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VERMONT HEALTH ACCESS ADVISORY
________________________________________________________________________________________________________________________________

This Advisory Newsletter is an important link between your office and the programs administered by the Office of Vermont Health Access.  It should be read by all medical and administrative personnel in your organization.  We recommend that all issues be kept and used as a handy reference to medical assistance policies and billing matters.
EDS

 P.O. Box 888

Williston, VT 05495-0888 

800-925-1706   or   802-878-7871

ALL PROVIDERS

NEW CLAIMS MANAGER

EDS is pleased to announce Leanne Miles, CPC has accepted the position of Claims Manager.  Leanne has an extensive billing background and knowledge of Vermont Medicaid’s policy and payment procedures.

CHANGES TO COPAY

Effective July 1, 2003 the following changes to co-pay will occur for all adults on Medicaid:

Hospital Inpatient     $75.00 per admission

Hospital Outpatient  $3.00 per visit

Please note, co-payments are not required for pregnant women, children or nursing home residents.

RESUBMISSION OF CLAIMS

Please be sure to review the Remittance Advice Summary to identify your suspended claims.  Once your claim has suspended, DO NOT RESUBMIT the claim until it is finalized.  Resubmission of a claim before it is finalized will only delay the processing of BOTH claims.

UTERINE AND CERVICAL SURGERY  

Surgeries such as D&C’s and other cervical/uterine procedures are suspended for review as possible abortions.  There are many procedure codes which represent these services and there are many reasons for performing them. The problem that continues to arise is that many claims are submitted with vague diagnoses, so notes are needed to complete the review.  Always code to the highest specificity. If one of the following diagnoses must be used, attach copies of the medical and surgical history and the operative report:
621, 6218, 6219, 6221, 623, 6239, 6258, 6259, 6268, 6269, 6298, 6299.  

The proper use of the correct and accurate diagnoses will provide faster turnaround of the claim and avoid the need for attachments/notes.

DENTAL

The dental incentive program has been terminated and the funds for that program ($750,000) are to be incorporated into new rates.  A new fee schedule effective July 1, 2003 will be sent out as quickly as possible.  OVHA consulted with the Dental Society on the new rates.

PHYSICIANS/VISION PROVIDERS
MULTIPLE UNITS FOR SAME PROCEDURE PERFORMED SAME DAY

When billing for a procedure performed more than once on the same day of service, bill the appropriate procedure code with the total number of units performed on that date of service.  The end result will be one line being billed. Attach a copy of the patient record, which verifies the number of units being billed.

Second, or subsequent billings of the same procedure code on the same date of service will be denied as duplicates.  Once a unit of service has been paid, the provider will need to submit an adjustment requesting the total number of units be changed.  Attach documentation verifying the total number of units billed.

NO CHANGES TO THE SUSPENDED VISION POLICY

The General Assembly decided to extend indefinitely the rules that suspended the coverage of glasses and contacts for adults covered by the Medicaid and VHAP programs that were instituted last year.  Thus, there will be no changes in current coverage.

HIPAA HIGHLIGHTS

SECURE FAX LINES

In response to the Privacy portion of HIPAA, the OVHA, EDS and Delmarva have instituted secure fax lines.

Office of Vermont Health Access (802) 241-3079 number should be used if the fax is related to personal health information and (802) 241-1272 is available for Third Party Liability matters.

EDS has a secure fax line, which is (802) 878-3440 and Delmarva can receive Protected Health Information (PHI) at (802) 872-7760.

HIPAA OUTREACH AND EDUCATION

Did you know that PATH is sponsoring a provider education and outreach program known as HIPAA HELP?  This program makes trained HIPAA Consultants available locally to targeted Medicaid and VHAP providers within their workplace.  The program is fully funded by PATH and there will be NO CHARGE to providers for these HIPAA Consulting services.  Services will address HIPAA Privacy and Security standards.  Targeted providers who may receive services from HIPAA HELP are:

· Waiver providers (e.g., Residential Care and Adult Day Care) and podiatrists throughout the State of Vermont, and

· Family Practitioners, Pediatricians, Dentists, and rural ambulance providers, excluding Chittenden County. (Because there have been educational opportunities available to providers in Chittenden County, PATH has decided at this time to concentrate on providers located in other areas of the state.)

Examples of services available from the HIPAA consultants include: 

· Technical assistance, 

· Training on the HIPAA Privacy or Security Standards, 

· Help in finding materials on assessment and implementation activities at a level that will meet your staff’s needs; or 

· A walkthrough of your office/facility to help identify HIPAA privacy or security issues.

This outreach program is limited to only 250 onsite visits.  Providers are encouraged to invite other local providers to attend meetings at your worksites.  This approach not only allows us to serve more providers given the limited funding available, but it also allows you to form your own local HIPAA support group.  

Another value added service of HIPAA HELP is an Email account where providers may submit HIPAA Privacy and Security questions on the standards, implementation issues or business requirements.

To schedule an onsite visit, or ask your HIPAA question submit a request via email to: pathoutreach@foxsys.com. 
HOSPITALS

The Legislature adjourned late this year; therefore it left little time to provide notice about the rate increase for hospitals that will be effective July 1, 2003.  The OVHA will hold a public hearing regarding the proposed changes to the State Plan in early July.  
INSTITUTIONAL PROVIDERS
REVENUE CODES

At the present time the OVHA has decided to remain with the three-digit revenue code system. EDS will not be accepting four-digit revenue codes with the implementation of HIPAA.

