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Customer Service

IVR Improvements to CMN information and same/similar equipment were well received by the provider community.  Thank you!

CIGNA Government Services (CGS) will be making an effort to reduce calls and will redirect callers back to the IVR if the information is available on the IVR.  This effort will be enforced in the next 30 days (mostly related to pre-claim information requests).  There were some reports of not all equipment showing up via the IVR this will be researched.  The system will not be able to access CWF, and CWF will not hold any information on “dummy” CMNs for IRP items, etc.

Starting Oct 23 CGS will close for 2 hours every Thursday from 8:30-10:30 Central Time (unless there is an additional holiday within that week) for training purposes of the CSRs.  Requesting feedback from the council of areas where training is needed.  Address misinformation on “five-year” rule (automatic replacement of equipment).  The council felt this was more important for callers to 1-800-MEDICARE.  CGS will share this information with that contractor in future conferences where they are in attendance.

CGS stated the DME training offered by the Council to the staff on medical equipment was very helpful.  They appreciate the investment of time and resources.  

Brainstorming topic:  Holiday staffing issues, for Christmas Eve and the day after Christmas.  270/271 transactions and with the IVR it should reduce the need to speak with CSRs especially this close to holidays.  CGS will be open but will have reduced staff.

CEDI did receive the claims volume maxed out on Monday and expect another high volume today.  Claims will be back-dated.  MACs are working with CEDI to addresses issues as they pop up.  Expect claims volume to level out later this week.

Medical Review
Dr. Hoover has made efforts to provide off-site education to medical review nurses by taking them on field-trips to local providers.  They have asked that during these visits (most recently to O&P sites) that they would like to see actual patients being evaluated.  3-4 of the Medical Review staff will be going to Medtrade with Dr Hoover.  Also, due to Statement of Work requirements an OT is on staff with MR for rehab claims.  

Public meeting on three draft policies out for comment: Oral Appliances for OSA, TENS for Joint Stimulation (Bio-1000 is the only product that qualifies), Heating Pads and Heat Lamps.  We had good attendance and possibly a dozen or more via telephone.  

Dr Hoover is in the process of developing a business strategy for Medical Review in the coming budget year.  In looking at the data, 5 policy groups will be reviewed in 2009:  

1) Blood glucose monitors and 2) test strips.  Article in the DME Insider already published.  Overall increase in utilization (some expected due to aging population).  Non-Insulin treated beneficiaries for a two day period 8,000 patients that were submitted for over-utilization, totaling over a million dollars.  Not concerned about paying for supplies that are medically necessary and that are being utilized.  But increases need to be monitored.  Several studies are coming out with data that it is not necessary to test above these guidelines.  Want to make policy more user friendly, enforceable and objective at the same time. Medical review sent out letters to thee top 1500 physicians that are ordering excessive supplies.  72% order excessive supplies for all their patients.  Probe on Support Surfaces E0277 (article will be in the Insider in December).  WOPD is the biggest error found in this category. 

3) Nebulizer and drugs – Will be looking at Budesonide (J7626) and Albuterol.  November is approaching to begin downcoding of Duoneb, still have no additional direction from CMS. 

4) PMDs for the K0823 and a whole host of codes.  Utilization is on the increase.  Revamped the website to provide the intake checklists and other helpful information for these claims 

5) Enteral nutrition probably will do a widespread probe.  There have been issues with patients taking this orally and will be looking into the documented medical necessity of the pump.  Utilization has been steady.  Also use CERT results to drive error reduction.  CGS will be developing another educational article as more data becomes available on specific errors found.  Carol Bradley is a senior nurse reviewer that drafts many of the educational materials.

In response to a concern expressed by council member Jerry Francisco of Apria Healthcare, Dr. Hoover will look into the review process being applied to enteral nutrition based on a 2000 calorie diet due to discrepancies between Medical Review vs. River Trust, etc.

Are in the process of developing a new publication called “Medicare Minute”, a short video production (2-3 minutes in duration) to address various topics… the first will be on the PAP policy.  

Oxygen 1/1/09 deadline MIPAA legislation, CMS has not given any instructions on how to handle this yet.  

PAP policy out in July, retracted then finally issued in September.  Dr Hoover had over 6 formal responses that were sent out after receiving feedback.  No formal policy comment period and CMS felt that because the policy was being made more lenient to add HST over PSGs, no requirement to go to formal notice and comment.  The medical directors did speak with several agencies and individual practitioners.  Policy is effective 3/13/08 (NCD) and other requirements will become effective on 11/1/08.  

Dr. Hoover has a vision of interacting with the Jurisdiction C Council.  Dr Hoover would like to see a diversity of different specialties and all state associations represented on the council.  O&P will be a focus in the coming months.  

