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Topics covered in presentation

Section 1: The unmet patient need for postpartum contraception
Section 2: The codes used to report contraceptive services

a. Procedures
b. Supplies
c. Diagnoses

Section 3: Reporting long-acting reversible contraception (LARC) services in the 
context of immediate postpartum (IPP) services

Section 4: Accessing information concerning Medicaid IPP LARC reimbursement 
policies and identifying the most common reporting methodologies



Learning Objectives

1. Understand the benefits of offering immediate postpartum contraceptive 
services

2. Explain the appropriate use of the Current Procedural Terminology (CPT) code 
and the International Classification of Disease, Tenth Edition (ICD-10) for LARC-
related services

3. Identify resources from the American College of Obstetricians and 
Gynecologists (ACOG) available to address common LARC-related coding 
questions



UNMET PATIENT NEED
for Postpartum Contraception
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Challenges with initiating postpartum contraception

• As many as 40% of women do not return for the 6 week postpartum visit
oEven lower in under-resourced areas, further contributing to health 

disparities

• Non-breastfeeding women can ovulate as early as 25 days postpartum
o40% of women will ovulate by 6 weeks postpartum

• 57% of women are sexually active by 6 weeks postpartum

Optimizing postpartum care. Committee Opinion No. 736. American College of Obstetricians and Gynecologists. Obstet Gynecol 2018;131:e949-51. Available at: 
https://journals.lww.com/greenjournal/Fulltext/2018/05000/ACOG_Committee_Opinion_No__736_Summary__.37.aspx.  
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Challenges with initiating postpartum contraception

Patients may have difficulty returning for a postpartum visit because of:

o Childcare obligations
o Unable to get off work
o Unstable housing
o No transportation
o Communication or language barrier
o Lack of insurance coverage or potential expiration of Medicaid 

eligibility

Optimizing postpartum care. Committee Opinion No. 736. American College of Obstetricians and Gynecologists. Obstet Gynecol 2018;131:e949-51. Available at: 
https://journals.lww.com/greenjournal/Fulltext/2018/05000/ACOG_Committee_Opinion_No__736_Summary__.37.aspx.  
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What is LARC? 
• LARC stands for long-acting reversible contraception

• 2 types of LARC: the intrauterine device and the contraceptive implant, which 
are the most effective reversible forms of contraception

Long-acting reversible contraception: implants and intrauterine devices. Practice Bulletin No. 186. American College of Obstetricians and Gynecologists. Obstet Gynecol 2017;130:e251-
69. Available at: http://journals.lww.com/greenjournal/Fulltext/2017/11000/Practice_Bulletin_No__186___Long_Acting_Reversible.50.aspx.  
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Comparing LARC Methods
ParaGard®

CopperT 380A Liletta® Mirena® Kyleena® Skyla® Nexplanon®

Hormone 
and Dose Non-hormonal 52mg LNG

(18.6 mcg/day)
52mg LNG

(20 mcg/day) 

19.5mg LNG
(17.5 

mcg/day)

13.5mg LNG
(14 mcg/day)

68mg ENG
(35-45 

mcg/day)
Efficacy > 99%

FDA-
Approved 

Duration of 
Use*

10 years 6 years 5 years 3 years

Expected 
Bleeding 
Patterns 

Typically 
heavier

Typically lighter – rates of amenorrhea 
associated with hormone dose 

Typically 
lighter, often 

unpredictable

*  Ongoing studies suggest high efficacy with extended use beyond FDA-approved durations
©ACOG



What is immediate postpartum LARC?