REHABILITATIVE THERAPY PROVIDERS

CHANGES FOR THERAPY PRIOR AUTHORIZATIONS FOR MEDICAID PEDIATRIC BENEFITS

Therapy prior authorization requests for Medicaid beneficiaries have, up until now, gone to the Office of Vermont Health Access (OVHA) in Waterbury for medical review during the first year of coverage. Requests for coverage beyond the first year for pediatric beneficiaries have gone to Dr. Carol Hassler at Children with Special Health Needs in Burlington for medical review. Beginning on August 1, 2003 all medical review for therapies, including pediatric beneficiaries, will be conducted by the OVHA. 

All providers of therapy services should send their requests for prior authorization coverage to: 

Susan Mason PT Med, Clinical Review Unit

103 South Main St.

Waterbury VT 05671

Or

Fax to Susan Mason at (802) 241-3079

Any questions can be directed to Susan Mason at (802) 241-2765.

Therapists should use the Medicaid Request for Extension of Rehabilitation Therapy Services form, which is the same form that they have always used for prior authorization requests for the initial year of services.  Until we revise the form, please write in the “from” and “to” dates that constitute the beginning and end of the 4-month authorization period, in the space available in column 1 of the form. The CSHN Extension Form will no longer be utilized after August 1, 2003.

There is no change to the Medicaid regulations for prior authorization at this time. Medical necessity determinations for children will continue to use the information on EPSDT provided in regulations M107 and M770. This is a process change, not a regulatory change. 

If a Therapy practice wishes to begin sending their prior authorization requests to the OVHA sooner than August 1, 2003 they are welcome to do so.

Many thanks to Dr. Carol Hassler for her years of service performing the medical reviews and granting prior authorization for Therapy Services.   
PHARMACY

DRUG COVERAGE FOR OVER THE COUNTER (OTC) DRUGS

Prescribers and pharmacies have recently been asking questions about whether Vermont’s publicly funded health insurance programs can cover drugs available without prescription.  These drugs, often called over-the-counter (OTC) drugs, can often provide a reasonable clinical alternative at a lesser cost than a prescription drug. 

For Medicaid, Dr. Dynasaur, and VHAP Managed Care, OTC coverage is limited to drugs prescribed by an appropriately licensed health care professional as part of the medical treatment of a current health problem.  OTCs are generally not covered by VHAP-Limited, VHAP-Pharmacy, VScript, and VScript Expanded.  An exception, though, has been made for these programs for the coverage of Loratadine.  Loratadine, previously only available as Claritin®, has now become available over-the-counter as a generic.  Some branded versions include Alavert®, Claritin®, and Tavist® ND.  Other Loratadine generics are increasingly becoming available in the marketplace.  Historically, Loratadine has been used extensively as an allergy medication for beneficiaries with drug coverage.  This degree of use warranted an exception.  The exception applies to this drug alone and utilization of this exception will be monitored.

No prior authorization is currently required for any OTC but a written prescription is necessary.  OTC manufacturers must have an appropriate rebate agreement.  A state agreement is required for coverage under VScript Expanded and a Medicaid rebate agreement is required for all other programs. This applies to manufacturer/distributor products (for example, manufacturer brands (to illustrate, in the case of Loratadine; Alavert®, Claritin®, and Tavist®) and store brands) and to items within product lines (for example, at the time of this writing, Claritin Loratadine is available under two labeler codes; one has a Medicaid rebate agreement 

and one does not).  For all OTCs, reimbursement is limited to drugs assigned NDC numbers.  In the case of Loratadine, the pharmacy reimbursement is 

the same regardless of brand or source.  Loratadine 10mg tablets pay at $0.47 per tablet and Loratadine syrup pays at $0.076 per ml.

DURABLE MEDICAL EQUIPMENT
CLARIFICATION OF THE USE OF E1340

E1340 is the “repair or non-routine service for durable medical equipment requiring the skill of a technician, labor component, per 15 minutes” (per HCPCS 03). Please note that routine service is not billable time.

SEATING SYSTEMS

There are specific units of labor associated with the use of procedure codes W1135, W1136, and W1137. W1135 allows 2 hours of labor; W1136 allows 4 hours of labor, and W1137 allows 5 hours of labor. These codes for seating systems and associated  labor are covered under regulation M841.3 : “Reimbursement for labor associated with custom fabrication of a seating system or customizing a seating system  will be made to the DME provider up to the limit of 5 hours.”

Per regulation M841.6, “payment will not be made to DME suppliers for costs associated with fitting/evaluation of a seating system. These costs are included in the initial reimbursement for the item.”  

REPAIR

There are no specific time limits established for repairs W1132 and W1133. 

MODIFICATIONS

Modifications  billed under code W1139 have a 

3-hour limit.

BILLABLE SERVICES 

Per HCPCS 2003, “E1340 … require[s] the skill of a technician.”

Under OVHA policy labor charges include: 1) travel time for those beneficiaries who are not able to travel to the vendor’s office or therapy department for the work needed on their wheelchair and 2) the labor for the repair or modification or customization of a seating system that requires the skill of a technician. Administrative and clerical tasks, even if these tasks are performed by the technician, are not reimbursable. 

The expectation is that beneficiaries will bring their equipment to their nearest dealer location or therapy site if the therapist is involved in aspects of the modification process, if at all possible. 

It is also expected that the vendor, if billing for travel time, will make every effort to utilize travel time as efficaciously as possible by combining trips and traveling the least circuitous route. Medicaid should only be billed for the portion of the travel time that involves a Medicaid client. For example, if the technician visits 3 clients, and the second client is a Medicaid client, the expectation is that the technician will bill for travel time only between the first and second client’s home. The technician should also count travel time from the dealer location closest to the beneficiary. For example, if a beneficiary lives in Clarendon, the technician should bill from the Rutland office and not the Burlington office. 

DOCUMENTATION

Per regulation M154, “providers agree to keep necessary records as required by Medicaid regulations and make them available to authorized State and Federal officials upon request.” This means that technicians should itemize all billable time and keep this documentation in the client record.    