PAP policy title was derived because they wanted to combine RAD with the CPAPs for the OSA diagnosis.  RAD for other diagnoses is completely different.  They also considered the possibility of adding the oral appliances to this policy eventually.  They went through over 25 drafts to finalize the policy.  

Questions from the Council 

What constitutes visual inspection, there are a number of devices that give you more than just hours.  Hours used, number of sessions used greater than 4 hours (Respironics has a device that activates a session count of 4 hours plus when it has been on and in use for more than 30 minutes), Resmed also has a product.  A simple hour meter would be difficult to meet the policy criteria using only this device.  It has been stated that patients over estimate their time of use by more than an hour per night.  Use some type of notification on adherence for insurance purposes.  Providers foresee an Issue when info is downloaded by the physician and is no longer available, it must be stored and retrieved.  

A question was posed regarding a patient that has a third party insurance then comes to Medicare.  Patient needs to meet criteria at the time they become Medicare eligible (even if they only require supplies).  As a result many patients will have to be retested.  The council is seeing a lot of audit activity from OIG and CERT to produce sleep study conducted in 1996 for tubing billed in 2008.

Replacement of a CPAP that was obtained prior to Medicare eligibility requires that the patient meet criteria in place now (FTF, test and second FTF).  If the patient has Medicare and received their initial CPAP (say in 1998), never had a FTF, etc. assuming the criteria were met in 1998, that patient would not have to get another FTF or PSG/HST.

RDI was defined by National policy: start with a National Coverage Analysis then National Coverage Decision.  CMS required that LCD mirror that policy (Type 4 devices).  No latitude to redefine AHI sleep time versus RDI recording time, no other respiratory arousals to be included because of the NCD definitions.  New guidelines allow for 90% cessation.

WACH-PAT was included in first draft, in the next draft it was removed.  In the analysis there is a lot of discussion about WACH-PAT.  It was not mentioned in the NCD, could not cover that device because it does not measure airflow.  CMS sent out addendum “if don’t have a device that provides a direct but surrogate measure of airflow, then can consider the device as a possible acceptable monitoring device”.  We want to see something definitive on this.  Ideally we would like to see a sleep test policy for local carriers to implement their protocols universally.

The NCD requires a 12 week clinical evaluation, and demonstration of benefit.

Prospective effective date 11/1/08 now requires a clinical evaluation prior to dispensing CPAP.  Demonstrate benefit AHI criteria  (number of events). Follow the guidelines set forth in the decision memo on 3/13.

Regarding specific ICD-9 requirements:  327.23 issue:  Since 2006 this has been a valid code.  It should be used for all CPAPs and supplies.

Policy revision in December will go back to a quarterly release of policies unless it is necessary to release earlier.  Knee orthoses policy is ready to be published (added some codes).  Support surface policy will be updated to incorporate the new Stage 2 and Stage 3 ulcer codes released in October, 707.23 (stage 2 ulcer), and 707.24 (stage 3 ulcer).  

ICD-10 revising ICD-9 revising glucose monitor policy 249.00-249.91 (?) Diabetes secondary to…

No requirement to get a new order, but if can verbally verify a more specific code for a patient do not have to get a new order but for claim filing can use the more specific diagnosis.

Ronja Roland: Provider Outreach Education update 

CGS has increased the number of webinars, and oftentimes they have Medical review personnel available for specific questions.  Would like to improve relationship with the state associations and CGS would like to participate in more association events.  Want feedback on presentation materials and quality of information to be addressed.  CGS would like to get proactive feedback on topics that providers want to be addressed.  Medical policies translated into plain English.  CGS was asked to break down the DME MAC Insider.  CMS requires that the MedLearn articles be reproduced without alteration.  CGS   is seeking CMS guidance on promotional articles to remove flu shots etc.  

Council requests more webinars on latest and greatest.  Request that they do a webinar at state association meetings because many are afraid of the technology.  

Stamped signatures versus stamped date:  Neither is okay.

John, created a CSV for download to sort and find the information they need regarding pricing and allowables.  It was noted that in Excel this document has some additional lines for HCPCS.  

Larry Young from CMS
Regarding MIPAA and oxygen changes, has discussed with Joel Kaiser regarding pending clarifications understands they are still working on clarifications for oxygen issues.

Regarding the CMS internal discussion of the transition from ICD-9 and ICD-10 conversion, the council inquired about the consideration of an external workgroup to assist with the transition.

