG ADMINISTRATION 
SERVICES  
 
Medicare does not cover a level one office visit (99211) if it is billed on the same day as 
a drug administration service.  A higher level visit may be billed if evaluation and 
management services separate from management of the drug administration services were 
furnished.  Medicare continues to require the attachment of the –25 modifier to codes for 
evaluation and management services provided on the same day as drug administration 
services to indicate that a significant, separately identifiable evaluation and management 
service was furnished.  Appropriate documentation should support the level of service 
billed.   
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(Documentation guidelines are outlined in the 1995 and 1997 E&M guidelines, which are 
available on CMS’s web site at http://www.cms.hhs.gov/medlearn/emdoc.asp.  More 
information can also be found in Chapter 11 of the 3rd Edition of Practical Tips for the 
Practicing Oncologist.) 
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TABLE 2.1 - Medicare’s Temporary G-codes for Drug Administration and  
Crosswalk to the 2005 CPT Drug Administration Codes  

2005 
Medicare 

Temporary 
Codes 

 

2005 Medicare Temporary Code Description 2005 CPT 
Codes 2005 CPT Code Description 

HYDRATION 
(APPLY TO PRE-PACKAGED FLUID AND ELECTROLYTES--MIXED OR UNMIXED)  

G0345 Intravenous infusion, hydration; initial, up to 1 
hour 

90780 Intravenous infusion for therapy/diagnosis, 
administered by physician or under direct 
supervision of physician: up to 1 hour 

G0346 Each additional hour, up to 8 hours (list 
separately in addition to code for primary 
procedure) 

90781 each additional hour, up to 8 hours (list 
separately in addition to code for primary 
procedure) 

THERAPEUTIC/DIAGNOSTIC DRUG ADMINISTRATION 
(APPLY TO NON-CHEMOTHERAPY AGENTS) 

G0347 Intravenous infusion, for therapeutic/diagnostic 
(specify substance or drug): initial, up to 1 hour 

90780 Intravenous infusion for therapy/diagnosis, 
administered by physician or under direct 
supervision of physician: up to 1 hour 

G0348 Each additional hour, up to 8 hours (list 
separately in addition to code for primary 
procedure and report in conjunction with G0347) 

90781 each additional hour, up to 8 hours (list 
separately in addition to code for primary 
procedure) 

G0349 Additional sequential infusion, up to 1 hour (list 
separately in addition to code for primary 
procedure) 

N/A N/A 

G0350 Concurrent infusion (list separately in addition to 
code for primary procedure) report only once per 
substance/drug regardless of duration, report 
G0350 in conjunction with G0345 

N/A N/A 

G0351 Therapeutic or diagnostic injection (specify 
substance or drug); subcutaneous or 
intramuscular 

90782 Therapeutic, prophylactic or diagnostic injection; 
subcutaneous or intramuscular 

G0353 Intravenous push, single or initial substance/drug 90784 intravenous  
G0354 Each additional sequential intravenous push (list 

separately in addition to code for primary 
procedure) 

N/A N/A 

CHEMOTHERAPY DRUG ADMINISTRATION CODES 
(APPLY TO NON-RADIONUCLIDE ANTI-NEOPLASTIC AGENTS, MONOCLONAL ANTIBODIES, AND BIOLOGIC 

RESPONSE MODIFIERS) 
G0355 Chemotherapy administration, subcutaneous or 

intramuscular non-hormonal antineoplastic 
96400 Chemotherapy administration, subcutaneous or 

intramuscular, with or without local anesthesia 
G0356 Hormonal antineoplastic 96400 Chemotherapy administration, subcutaneous or 

intramuscular, with or without local anesthesia 
G0357 Intravenous, push technique, single or initial 

substance/drug 
96408 Chemotherapy administration, intravenous; push 

technique 
G0358 Intravenous, push technique, each additional 

substance/drug (list separately in addition to code 
for primary procedure) 

96408 Chemotherapy administration, intravenous; push 
technique  

G0359 Chemotherapy administration, intravenous 96410  infusion technique, up to one hour 
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infusion technique; up to 1 hour, single or initial 
substance/drug 

G0360 Each additional hour, one to 8 hours (list 
separately in addition to code for primary 
procedure) use G0360 in conjunction with G0359 

96412 infusion technique, one to 8 hours, each 
additional hour  

G0361 Initiation of prolonged chemotherapy infusion 
(more than 8 hours), requiring use of a portable 
or implantable pump  

96414      infusion technique, initiation of prolonged 
infusion (more than 8 hours), requiring the use 
of a portable or implantable pump 

G0362 Each additional sequential infusion (different 
substance/drug), up to 1 hour (use with G0359) 

N/A N/A 

G0363 Irrigation of implanted venous access device for 
drug delivery systems (do not report G0363 if an 
injection or infusion is provided on the same day) 

N/A N/A 

 
Notes: 

• Certain drug administration codes do not appear in this table because the codes remain the same.  Those codes include 
90783, 90788, 96520 and 96530.  Code descriptions for these particular codes can be found in the 2005 CPT book.   

