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Applies to Products: 

☒ Senior Care Options (FIDE-SNP)   ☒ One Care (FIDE-SNP) 

 

PAYMENT POLICY STATEMENT: 

This payment policy outlines CCA payment for emergency department services in 
accordance with state and federal guidelines. 

DEFINITIONS: 

Emergency Department (ED): An organized hospital-based facility that is staffed and 
available 24 hours a day, 7 days a week, and provides unscheduled outpatient care for 
emergency medical conditions on an urgent basis. 

Emergency Services: Medical services that are furnished by a provider that is qualified 
to furnish such services and are needed to evaluate or stabilize an emergency medical 
condition. 

Observation: A short-term period of monitoring a patient’s condition without providing 
treatment unless their symptoms change or appear. 

Surgical Procedure/Outpatient Surgery: A scheduled surgical service, major or 
minor, performed on patients who do not have to remain in the hospital overnight. It is 
performed for the purpose of structurally altering the human body by the incision or 
destruction of tissues, or as a diagnostic or therapeutic treatment of conditions or 
disease processes by any instruments causing localized alteration or transposition of 
live human tissue which include lasers, ultrasound, ionizing radiation, scalpels, probes, 
and needles. 

Inpatient Stay: A period of time when a patient is admitted to a hospital or other 
healthcare facility to stay overnight or longer for treatment and care. 

Hospital: An institution in which sick or injured individuals are given medical or surgical 
treatment. 

Current Procedural Terminology (CPT): A numerical or alphanumerical five-digit code 
used to classify medical services and procedures to help report information more 
accurately and efficiently. 



 
Healthcare Common Procedure Coding System (HCPCS): (Also known as HCPCS 
Level II) An alphanumeric code starting with an alphabetical letter followed by 4 numeric 
digits; it is used to identify medical related products, supplies, and services not included 
in the CPTS codes for billing purposes. 

Revenue Codes: A 4-digit number that is used on facility claims to tell where the patient 
was when they received treatment, or what type of item a patient may have received.  

Type of Bill (TOB): A 3-digit numeric code located on an institutional/facility claim that 
describes the type of facility, type of care, and episode of care (frequency) for the 
services rendered. 

Modifier: A two-digit alphabetic, numeric, or alphanumeric code used to indicate a 
specific circumstance that altered a procedure or service without changing its definition 
or code and provides more information about the procedure or service performed. 

CMS-1450: (also known as UB-04) Claim form used for institutional (facility) services. 

CMS-1500: (also known as HCFA) Claim form used for professional services. 

Centers for Medicare & Medicaid (CMS): A federal agency that is part of the U.S. 
Department of Health and Human Services responsible for administering and managing 
the Medicare, Medicaid, State Children’s Health Insurance Program (SCHIP), HIPAA, 
and the Clinical Laboratory Improvement Amendments (CLIA) programs. 

MassHealth: The medical assistance and benefit programs administered by the 
Massachusetts Executive Office of Health and Human Services pursuant to Title XIX of 
the Social Security Act (42 U.S.C. 1396), Title XXI of the Social Security Act (42 U.S.C. 
1397), M.G.L. c.118E, and other applicable laws and waivers to provider and pay for 
medical services to eligible members. 

AUTHORIZATION REQUIREMENTS (If applicable): 

Emergency services that meet the definition of emergency or urgent do not require prior 
authorization. 

REIMBURSEMENT GUIDELINES:  

CCA reimburses medically necessary services rendered in the ED as outlined by CMS 
and MassHealth.  The covered services include any procedures (i.e. surgical, etc.) and 
ancillary services (i.e. laboratory, radiology, etc.) furnished within the ED setting.   

 

Facility ED Visit and Other Outpatient Services 

When a surgical procedure is performed in an ED setting, facilities must bill the surgical 
procedure code with the appropriate ED revenue code. When ED services result in 
outpatient surgery not performed in the ED, the facility should include the ED services 
on the same claim as the outpatient surgery. The reimbursement for the ED services 



 
resulting in surgery will not receive separate payment and will be included in the 
surgical procedure global rate unless otherwise specified in the provider’s contract. 

When the member’s level of care changes from emergency services to observation, the 
ED visit must be included on the facility outpatient claim with the observation services.  
The ED visit is considered part of the observation charge and will not be reimbursed 
separately.  

When ED services result in inpatient admission, the facility must include the ED 
services and charges on the inpatient claim.  The ED service will be considered part of 
the inpatient stay and will not be reimbursed separately. 

Does Not Reimburse  

• CCA will not reimburse for routine care services provided in the ED, including, but not 
limited to, physical exams, diagnostic tests, or preventive procedures  

• CCA will not reimburse for non-emergency follow up care that can be provided by the 
member’s PCP or applicable specialist, unless the provider is unable to render the 
necessary follow-up care or appropriate continuity of care dictates it, and it is approved 
by the PCP RELATED SERVICE POLICIES:  

Observation Services 

Preadmission Services 

AUDIT and DISCLAIMER: 

As every claim is unique, the use of this policy is neither a guarantee of payment nor a 
final prediction of how specific claim(s) will be adjudicated. Claims payment is subject to 
member eligibility and benefits on the date of service, coordination of benefits, state and 
federal cost sharing rules, referral/authorization, utilization management guidelines, 
adherence to plan policies and procedures, and claims editing logic. CCA has the right 
to conduct audits on any provider and/or facility to ensure accuracy and compliance with 
the guidelines stated in this payment policy. If such an audit determines that a 
provider/facility did not comply with this payment policy, CCA has the right to recover 
refunds from provider/facility for all payments related to non-compliance.  CCA reserves 
the right to amend this payment policy at its discretion. CPT and HCPCS codes are 
updated as applicable; provider/facility shall adhere to the most recent CPT and HCPCS 
coding guidelines. 
 

REFERENCES: 

CMS Medicare Claims Processing Manual, Chapter 4 - Part B Hospital (Including Inpatient 
Hospital Part B and OPPS) 
https://www.cms.gov/regulations-and-guidance/guidance/manuals/downloads/clm104c04.pdf 
 
MassHealth 130 CMR 410 Acute Outpatient Hospital Manual 
https://www.mass.gov/lists/acute-outpatient-hospital-manual-for-masshealth-providers  
 



 
CMS Transmittal 881 Outpatient Prospective Payment System (OPPS) Hospital Emergency 
Room Services Exceeding 24 Hours  
https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/downloads/R881CP.pdf  
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