Education and Rehab Q5b) The PMD policy KX means two things: ADMC KX means we’ve reviewed the doc and medical necessity criteria is met, if don’t meet criteria it means supplier is responsible for ensuring that the coverage criteria is met when ADMC claim is approved.  It may be different in other jurisdictions regarding enforcement of the criteria.  CGS will accept attestation from ATP or ATS that they have no financial responsibility.  Medical Review is trying to verify credentials of the ATPs or ATSs.   Medical review has received complaints regarding suppliers not having qualified person on staff.  From the Medical Director deals with ATP ATS and ADMC.  RESNA maintains site to verify credentials on certificates, and qualifications, etc.  Looking for ___ based on the intent of the ATS ATP requirement.  Because the PT/person doing the assessment may not be skilled in tying the condition and limitations to equipment specifically therefore the ATP/ATS is required.  If the PT documents the presence of the ATP/ATS at the time of the evaluation it will be more than accepted as proof of involvement.  Do not like getting a stamped signature documenting the presence.  Ask the PT to dictate in their notes the presence of the ATP/ATS.  

Education and Rehab Q7:  Request additional information on equipment replacement after 5 years.  Bonnie Brooks formerly of the SADMERC is now with the PDAC.  Additionally Bob Stitch former medical director is also with the PDAC.  Request to pull data on E1399 combined with E1340.

PEN Infusion Q1.  Will have pump manufacturers of E0780 to contact the PDAC regarding ability to administer IVIG.

Additionally inotropic infusion therapy is being reviewed regarding intermittent Milrinone infusion should not be used due to that guideline paper that has been published.  In December 2006 American Heart Journal article published by Dr. Hoover and Dr. Hauptman regarding studies. 

Nebulizer Medication Would not revise the policy aside from a legal injunction.  Will look at nebulizer drugs and the bulk of CERT errors deal with utilization of Budesonide and policy limits of 1mg/day (62 units/month).  Pulmicort is not approved for COPD (only for pediatric for asthma indications).  Medical literature addresses its use in acute exacerbations, not for chronic long term use.  Drug being supplied have no evidence of the medical equipment to use the medication.  Benefit is for the DME, not the drug.  Also it was addressed there may be confusion in the provider community regarding dose and respective units to be billed (in .25 mg versus 0.50 mg).  Providers bill it as one unit regardless.

Accessories for non-competitive bid items expect a new modifier to distinguish whether the accessory is used with manual or power accessories.  Expect to see a KE modifier (subject to change) on items that are not competitive bid.  Attached to fee schedule is a change request. To address the 9.5% reduction on all items subject to competitive bidding - including high-end rehab.  

Roc Via

Current claims’ volume is low right now.  Reopening is also low. Redetermination is within CMS madates, but working to improve in that area.  Potential problem issues: changes in medical policy and ICD-10 transitions.  CGS is looking to update their Web site to improve user experiences.  He requested feedback from providers that use the site.  

Council offers a suggestion to enlarge the redetermination request narrative field.  They are aware of this limitation and are working to improve the form.  CGS is also looking to expand this to other forms.

CMS has awarded most of the ZPIC contracts for BIU.  Effective 11/1 Trust Solutions will no longer maintain the Jurisdiction C contract.  Had a project to address CO-184 denials for freezing physician NPI numbers.  Trying to appeal these denials and not finding success.  Request an educational article for reporting fraud and improving education.  They will handle both A and B issues.

Reopenings hotline has improved efforts to successfully answer and resolve inquiries over the phone.  No need to bypass this feature by calling customer service.

CGS is also looking to improve other options available to providers to allow faxing of other items.

Trish Zoller

Overpayment changes in effect Sept 29 Limitation of Recoupment gives providers limitation and recoupment rights, gives additional rights.  Only for recoupments that are 935 eligible, (involuntary recoupment) – provider did not request change or recoupment: Medical Review, OIG, PSC etc.  If the claims are appealed within time frames recoupment will not occur.  Given tight timelines, if appeal filed within 30 days no recoupment begins for first level of appeal.  Provider gets 60 day grace period to file second level appeal, and no recoup will occur, another 30 day grace period if ALJ or third level appeal is filed.  Interest rights  for money that was over collected.  More acknowledgement letters to notify recoupment has stopped and how many days before recoupment will begin.  CR 6183 CFR since 2006, carriers followed guidelines without CMS. Process changed between appeals and overpayment departments.  Following this protocol gets tricky with higher levels of appeals due to the inability of CGS to receive direct communication on the appeal request.  When records are requested from QIC they are notified.  However, if an ALJ appeal is filed, it is recommended that the provider contact overpayments department to notify of the ALJ request.  Also if the appeal is filed after 30 days, the offset would be stopped.  It is recommended that if an overpayment is involved, that the provider clearly identify this on the redetermination request.

Next proposed council meeting suggested for Jan 7 at Sheraton Music City or downtown Hilton (subject to change).