• CMS has stated that codes for the infusion of “additional sequential” drugs (G0349 and G0362) crosswalk to the old 
codes for “each additional hour” of infusion (90781 and 96412, respectively).  
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Current Procedural Terminology © 2003 American Medical Association.  All Rights Reserved.   
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Chapter 3 
Demonstration Project Related to Chemotherapy Administration 

 
 

DEMONSTRATION PROJECT RELATED TO CHEMOTHERAPY 
ADMINISTRATION 
 
Effective January 1, 2005, CMS is implementing a demonstration project that pays 
physicians who collect and report data to Medicare on side effects related to 
chemotherapy treatment.  The project is designed to gather data on quality of life 
indicators for cancer patients and to offset the reduced payments for chemotherapy 
administration services.   
 
This demonstration is a one year project scheduled to end December 31, 2005.    
 
Demonstration project administration 
Medicare has identified three areas of frequent patient concern for reporting purposes:  
nausea and vomiting, pain management, and fatigue.  CMS has established a scale with 
four levels of assessment for each of the three indicators, based on the Rotterdam 
symptom checklist, a tool developed to assess quality of life in patients living with 
cancer.  The levels are: not at all, a little, quite a bit or very much.   
 
To qualify for payment, patients being seen for a chemotherapy visit must be asked if 
they are experiencing any nausea/vomiting, pain or fatigue and at what level they are 
experiencing the side effects.  A chemotherapy visit is defined by Medicare as an 
encounter that involves chemotherapy administration by intravenous infusion or 
intravenous push to a patient with cancer.  
 
Billing and coding  
Medicare established 12 new G codes specifically for this demonstration project.  The 
codes are broken into three categories (nausea/vomiting, pain and fatigue) and then by the 
assessment level.  The G codes are listed in Table 3.1.     
 
Table 3.1.  G-codes Established for the Demonstration Project 
 
CATEGORY OF 
PATIENT 
ASSESSMENT 

G CODE DESCRIPTION / LEVEL OF ASSESSMENT 

Nausea and/or 
Vomiting 

G9021 Chemotherapy assessment for nausea and/or vomiting, patient reported, 
performed at the time of chemotherapy administration assessment level 
one:  not at all 

 G9022 Chemotherapy assessment for nausea and/or vomiting, patient reported, 
performed at the time of chemotherapy administration assessment level 
two:  a little 

 G9023 Chemotherapy assessment for nausea and/or vomiting, patient reported, 
performed at the time of chemotherapy administration assessment level 
three:  quite a bit 
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 G9024 Chemotherapy assessment for nausea and/or vomiting, patient reported, 
performed at the time of chemotherapy administration assessment level 
four:  very much 

Pain G9025 Chemotherapy assessment for pain, patient reported, performed at the time 
of chemotherapy administration assessment level one:  not at all 

 G9026 Chemotherapy assessment for pain, patient reported, performed at the time 
of chemotherapy administration assessment level two:  a little 

 G9027 Chemotherapy assessment for pain, patient reported, performed at the time 
of chemotherapy administration assessment level three:  quite a bit 

 G9028 Chemotherapy assessment for pain, patient reported, performed at the time 
of chemotherapy administration assessment level four:  very much 

Lack of Energy 
(Fatigue) 

G9029 Chemotherapy assessment for lack of energy (fatigue), patient reported, 
performed at the time of chemotherapy administration assessment level 
one:  not at all 

 G9030 Chemotherapy assessment for lack of energy (fatigue), patient reported, 
performed at the time of chemotherapy administration assessment level 
two:  a little 

 G9031 Chemotherapy assessment for lack of energy (fatigue), patient reported, 
performed at the time of chemotherapy administration assessment level 
three:  quite a bit 

 G9032 Chemotherapy assessment for lack of energy (fatigue), patient reported, 
performed at the time of chemotherapy administration assessment level 
four:  very much 

 
Physicians who report to Medicare on the level of nausea/vomiting, pain and fatigue 
experienced by their patients will be eligible for a $130 payment.  To be eligible for the 
demonstration payment, one code from each category (nausea/vomiting, pain and fatigue) 
must be reported.  Partial payment will not be made when reporting on only one or two 
categories.   
 
