Jurisdiction C Council

Questions – October 14, 2008

Addendum

Stamped Dates

Dr. Hoover asked that a correction be added to a statement he made during the Council meeting concerning “stamped dates.”  The Change Request from CMS regarding stamped signatures also addresses stamped dates.  Neither stamped signatures nor stamped dates will be accepted on medical records.

Effective Date of Face-to-Face Clinical Evaluation

Dr. Hoover asked that an answer he gave concerning the new PAP policy be clarified.

“What is the effective date of the face-to-face clinical evaluation?

Correct Answer:  DOS on or after March 13, 2008.

Explanation: In the meeting I stated I thought there was an oversight in not putting the November 1, 2008 prospective date for that initial coverage criterion requiring a face-to-face clinical evaluation since it was there in the earlier draft.  In looking back over my notes on the various drafts, I recalled that when we moved the specific elements required to be addressed in the clinical evaluation (BMI, neck circumference, Epworth, etc.) to the Documentation Section, there was no longer a need to set a prospective date since the clinical evaluation requirement was contained in the NCD.”
NPI reporting for Referring Physicians

During the Council meeting it was noted that using a supplier’s NPI in box 17b of the CMS-1500 form was discontinued on September 12, 2008.  In researching this, POE found that this was incorrect.  CMS instructions on this, as reported in CR-5771 and CR-6093, direct suppliers to use their own NPI whenever they are unable to obtain the referring provider’s NPI, or if the item being dispensed was not ordered by a physician.  The effective date for both CR’s is May 23, 2008.

CR-5771

http://www.cms.hhs.gov/MLNMattersArticles/downloads/MM5771.pdf
CR-6093

http://www.cms.hhs.gov/MLNMattersArticles/downloads/MM6093.pdf
Reporting Fraud

During the Council meeting it was mentioned that supplier’s are frustrated with the inability to contact the Jurisdiction C PSC to report possible fraudulent activities.  Below is the address to the TrustSolutions website for reporting of fraud.

http://www.trustsolutionsllc.com/TSContacts.asp
Jurisdiction C Council

Questions – October 14, 2008

Education & Rehab 

1.  If a physician writes an order on a prescription, signs and dates it, does it have to have another date at the top? Physicians do not date an order twice unless the start date is in the future or a completely different date from signature date.  If two dates are required, where is this written?

Response: According to the Program Integrity Manual (IOM 100-08, Chapter 5, Section 5.2 or Jurisdiction C Supplier Manual Chapter 3), All (detailed written) orders must clearly specify the start date of the order.  This does not necessarily mean that two dates are required; a second date would be required if a verbal or preliminary written order was provided on a date different than the detailed written order.          
2.  Do all walkers and accessories need a KX modifier? If so when did this change & where is it written?
Response: According to the LCD for Walkers, the KX modifier is only required for heavy duty walkers (HCPCS E0148 and E0149) to document that the weight requirements for coverage are met and are documented in the patient’s medical file.  This has not recently changed. 

3.  Is there a rule stating that an item in the inexpensive/routinely purchased category has to be rented if length of need is less than 4 months, even if the beneficiary wishes to purchase it? If so where is this written?

Response: According to IOM 100-04, Chapter 20, Section 30.1 and the Jurisdiction C DME MAC Supplier Manual, Chapter 3,  For this type of equipment, contractors pay for rentals or lump-sum purchases. However, with the exception of TENS (see 30.1.2) the total payment amount may not exceed the actual charge or the fee schedule amount for purchase.  There is no rental requirement for IRP items, except for TENS units used for acute post-operative pain (coverage is usually limited to 30 days following surgery).  Because the medical need generally ends during the required TENS trial period for acute post-operative pain, no purchase is usually allowed in this situation.

4.  In the ADMC process, can a reviewer decide that the physicians' signature is not valid? Recently an ADMC nurse questioned physicians' signatures as a reason for denial. (example to be provided at the meeting)


Response:  There are numerous reasons why a physician’s signature may not be valid and it is acceptable for CGS MR Nurses to deny a claim if the signature is not valid.  For example, stamped signatures are no longer accepted on orders, CMNs and DIFs.  If the question relates to an issue regarding the handwriting itself, MR nursing staff are not “handwriting experts”; however, they are allowed to question and potentially deny a claim if there is a concern about the authenticity of the physician’s signature that would be readily apparent to a layman.


5.  (a.)Other ADMC issues; faxes lost when there are confirmations of receipt, (b.) the specialty evaluation named the ATS as being present but the ATS did not sign the physical therapy note (hospital did not want them to sign off since they were not a hospital employee) and the ATS did the home evaluation signed and dated, but were told this was not enough. (example to be provided at the meeting).  (c.)Can we get an update on time frames related to ADMC process?


(a.) Response: We assume that “confirmation of receipt” means that they received a printout from their fax after transmission as opposed to calling Customer Service and being told that the request was received. In that case, suppliers should make sure they are using the dedicated ADMC fax line. That number is 615.782.4647. Alternately, suppliers can mail the request to:

CIGNA Government Services 
ATTN: ADMC 
P.O. Box 20010 
Nashville, TN 37202

Make sure that the first page of the request clearly indicates that it is an ADMC request. We have developed a form that suppliers can use as a cover sheet for either faxing or mailing ADMC requests to CGS. We strongly recommend that suppliers use this form since it helps our employees readily recognize the document as an ADMC request and also contains all the required demographic information. This form is available under the Forms section of the DME MAC Jurisdiction C website.

If suppliers are following the above recommendations and still having trouble with lost faxes, we need more information about the frequency of occurrence, time and dates of transmission, etc. so that we can troubleshoot the issue further. 