• ACOG, CDC, WHO, and Cochrane Reviews all support immediate postpartum 
LARC as a safe and effective option

• Can be an ideal time to provide LARC methods for many women who want them

LARC methods are available to women in the 
hospital after a delivery before discharge

Long-acting reversible contraception: implants and intrauterine devices. Practice Bulletin No. 186. American College of Obstetricians and Gynecologists. Obstet Gynecol 2017;130:e251-
69. Available at: http://journals.lww.com/greenjournal/Fulltext/2017/11000/Practice_Bulletin_No__186___Long_Acting_Reversible.50.aspx.  
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IPP LARC can help meet patients’ needs
• Safe
• Convenient
• Highly effective
• Reversible
• Forgettable
• High continuation rates

©ACOG



THE CODES USED
To Report Contraceptive Services
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The Code Sets

• Procedure/Supply Codes: 
1. Current Procedural Terminology (CPT®)

• Used by physicians/providers to report procedural and cognitive services
• Known as Level I codes

2. International Classification of Disease, 10th edition, Procedural Coding System (ICD-
PCS)
• Used by hospitals/facilities to report procedures

3. Healthcare Common Procedure Coding System (HCPCS)
• Known as Level II codes
• Describes certain procedures, but most commonly used to report supplies, 

materials, etc.
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The Code Sets
• Diagnostic Codes

1. International Classification of Disease, 10th edition, Clinical Modification (ICD-10-
CM) 
• Used by hospitals/inpatient facilities to report diagnoses

15



Procedure Codes (CPT®)
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Intrauterine Contraception

58300 Insertion of intrauterine device (IUD)

Subdermal Implantable Contraception

11981 Insertion, non-biodegradable drug delivery implant



Devices (HCPCS Codes)
HCPCS Code Brand Name Description

J7296 Kyleena™ Levonorgestrel releasing intrauterine (LNG) system, 19.5 mg

J7297 Liletta® Levonorgestrel-releasing intrauterine (LNG) system, 52mg

J7298 Mirena® LNG-releasing intrauterine system, 52mg

J7300 ParaGard® Intrauterine copper contraceptive (no hormones)

J7301 Skyla® LNG-releasing intrauterine system, 13.5 mg

J7307 Nexplanon® Etonogestrel implant 68mg

17



Diagnoses (ICD-10-CM)
Initial Description Surveillance/Other

Z30.014 IUD Insertion Z30.430

IUD Checking Z30.431

IUD Removal Z30.432

IUD Removal/Reinsertion Z30.433

Z30.017 Implantable subdermal Z30.46

18



BILLING FOR IPP LARC SERVICES
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The necessity of this discussion

20

• Physicians are paid separately for LARC devices they provide in the office

• Hospitals are paid a flat rate for delivery services, which typically includes 
the LARC device 
• There’s a decided lack of motivation to provide these services
• The solution—compensate separately for the devices



44 states currently reimburse for IPP LARC

21
https://www.acog.org/programs/long-acting-reversible-contraception-larc/activities-initiatives/medicaid-reimbursement-for-postpartum-larc



22https://www.acog.org/programs/long-acting-reversible-contraception-larc/activities-initiatives/medicaid-reimbursement-for-postpartum-larc



Medicaid policies
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TOOLS FOR REPORTING 
IPP LARC SERVICES

Professional/Physician & Facility-Based Charges
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CMS* – 1500 Claim Form
• Form used nation-wide for IPP LARC 

professional charge
o Possibly required by some commercial payers for 

inpatient services

• Outpatient/Physician Service

• Physicians use this claim form to report services 

25
*Center for Medicare & Medicaid Services



UB-04 Claim Form 

• Form used nation-wide for IPP LARC facility-
based service charge

• Hospitals use this claim form to report services to 
Medicaid and most commercial insurers
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Three most common methods of 
reporting
1. Separately on CMS-1500 claim form (device)

2. Separately on outpatient UB-04 claim form

3. Separate line item on inpatient UB-04 claim form (part of 
delivery claim

27



1.  Physician use of the CMS-1500 form
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21.  DIAGNOSIS OR NATURE OF ILLNESS OR INJURY.  Relate A-L to service line below (24E). 22.  RESUBMISSION
CODE ORIG REF. NO.

A. O13.4 B. O09.33 C. O42.013 D. O60.14X0
E. Z30.430 F. Z37.0 G. Z3A.35 H. 23.  PRIOR AUTHORIZATION NUMBER

I. J. K. L.

24.A.  DATE(S) OF SERVICE
From                                            To
MM            DD           YY            MM           DD           YY

B.