The demonstration project payment of $130 will be paid only once per patient per day.  
Medicare will reimburse 80% of the project payment and the patient is responsible for a 
20% co-pay.   
 

For billing purposes, Medicare assigned individual payment amounts for each assessment 
category which will total the $130 demonstration project payment.  The payment 
amounts for each category are as follows: 

 G9021-G9024  (report one code) $43.34 

 G9025-G9028  (report one code) $43.33   

 G9029-G9032  (report one code) $43.33 
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Participation  
Provider participation in this demonstration project is voluntary.  Physicians self-enroll in 
the project when they report the G codes established for this project.     
 
A nurse practitioner or other non-physician staff may conduct the assessment of side 
effects and record the results of the assessment in the context of providing an incident-to 
service.  The principal requirement for an incident-to service is that the physician must be 
present in the office suite.  The physician should follow incident-to guidelines for 
reviewing and signing off on the assessment.  CMS expects the practitioner to review the 
data as part of the patient’s assessment.   
 
Services performed by a nurse practitioner or other non-physician staff must adhere to the 
State laws defining their scope of practice.   
 
Instead of responding to questions from the physician or office staff, the patient may be 
given the demonstration project questions to read and the patient can respond orally or in 
writing.  ASCO created a document that contains the questions and a place for patients to 
write their responses (Appendix p. 18). 
 
Documentation 
Physicians participating in the demonstration project do not have to provide additional 
documentation beyond the G codes when submitting claims.  Providers should document 
interventions related to these assessments but such documentation will not be considered 
as part of the qualifying criteria for the demonstration project payment.  A CMS program 
memorandum describing the demonstration project states that, “we also expect that the 
patient’s responses will be recorded and included as part of the patient’s medical 
records.”   
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Chapter 4 
Medicare Replacement Drug Demonstration Project 

 
 

This chapter highlights changes in Medicare’s coverage for drugs since the enactment of 
MMA in 2003. 
 
MEDICARE REPLACEMENT DRUG DEMONSTRATION PROJECT 
 
Demonstration description 
CMS has implemented a Medicare Replacement Drug Demonstration to provide limited 
coverage for certain oral and other self-administered drugs until the Medicare 
prescription drug benefit becomes available in 2006.  The benefit provided by this project 
is separate from the standard benefits a beneficiary receives under the Medicare program.   
 
This demonstration project provides coverage for self-administered drugs that would be a 
“replacement” for drugs administered in the physician’s office.  Under this project, 
cancer patients may be eligible to receive coverage for some self-administered (oral) 
drugs.  For example, the cancer drug imatinib mesylate (Gleevec®) is covered under the 
project as a “replacement” to an existing Medicare-covered drug the patient is or has 
taken for the treatment of his/her condition. 
 
This project allows 50,000 Medicare beneficiaries to participate, and its limit for benefits 
is $500 million.  The original enrollment deadline was September 30, 2004.  However, 
CMS extended the deadline to December 31, 2005.  After December 31, 2005, the 
demonstration project will be terminated.   
 
The cancer drugs available under the project are listed in Table 4.1.  Drugs covered for 
other diagnoses can be found on CMS’s web site at 
http://www.cms.hhs.gov/researchers/demos/drugcoveragedemo.asp.  
 
 
Table 4.1:  Cancer Drugs Covered Under the Drug Replacement Demonstration 
Project 
 

Covered Diagnosis or Indication 
 

Drug Name  
 

Cutaneous T-cell Lymphoma Bexarotene (Targretin®) 
Non-small cell lung cancer Gefitinib (Iressa®) 

Erlotinib HCl (Tarceva®) 
Epithelial ovarian cancer Altretamine (Hexalen®) 
Chronic Myelogenous Luekemia Imatinib mesylate (Gleevec®) 
GI Stromal Tumor Imatinib mesylate (Gleevec®) 
Multiple Myeloma Thalidomide (Thalomid®) 
Breast Cancer 
             Stages 2-4 only 

Hormonal therapy 
     Anastrozole (Arimidex®) 
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     Exemestane (Aromasin®) 
     Letrozole (Femara®) 
     Tamoxifen (Nolvadex®) 
     Toremifene (Fareston®) 

Prophylactic agent to reduce ifosfamide-
induced hemorrhagic cystitis 

Mesna (Mesnex®) 

 
 
Program administration  
 
Enrollment and eligibility 
Enrollment in the Medicare Replacement Drug Demonstration project is voluntary.  The 
enrollment application for the project can be found on CMS’s web site at 
http://www.cms.hhs.gov/forms/cms10113.pdf.   
 
