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Effective October 1, 2025, the U.S. Centers for Medicare & Medicaid Services (CMS) has established a 

New Technology Add-on Payment (NTAP) for coronary drug-coated ballons (DCBs).1 AGENT™ Drug-

Coated Balloon (DCB) is the first and only U.S. coronary DCB and provides a new treatment option for 

patients with in-stent restenosis (ISR). NTAP payments provide additional reimbursement under the 

Hospital Inpatient Prospective Payment System (IPPS) for new devices that are considered to be a 

substantial clinical improvement over existing technology. The intent of NTAP payment is to facilitate 

Medicare beneficiary access to the advantages of innovative devices by allowing for adequate payment. 

 

The following inpatient codes for DCB procedures became effective October 1, 2024. To 

receive the NTAP, hospitals must report one of the below ICD-10-PCS codes on inpatient claims 

for cases using AGENT DCB.  

The codes are designated as non-O.R. and must be reported in addition to the percutaneous 

coronary intervention (PCI) ICD-10-PCS procedure code(s) describing preparation for treatment 

(such as angioplasty or atherectomy) for appropriate MS-DRG assignment. 

NTAP Codes for Coronary DCB 

ICD-10-PCS Code Description  

XW0J3HA   

Introduction of Paclitaxel-Coated Balloon Technology, One 
Balloon into Coronary Artery, One Artery, Percutaneous 
Approach, New Technology Group 10 

XW0J3JA   

Introduction of Paclitaxel-Coated Balloon Technology, Two 
Balloons into Coronary Artery, One Artery, Percutaneous 
Approach, New Technology Group 10 

XW0J3KA   

Introduction of Paclitaxel-Coated Balloon Technology, Three 
Balloons into Coronary Artery, One Artery, Percutaneous 
Approach, New Technology Group 10 

XW0J3LA 
Introduction of Paclitaxel-Coated Balloon Technology, Four or 
More Balloons into Coronary Artery, One Artery, 
Percutaneous Approach, New Technology Group 10 

XW0K3HA   

Introduction of Paclitaxel-Coated Balloon Technology, One 
Balloon into Coronary Artery, Two Arteries, Percutaneous 
Approach, New Technology Group 10 

 
1 CMS FY2026 Hospital Inpatient Prospective Payment System, Final Rule: CMS-1833-F. 
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XW0K3JA   

Introduction of Paclitaxel-Coated Balloon Technology, Two 
Balloons into Coronary Artery, Two Arteries, Percutaneous 
Approach, New Technology Group 10 

XW0K3KA  
Introduction of Paclitaxel-Coated Balloon Technology, Three 
Balloons into Coronary Artery, Two Arteries, Percutaneous 
Approach, New Technology Group 10 

XW0K3LA 
Introduction of Paclitaxel-Coated Balloon Technology, Four or 
More Balloons into Coronary Artery, Two Arteries, 
Percutaneous Approach, New Technology Group 10 

XW0L3HA  
Introduction of Paclitaxel-Coated Balloon Technology, One 
Balloon into Coronary Artery, Three Arteries, Percutaneous 
Approach, New Technology Group 10 

XW0L3JA 
Introduction of Paclitaxel-Coated Balloon Technology, Two 
Balloons into Coronary Artery, Three Arteries, Percutaneous 
Approach, New Technology Group 10 

XW0L3KA 
Introduction of Paclitaxel-Coated Balloon Technology, Three 
Balloons into Coronary Artery, Three Arteries, Percutaneous 
Approach, New Technology Group 10 

XW0L3LA 
Introduction of Paclitaxel-Coated Balloon Technology, Four or 
More Balloons into Coronary Artery, Three Arteries, 
Percutaneous Approach, New Technology Group 10 

XW0M3HA  
Introduction of Paclitaxel-Coated Balloon Technology, One 
Balloon into Coronary Artery, Four or More Arteries, 
Percutaneous Approach, New Technology Group 10 

XW0M3JA 
Introduction of Paclitaxel-Coated Balloon Technology, Two 
Balloons into Coronary Artery, Four or More Arteries, 
Percutaneous Approach, New Technology Group 10 

XW0M3KA 
Introduction of Paclitaxel-Coated Balloon Technology, Three 
Balloons into Coronary Artery, Four or More Arteries, 
Percutaneous Approach, New Technology Group 10 

XW0M3LA 
Introduction of Paclitaxel-Coated Balloon Technology, Four or 
More Balloons into Coronary Artery, Four or More Arteries, 
Percutaneous Approach, New Technology Group 10 

Individual coding decisions are the responsibility of the provider and should be based upon diagnosis and treatment 

of individual patients. 

 

CMS approved the maximum NTAP incremental payment of $4,013.75 for FY2026.2 

 

  

 
2 The maximum payment amount is reflective of 65% device cost; FY 2026 Hospital Inpatient Prospective Payment System (IPPS) Final Rule. 
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NTAP Payment Amount 

There is no fixed payment amount for NTAP. The exact NTAP payment a hospital will receive varies by 

discharge.  

