
SURGEON 
CPT CODE1	 PROCEDURE	 NATIONAL AVERAGE MEDICARE PAYMENT2

32491	 Removal of lung, other than total pneumonectomy; excision-plication of emphysematous lung(s)  
	 (bulbous or non bullous) for lung volume reduction, sternal split or transthoracic approach, with or without any pleural procedure.  	 $1,441
32655	 Thoracoscopy, surgical; with excision-plication of bullae, including any pleural procedure	 911
32663	 Thoracoscopy, surgical; with lobectomy, total or segmental	 1,353
32998	 Ablation therapy for reduction or eradication of one or more pulmonary tumor(s) including pleura or chest wall when involved by tumor extension, 
	 percutaneous, radiofrequency, unilateral	 303

	 OUTPATIENT FACILITY  
	 Hospital Outpatient Department	
APC	 APC DESCRIPTION	 MEDICARE PAYMENT3

0423	 Level II Percutaneous Abdominal and Biliary Procedures (CPT code: 32998)	 $3,072

 

	 INPATIENT FACILITY 
ICD-9 CODE4	 DESCRIPTION	
32.22	 Lung volume reduction surgery	
32.28	 Other local excision or destruction of lesion or tissue of lung
	 NOTE:  ICD-9 codes are grouped into Diagnoses Related Groups (DRGs) for Medicare reimbursement using a patient’s diagnoses, procedures performed, age, sex and discharge status.   
	 One DRG is assigned to each inpatient stay. 

	 		
DRG	 DESCRIPTION	 AVERAGE LENGTH OF STAY (DAYS)5	 NATIONAL AVERAGE DRG PAYMENT 5

163	 Major chest procedures with MCC	 15.0	 $27,072
164	 Major chest procedures with CC	 8.1	 14,058
165	 Major chest procedures without CC/MCC	 5.1	 9,770
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1	All Current Procedural Terminology (CPT) five-digit numeric codes, descriptions, numeric modifiers, instructions, guidelines, and other material are copyright 2008 American Medical Association.  All Rights Reserved.
2 	Federal Register, Vol. 73, No. 223, Wednesday, November 19, 2008/Rules and Regulations.  The Physician Reimbursement Conversion Factor = $36.0666, Federal Register/ page 69726.
3 Federal Register, Vol. 73, No. 223, Tuesday, November 18, 2008/ Rules and Regulations; 2009 Hospital Outpatient Payment.
4 	Ingenix® 2009 ICD-9-CM for Hospitals-Volumes 1, 2, & 3.
5 Federal Register, Vol. 73, No. 161, August 19, 2008/ Rules and Regulations; 2009 National Average DRG Payment.

Physicians should refer to their provider Carrier Manual for their geographic payments.   

	

	 The information contained in this document is provided to help you understand the reimbursement process. It is not intended to increase or maximize reimbursement by any payor. We strongly recommend that providers consult their Payor organization 
with regard to local reimbursement policies. The information contained in this document is provided for information purposes only and represents no statement, promise, or guarantee by Ethicon Endo-Surgery, Inc. concerning levels of reimbursement, 
payment or charge. Similarly, all CPT HCPCS and ICD-9 codes are supplied for information purposes only and represent no statement, promise, or guarantee by Ethicon Endo-Surgery, Inc. that these codes will be appropriate or that reimbursement will 
be made. ICD-9 is based on the official version of the World Health Organization’s Ninth Revision, International Classification of Diseases. CPT codes and descriptions only are copyright 2008 American Medical Association. All Rights Reserved. CPT does 
not include fee schedules, relative values, or related listings. The source for this information is the Centers for Medicare and Medicaid Services and various commercial Payors. The content provided by the Centers for Medicare and Medicaid Services is 
updated frequently. It is the responsibility of the health services provider to confirm the appropriate coding required by their local Medicare carriers, fiscal intermediaries, and commercial payors.