To be eligible for participation, a beneficiary must 1) be enrolled in Medicare Part A and 
Part B, 2) have Medicare as the primary insurer, 3) live in one of the 50 states or the 
District of Columbia, 4) have physician certification that the beneficiary needs one of the 
drugs covered under the project and 5) not have any other insurance that provides 
comprehensive drug coverage.     
 
Physicians are required to fill out the physician certification portion of the application 
(Part II).   
 
Beneficiary cost 
Beneficiaries enrolled and participating in the demonstration project are required to pay 
an annual deductible and must incur some out-of-pocket expenses.  Because the 
demonstration project started in the middle of 2004, the deductible and out-of-pocket 
expenses are higher in 2005 than 2004.   
 
For those beneficiaries with limited resources, Medicare provides some financial 
assistance.  You can find detailed information regarding the out-of-pocket expenses and 
the financial assistance available at CMS’s web site at 
http://www.cms.hhs.gov/researchers/demos/drugcoveragedemo.asp. 
 
Obtaining the drugs 
Once a beneficiary is accepted in the demonstration project, a special pharmacy card will 
be sent to him or her.  The card should be presented at the pharmacy (must be a Caremark 
participating pharmacy) whenever the beneficiary is obtaining the covered drug.     
 
If providers or beneficiaries have questions on this project or need assistance with the 
application, contact TrailBlazer Health Enterprises, LLC.  The contact information is 
provided below.   
 
 Medicare Replacement Drug Program  
 c/o TrailBlazer Health Enterprises, LLC 
 P.O. Box 5136 

 - 18 -

http://www.cms.hhs.gov/forms/cms10113.pdf
http://www.cms.hhs.gov/researchers/demos/drugcoveragedemo.asp


 

 Timonium, MD  21094 
 1-866-563-5386 
 Fax:  410-683-2933 
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Chapter 5 
Medicare Payment for Drugs 

 
PAYMENT AMOUNTS FOR 2005 AND LATER YEARS 

 
 

Medicare changed the reimbursement methodology for drugs.  This chapter provides a 
brief overview of Medicare’s reimbursement methodology and changes enacted by 
MMA.    
 
 
PAYMENT AMOUNTS FOR 2005 AND LATER YEARS 
 
Beginning in 2005, the Medicare allowed amount for drugs administered in the office is 
106% of the manufacturer’s average sales price (ASP).  Manufacturers will report ASP 
data to CMS for each calendar quarter, and that data will be used to set the Medicare 
payment rates two quarters later.  In the case of multiple-source drugs, the ASP data for 
each manufacturer will be weighted by sales volume to determine the ASP used to set the 
Medicare payment rate. 
 
Payment amounts will be revised each quarter.  However, Medicare may occasionally 
publish price corrections.  If corrections are published, previously paid claims must be 
resubmitted to your local Medicare carrier to obtain any higher payment amounts.    
 
CMS publishes the ASP payment amounts on their web site and can be found at: 
http://www.cms.hhs.gov/providers/drugs/asp.asp. 
 
Beginning in 2006, CMS is authorized to begin offering an optional method by which 
physicians can elect to obtain all physician-administered drugs from a contractor. This 
program is referred to as the Competitive Acquisition Program (CAP).  CMS is in the 
process of developing the framework for the implementation of the CAP.   
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Chapter 6 
Medicare Payment For Prolonged and Critical Care Services 

 
PAYMENT FOR PROLONGED SERVICES 

PAYMENT FOR CRITICAL CARE SERVICES 
 
Physician services that require an intense level of physician work, such as services 
furnished to a patient who has a severe drug reaction, may be reported using the 
prolonged service codes or the critical care codes.  This chapter provides a description of 
those codes and Medicare’s payment policies for those codes.   
 
 
PAYMENT FOR PROLONGED SERVICES 
 
Description of codes 
Codes 99354-99359 are used to identify prolonged physician services and are based on 
time.  These codes are billed in addition to the appropriate visit code when the time 
involved exceeds the typical time of the visit code as defined in the CPT.  Medicare 
covers the use of prolonged service codes only when the services are provided directly to 
the patient.   
 
For example, the time associated with a level four office visit is 25 minutes.  If a 
physician spent a total of 60 minutes with a patient, the prolonged service codes could be 
used to reflect time spent with the patient beyond the first 25 minutes.   
 
Billing for prolonged services 
Codes 99354 and 99355 are used to report face-to-face prolonged services provided in 
the outpatient setting.  Code 99354 is used to capture the first hour and 99355 is used to 
report each additional 30 minutes.   
 
