
SURGEON
CPT CODE1	 PROCEDURE	 NATIONAL AVERAGE MEDICARE PAYMENT2

45560	 Repair of rectocele (separate procedure)	 $700
57250	 Posterior colporrhaphy, repair of rectocele with or without perineorrhaphy	 682
57268	 Repair of enterocele, vaginal approach (separate procedure) 	 489
57270	 Repair of enterocele, abdominal approach (separate procedure) 	 810

	 OUTPATIENT FACILITY 
	 Hospital Outpatient Department	
APC	 APC DESCRIPTION	 MEDICARE PAYMENT3

0150	 Level IV Anal Rectal Procedure (CPT code: 45560)	 $2,307
0195	 Level VII Female Reproductive Procedure (CPT codes: 57250, 57268)	 2,521

	 Freestanding Ambulatory Surgery Center		
CPT CODE	 DESCRIPTION	 MEDICARE PAYMENT4

45560	 Repair of Rectocele	 $1,331
57268	 Repair of Bowel Bulge	 1,454
57250	 Repair Rectum and Vagina	 1,454 

 
	 INPATIENT FACILITY 
ICD-9 CODE5	 DESCRIPTION	
70.52	 Repair, rectocele
70.92	 Other operations, vaginal and cul-de-sac, other
	 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)6	 NATIONAL AVERAGE DRG PAYMENT6

329	 Major small & large bowel procedures with MCC	 15.1	 $29,966
330	 Major small & large bowel procedures with CC	 8.9	 14,591
331	 Major small & large bowel procedures without CC/MCC	 5.1	 9,153
746	 Vagina, cervix & vulva procedures with CC/MCC	 4.0	 7,317
747	 Vagina, cervix & vulva procedures without CC/MCC	 1.7	 5,089
748	 Female reproductive system reconstructive procedures	 1.7	 5,320
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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 2011 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.