The incremental NTAP is calculated based on the total charges for the entire inpatient hospital stay. CMS 

converts the charges into the total covered costs of the discharge by multiplying the charges by the 

hospital-specific operating cost-to-charge ratio (CCR). If the costs exceed the MS-DRG payment, NTAP 

payment to the hospital will be the lesser of two options: 

• Option 1: Maximum $4,013.75 (reflecting 65% device cost) 

or 

• Option 2: 65% of the total cost exceeding the MS-DRG payment 

 
 
Hypothetical Calculations of NTAP for an AGENT DCB Case  
For illustrative purposes only 

In this example, we assume that a hospital uses AGENT DCB during a PTCA procedure with MCC 

(major complications and comorbidities).    

Step 1 - Determine the Total Covered Costs for the Entire Hospital Stay Involving AGENT DCB  

This example assumes the following: 

- Total covered charges to be $83,3703 

- Hospital Operating CCR is 0.3 

- Hospital-specific MS-DRG 250 payment of $16,500 

 

Charge Amount for AGENT DCB 

Total Covered 
Charges 

* Hospital-Specific Operating CCR = Total Covered Costs 

$83,370 * 0.3 = $25,011 

 

Step 2 – Determine if the Total Covered Costs are Greater than the MS-DRG Payment 

Total Covered 
Costs 

- Hospital MS-DRG Payment = 
Cost Exceeding the MS-DRG 
Payment 

$25,011 - $16,500 = $8,511 

Because the cost of this case exceeds the MS-DRG payment, NTAP is calculated. 

 

 
3 Total covered charges for hospital inpatient percutaneous coronary interventions (PCI) MS-DRG 250 assessed using the FY2024 Inpatient 
Medicare Fee-for-Service claims data. Calculations listed are for illustrative purposes only. 
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Step 3 - Determine the lesser of two options: 

 

Step 4 - Calculate the total payment for the discharge: 

NTAP + Hospital MS-DRG Payment = Total Payment 

$4,013.75 + $16,500 = $20,513.75 

 

 

 

 

 

 

 

 

 

 

Note: Commercial payers are not required to follow CMS payment levels, however, some may choose to 

do so. It is recommended to reach out to commercial payers to understand commercial payer 

reimbursement for AGENT DCB. 

 

IMPORTANT 

Why is it important for a hospital to report appropriate charges for pass-through devices? Proper 

setting of charges for pass-through devices is important not only for the hospital’s payment for the device 

today, but also to ensure that the data CMS has for future rate setting under the IPPS is accurate and 

reflective of true procedure costs, including the true cost of the device. 

 

Option 1: 

OR 

Option 2:  

Maximum NTAP 
Cost Exceeding the 
MS-DRG Payment 

* 65% = 
65% of Cost Exceeding 
the MS-DRG Payment 

$4,013.75 $8,511 * 0.65 = $5,532.15 
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FREQUENTLY ASKED QUESTIONS 

 

When is NTAP effective? 

The NTAP payments for AGENT DCB go into effect for hospital inpatient discharges occurring 

on or after October 1, 2025. This NTAP is anticipated to be eligible for two years. 

 

Is NTAP device specific? 

The AGENT DCB ICD-10-PCS codes are required for this NTAP. While the codes do not specify 

the AGENT DCB device, AGENT DCB is the only device in the U.S. market that can be 

appropriately described by these NTAP-related ICD-10 PCS codes. 

 

Does NTAP pay for multiple AGENT DCB devices? 

NTAP is paid on a per discharge basis and not per unit. However, part of NTAP’s calculation 

factors in the total costs of the technologies used during the stay (including multiple units). The 

NTAP payment will range between $0 and $4,013.75 for each eligible discharge claim, 

regardless of how many AGENT DCBs are used in the procedure. 

 

Is NTAP FDA indication specific? 

The AGENT DCB ICD-10-PCS codes that are designated and required for this NTAP do not 

include information specific to the FDA indication. It is always the provider’s responsibility to 

determine medical necessity. It is important to note that it is the provider’s responsibility to 

accurately document the procedure performed to demonstrate what is medical necessary and 

reasonable to obtain proper reimbursement. Boston Scientific cannot guarantee coverage or 

payment. 

 

What are the billing requirements to receive an NTAP payment?  

There are no special billing requirements placed on the hospital for processing the NTAP 

payment, other than using the appropriate ICD-10-PCS codes that describe the use of AGENT 

DCB as part of the procedure. The use of any of the 16 AGENT DCB ICD-10 PCS codes will 

trigger a calculation of the NTAP payment by your Medicare Administrator Contractor’s claims 

processing system. 

 

Is there a fixed payment amount the AGENT DCB NTAP?  

The NTAP amount is not a fixed amount and can vary for each case. It is calculated on a case-

by-case basis. As explained in the preceding examples, CMS has determined that the maximum 

incremental NTAP amount that a hospital can receive (in addition to the full DRG payment) is 

$4,013.75 per discharge. The exact payment amount per case is not fixed and depends on the 

total costs of the discharge, including other technologies used during the case.  Some cases will 

not be eligible for an NTAP payment. 
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FREQUENTLY ASKED QUESTIONS, cont’d 
 

What should you do if your hospital encounters issues or denials with claims when 

billing the AGENT DCB ICD-10-PCS codes? 