Codes 99356 and 99357 are used to report face-to-face prolonged services provided in 
the inpatient setting.  Code 99356 is used to capture the first hour and 99357 is used to 
report each additional 30 minutes.  
 
To bill these codes, time with the patient does not have to be continuous and can be 
rounded up or down.  In order to bill for the first hour of prolonged service (99354 or 
99356), the physician must have spent at least 30 minutes of additional face-to-face time 
with the patient beyond the threshold time of the visit code.   
  

Anything less than 30 minutes is rounded down and not reported.  Services for 30 
minutes or more are rounded up to one hour.  An example of the use of the prolonged 
codes is provided in Table 6.1. 
 
Subsequent services performed after the first hour are reported in increments of 30 
minutes or more using codes 99355 and 99357.  Services for 14 minutes or less are not 
reported and services lasting 15 minutes or more are rounded up to 30 minutes.   
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Table 6.1.  Examples of use of Prolonged Service Codes 
 
Basic Service Typical Time 

for Service in 
CPT Book 

Actual Time 
Spent with 

Patient 

Codes Billed Explanation 

Level 4 
outpatient visit 

25 min. 50 min. 99214 No prolonged service 
code because less than 30 
minutes of prolonged 
service 

Level 4 
outpatient visit 

25 min. 60 min. 99214 and 
99354 

35 minutes of prolonged 
services rounds up to 1 
hour 

Level 4 
outpatient visit 

25 min. 1 hour and 40 
min. 

99214 and 
99354 and 

99355 

1 hour and 15 minutes of 
prolonged services 
rounds up to 1 hour and 
30 minutes 

 
 
PAYMENT FOR CRITICAL CARE SERVICES 
 
Description of codes 
The codes 99291 and 99292 may be used to report physician time spent with a critically 
ill or injured patient in the office.  A critical illness or injury is described as one that  
“acutely impairs one or more vital organ systems such that there is a high probability of 
imminent or life threatening deterioration in the patient’s condition.”  
 
According to CPT, critical care services are usually provided in a critical care area like an 
emergency care facility or an intensive care unit.  Medicare, however, covers these 
services if they meet the description above regardless of the location in which they are 
furnished.  Medicare will cover and pay for critical care services provided in the office 
setting when the reporting criteria are met.   
 
These services require the physician’s sole attention (the physician should not provide 
any other services to another patient during the same time).  The codes reflect the 
physician’s services directly related to the patient’s care whether those services were 
face-to-face with the patient or non-face-to-face, e.g., reviewing test results or images.   
 
Billing for critical care services 
As in the case of the prolonged service codes, time spent performing critical care services 
does not have to be continuous and can be rounded up or down.  The first 30 to 74 
minutes of critical care services performed should be reported using code 99291.  Each 
additional 30 minutes of service beyond the first 74 minutes is reported using code 
99292.   
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Documentation should include the time spent with the patient, a description of the critical 
care services performed, and a description of the patient’s treatment during the critical 
care service. 
 
If a physician provides less than 30 minutes of critical care services, only a visit may be 
billed.   
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Chapter 7 
Other Oncology/Hematology Changes 

 
BONE MARROW ASPIRATION AND BONE MARROW BIOPSY 

ROUTINE VENIPUNCTURE 
 
This chapter contains a brief overview of Medicare changes affecting other 
oncology/hematology services.   

 
BONE MARROW ASPIRATION AND BONE MARROW BIOPSY  
 
Beginning January 1, 2005, Medicare uses a new G-code (G0364) to report a bone 
marrow aspiration performed on the same date through the same incision as a bone 
marrow biopsy.  G0364 is to be reported with the bone marrow biopsy code, 38221.  
Therefore, physicians would bill both 38221 and G0364 when reporting that both 
procedures were performed during the same encounter (Appendix p. 9).   
 
If the biopsy and aspiration are performed through different incisions or in different 
patient encounters on the same day, then Medicare will make separate payments for each 
procedure.  When billing for both the bone marrow aspiration (38220) and bone marrow 
biopsy (38221) codes on the same date of service under these circumstances, the –59 
modifier is required.   
 
In this case, however, Medicare will reimburse for the procedures under the multiple 
procedure rule (Appendix p. 9), and Medicare reimburses the second procedure at fifty 
percent of the normal payment amount.  If the two procedures are reported with the 
modifier, proper documentation should support the claim.   
 
ROUTINE VENIPUNCTURE 
 
As of January 1, 2005, code G0001 for routine venipunctures for the collection of 
specimen(s) was deleted.  Medicare will now recognize CPT code 36415 (collection of 
venous blood by venipuncture); however, Medicare will not recognize 36416 (collection 
of capillary blood specimen).     
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