POS

D.  PROCEDURES,SERVICES,OR SUPPLIES
(Explain Unusual Circumstances)

CPT                            MODIFIER

E.

DX POINTER

F.

$ CHARGES

G.
DAYS/
UNITS

I.
ID
QUAL

J.
RENDERING
PROVIDER N°

21 59400 ABCDFG 1 NPI

21 58300 51 E 1 NPI



1.  Facility use of the CMS-1500 form

29

21.  DIAGNOSIS OR NATURE OF ILLNESS OR INJURY.  Relate A-L to service line below (24E). 22.  RESUBMISSION
CODE ORIG REF. NO.

A. Z30.430 B. C. D.

E. F. G. H. 23.  PRIOR AUTHORIZATION NUMBER

I. J. K. L.

24.A.  DATE(S) OF SERVICE
From                                            To
MM            DD           YY            MM           DD           YY

B.

POS

D.  PROCEDURES,SERVICES,OR SUPPLIES
(Explain Unusual Circumstances)

CPT                            MODIFIER

E.

DX POINTER

F.

$ CHARGES

G.
DAYS/
UNITS

I.
ID
QUAL

J.
RENDERING
PROVIDER N°

21 J7298 A 1 NPI

NPI



2.  Standard delivery with subdermal implant (UB-04) 
used for facility-based service charge

42 REV CD 43  DESCRIPTION 44  HCPCS/RATE/HIPPS CODE 45 SERV DATE 46 SERV UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES

1 0636
00052433001       OR     Drug Requiring 

Detailed Coding J7307FP 1 XXXX XX

2

3

4

5

6

7

8

9

10

11

12

13

14

15

16

30

Bill Type 13x
(outpatient)



66      DX Z30.017 Z37.0 Z3A.37 O80

69 ADMT DX 70 PATIENT REASON DX

74                           PRINCIPAL PROCEDURE a.               OTHER PROCEDURE b.                OTHER PROCEDURE

CODE DATE CODE DATE CODE DATE

c.                              OTHER PROCEDURE d.               OTHER PROCEDURE

CODE DATE CODE DATE CODE DATE

31

2.  Standard delivery with subdermal implant (UB-04) used 
for facility-based service charge



2.  Standard delivery with IUD (UB-04) used for facility-
based service charge

42 REV CD 43  DESCRIPTION 44  HCPCS/RATE/HIPPS CODE 45 SERV DATE 46 SERV UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES

1 0636
50419042301     OR     Drugs Requiring   

Detailed Coding J7298FP 1 XXXX XX

2

3

4

5

6

7

8

9

10

11

12

13

14

15

16
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Bill Type 13x
(outpatient)



66      DX Z30.430 Z37.0 Z3A.37 O80

69 ADMT DX 70 PATIENT REASON DX

74                           PRINCIPAL PROCEDURE a.               OTHER PROCEDURE b.                OTHER PROCEDURE

CODE DATE CODE DATE CODE DATE

c.                              OTHER PROCEDURE d.               OTHER PROCEDURE

CODE DATE CODE DATE CODE DATE

33

2.  Standard delivery with IUD (UB-04) used for facility-based 
service charge



3.  A standard delivery with an IUD (UB-04) used for 
facility-based service charge

42 REV CD 43  DESCRIPTION 44  HCPCS/RATE/HIPPS CODE 45 SERV DATE 46 SERV UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES

1 0110 ROOM AND BOARD 840.00 3 2520 00

2 0250 PHARMACY/GENERAL 68 7999 00

3 0272 STERILE SUPPLY 3 687 00

4 0300 LABORATORY 1 138 00

5 0302 LAB/IMMUNOLOGY 4 500 00

6 0305 LAB/HEMATOLOGY 2 138 00

7 0636 DRUGS/DETAIL CODE J7297 1 2000 00

8 0710 RECOVERY ROOM 5 2247 00

9 0720 DELIVERY ROOM/LABOR 1 2372 00

10 0721 LABOR 9 2019 00

11

12

13

14

15

16

34*SC fee-for-service Medicaid



OTHER BILLING 
CONSIDERATIONS

Managed Medicaid & Commercial Payers
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Managed Medicaid and Commercial