The best source of information regarding claims processing issues is the payer – the Medicare 

Administrative Contractor (for traditional Medicare A/B patients). Providers should contact the 

appropriate payer to report the problem and seek clarification about the issue.  

Please contact us at IC.Reimbursement@bsci.com with the details of the issue for 

additional support and guidance. 

 

What is the total payment amount for the inpatient discharge when AGENT DCB was 

used if it qualifies for an NTAP?  

The total payment amount for a case that qualifies for an NTAP will consist of the full MS-DRG 

payment + NTAP. In other words, the NTAP amount is added to the hospital’s specific DRG 

payment and those together equal the total payment. 

 

How is the actual cost of the discharge determined?  

CMS derives the total covered cost of the discharge based on the total covered hospital charges 

for each case and the hospital’s inpatient operating cost-to-charge ratio determined from its cost 

report. 

 

What is the hospital-specific NTAP payment amount? 

CMS calculates the MS-DRG payment for each hospital specifically based on the total charges 

reported by the hospital for the entire stay. The charges are converted to costs based on the 

hospital-specific Cost-to-Charge ratio (CCR). The costs are then adjusted by several factors 

such as the geographic wage index. These adjustments ultimately lead to a hospital specific 

MS-DRG payment, a portion of which is then compared with the maximum payment of the NTAP 

to derive the hospital specific NTAP payment. 

The CY 2026 CCRs by provider number are available at: 

https://www.cms.gov/medicare/payment/prospective-payment-systems/acute-inpatient-

pps/fy-2026-ipps-final-rule-home-page. Locate the ‘Impact File and Supporting Data Files’ 

link. The following file contains Operating CCR by provider: 1. FY 2026 Final Rule, 

Correction Notice and Interim Final Action with Comment Period Impact File.  

If you would like assistance locating your CCR, please contact us by email at 

IC.Reimbursement@bsci.com. 

 

 

mailto:IC.Reimbursement@bsci.com
https://www.cms.gov/medicare/payment/prospective-payment-systems/acute-inpatient-pps/fy-2026-ipps-final-rule-home-page
https://www.cms.gov/medicare/payment/prospective-payment-systems/acute-inpatient-pps/fy-2026-ipps-final-rule-home-page
mailto:IC.Reimbursement@bsci.com
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IMPORTANT INFORMATION 

Health economic and reimbursement information provided by Boston Scientific Corporation is gathered 

from third-party sources and is subject to change without notice as a result of complex and frequently 

changing laws, regulations, rules, and policies.  

This information is presented for illustrative purposes only and does not constitute reimbursement or 

legal advice.  

Boston Scientific encourages providers to submit accurate and appropriate claims for services. It is 

always the provider’s responsibility to determine medical necessity, the proper site for delivery of 

any services, and to submit appropriate codes, charges, and modifiers for services rendered.  

It is also always the provider’s responsibility to understand and comply with Medicare national coverage 

determinations (NCD), Medicare local coverage determinations (LCD), and any other coverage 

requirements established by relevant payers which can be updated frequently. Boston Scientific 

recommends that you consult with your payers, reimbursement specialists, and/or legal counsel 

regarding coding, coverage, and reimbursement matters.  

Payer policies will vary and should be verified prior to treatment for limitations on diagnosis, coding, or 

site of service requirements.  

Boston Scientific does not promote the use of its products outside their FDA-approved label.  

The coding options listed within this guide are commonly used codes and are not intended to be an all 

inclusive list. We recommend consulting your relevant manuals for appropriate coding options.  

This coding information may include codes for procedures for which Boston Scientific currently offers no 

cleared or approved products. In those instances, such codes have been included solely in the interest of 

providing users with comprehensive coding information and are not intended to promote the use of any 

Boston Scientific products for which they are not cleared or approved. The Health Care Provider (HCP) is 

solely responsible for selecting the site of service and treatment modalities appropriate for the patient 

based on medically appropriate needs of that patient and the independent medical judgement of the 

HCP.  

Current Procedural Terminology (CPT) codes, descriptions and other data only are copyright 2024 

American Medical Association. All rights reserved. CPT® is a registered trademark of the American 

Medical Association.  

Applicable FARS/DFARS Restrictions Apply to Government Use. Fee schedules, relative value units, 

conversion factors and/or related components aren’t assigned by the AMA, aren’t part of CPT, and the 

AMA isn’t recommending their use. The AMA doesn’t directly or indirectly practice medicine or dispense 

medical services. The AMA assumes no liability for data contained or not contained herein. All 

trademarks are the property of their respective owners.  

Information included herein is current as of September 2025 but is subject to change without notice. 

Rates for services are effective October 1, 2025. NTAP codes and payments are effective October 1, 

2025. 