• Most states have companies that provide coverage to their Medicaid 
patients
• States mandate payment policies differently
• Most publish specific instructions on their website or in the provider 

manual
• Internet searches typically produce results easily

36



Managed Medicaid Instructions
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https://www.aetnabetterhealth.com
/pennsylvania/assets/pdf/provider/n
otices/larc-family-planning-
notice.pdf

https://www.keystonefirstpa.
com/pdf/provider/communic
ations/fastfacts/2017/010417-
larc-payment.pdf



Managed Medicaid and Commercial

• Most states have companies that provide coverage to their Medicaid 
patients
• States mandate payment policies differently
• Most publish specific instructions on their website or in the provider 

manual
• Internet searches typically produce results easily

• Commercial insurance companies are:
• Sometimes working in cooperation with state Medicaid programs
• Recognizing the financial benefit of avoiding unplanned pregnancies

38



CONCLUSION
And Resources
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Conclusion & Key Takeaways

• ACOG Committee Opinion #670, Immediate Postpartum LARC, states that IPP 
LARC can reduce unintended pregnancy and lengthen interpregnancy intervals 

• We have reached a point where many have identified the benefits of IPP LARC
o Objections to it (primarily billing) are being overcome

• There is no single method that all payers use to report this service

• Communicate with your payers to learn their policies

• Where necessary, advocate for them to develop policies for IPP LARC, if policies 
don’t exist

40



• CMS issued formal guidance in April 2016

• The objective:

o Increase the rate and improve the content of 
postpartum visits

o Increase access the use of effective methods of 
contraception

https://www.medicaid.gov/federal-policy-
guidance/downloads/cib040816.pdf

Resources

https://www.medicaid.gov/federal-policy-guidance/downloads/cib040816.pdf


Resources

42

1. ACOG LARC Program Medicaid 
Reimbursement Webpage – click on your 
state to access instruction from your state’s 
Medicaid program

2. ACOG Postpartum Contraceptive Access 
Initiative

3. ACOG LARC Program Immediate Postpartum 
LARC Webpage

4. ACOG LARC Program Immediate Postpartum 
LARC Resource Digest

5. ACOG Committee Opinion #670: Immediate 
Postpartum Long-Acting Reversible 
Contraception

6. ACOG Practice Bulletin #121: Long-Acting 
Reversible Contraception – Implants and 
Intrauterine Devices

https://www.acog.org/About-ACOG/ACOG-Departments/Long-Acting-Reversible-Contraception/Immediate-Postpartum-LARC-Medicaid-Reimbursement
https://pcainitiative.acog.org/
https://www.acog.org/About-ACOG/ACOG-Departments/Long-Acting-Reversible-Contraception/Immediate-Postpartum-LARC-Medicaid-Reimbursement
https://www.acog.org/-/media/Departments/LARC/IPPLARCResourceDigestReplaceable.pdf
https://www.acog.org/Resources-And-Publications/Committee-Opinions/Committee-on-Obstetric-Practice/Immediate-Postpartum-Long-Acting-Reversible-Contraception
https://www.acog.org/Resources-And-Publications/Practice-Bulletins/Committee-on-Practice-Bulletins-Gynecology/Long-Acting-Reversible-Contraception-Implants-and-Intrauterine-Devices


The ACOG LARC Program can help!
• Email us: pcai@acog.org

• Find more resources online:
o https://pcainitiative.acog.org
o https://www.acog.org/programs/long-acting-reversible-

contraception-larc

• Send us your LARC-related questions:
owww.acoglarc.freshdesk.com
oThe LARC Program Help Desk is a free service open to all, ACOG members 

and non-members alike 
oAll questions will be responded to within 10 business days. 

©ACOG
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