(b.) Response: In the above situation, we will accept that the supplier meets the requirement of employing an ATP or ATS who had “direct in-person involvement in the wheelchair selection process” if: 

· The specialty evaluation lists the name, title and employer of the ATP or ATS;

· The evaluation includes a statement that this person was present and took part in the specialty evaluation; and

· The supplier provides proof (copy of certificate or internet print-out) of RESNA certification.

A home assessment completed by a supplier-employed ATS/ATP does not meet the requirement for “direct in-person involvement in the wheelchair selection process” unless the documentation shows how the ATS/ATP applied the assessments and measurements to the wheelchair selection process. In other words, the ATP/ATS needs to assess the beneficiary as well as the home and document findings and recommendations.

(c.) Response: The CMS requirement is that ADMC requests be processed within 30 days of receipt. We are currently meeting this metric by completing cases in less than 30 days (sometimes within a week or two of submission)exceeding this metric. Variables such as number of requests received and staff availability impact the turn around time of these requests.


6.   What is required as proof that the ATS was present and personally involved in the selection process? 
 

Response:  Evidence of this involvement may include: (1) Participation in the specialty evaluation conducted in a multi-specialty clinic.  While the supplier’s ATS or ATP may not conduct the specialty evaluation, their presence is often requested by the physician or other healthcare practitioners involved in the beneficiary’s care.  The supplier’s ATS or ATP should request that the person conducting and documenting the specialty evaluation include their name and credentials in the final report.  For example:  “Ms. Jones was evaluated today for a power mobility device.  Present for the evaluation was Dr. Smith, Ann Jones, PT and Bill Doe, ATP from XYZ Mobility.” (2) Evaluation at the supplier’s or beneficiary’s location.  A critical component in the provision of a PMD is ensuring that the wheelchair and accessories selected is appropriate for the beneficiary and meets their unique, individual needs.  This often includes taking trunk and limb measurements, seating and positioning needs and other observations about the beneficiary and their ability to use a PMD.  This interaction should be documented by the ATP or ATS conducting the evaluation and signed and dated by the ATP or ATS, including their credentials.

For more information about ADMC documentation requirements, we suggest referring to the following online articles:

Power Mobility Documentation Requirements http://www.cignagovernmentservices.com/jc/pubs/news/2008/0708/cope7962.html
Frequently Asked Questions: Power Mobility Devices – ATS/ATP Requirements

http://www.cignagovernmentservices.com/jc/help/faqs/power_mobility_FAQs.html
7.  Medicare Benefit Policy #100-02, Transmittal 30, Section C, includes the statement “irreparable wear refers to deterioration sustained from day-to-day usage over time”.  Replacement of equipment due to irreparable wear takes into consideration the reasonable useful lifetime of the equipment. If the equipment has been in continuous use by the patient on either a rental or purchase basis for the equipment's useful lifetime, the beneficiary may elect to obtain a new piece of equipment.  Does this mean that if the equipment is worn out from daily usage, the beneficiary requests new equipment instead of repairs and their physician affirms their need for new equipment, it will be covered?  If so, what documentation of "irreparable wear" is required? 

 

Response:  Medicare will consider coverage for replacement of patient-owned equipment if the useful lifetime has been fulfilled and the item requires replacement due to normal wear and tear.  Examples of documentation to support replacement would include: documentation that replacement is more economical than repair (i.e., repair cost exceed replacement); the parts for repair are no longer available; etc.

PEN-Infusion 
1.  Follow up to October question regarding the pump code for subcutaneous immune globulin.  Please help us understand why E0779 is the only payable code.  The definition of E0779 is:

	E0779
	AMBULATORY INFUSION PUMP, MECHANICAL, REUSABLE, FOR INFUSION 8 HOURS OR GREATER

	E0780
	AMBULATORY INFUSION PUMP, MECHANICAL, REUSABLE, FOR INFUSION LESS THAN 8 HOURS


Please consider adding E0780 as well as the length of infusion may be less than 8 hours.

Response: E0779 was the only pump code requested by the manufacturer of the SCIG when the coverage was added by Medicare and this is why it is the only pump approved for use.

2.  Please confirm that if a patient is started with an infusion via external infusion pump in a physician office or an infusion suite and then completes the infusion at home, that the DME MACs have jurisdiction for this type of service.   Please also confirm that place of service of home is accurate for this scenario.

Response: According to the Article for External Infusion Pumps (A20210), Injectable drugs administered in a physician's office, whether with or without a pump, must be billed to the local carrier and not the DME MAC. Drugs put into an infusion pump in the physician's office for use in the patient's home must be billed to the DME MAC if the pump is billed to the DME MAC.  If the drugs are administered in the patient’s home the place of service code submitted would be 12- Home.  If the drugs are administered in the physician’s office the place of service code submitted would be 11- Office.

3. Can you please explain when place of service 01 ‘pharmacy services’ should be used?
Response: Place of service codes for claims submitted by the DME MAC are defined by where the patient will use the item provided.  Place of service code 01- Pharmacy would be submitted on the claim if the item is provided for use in the pharmacy.  Please review Chapter 6 of the Jurisdiction C DME MAC Supplier Manual for a full list of covered place of service codes.  

Respiratory   
 

PAP:

PAP LCD - Revised MLN Matters - MM6048 
NOTE: Transmittal 94, dated August 29, 2008 rescinds and replaces Transmittal 91, dated July 25, 2008. The only change is a clarification to the verbiage under the Policy section of the Business Requirements at I. B.3. All other information remains the same. Additionally, this clarification does not in any way constitute revisions to the corresponding NCD at 240.4 of Pub 100-03. 
SUBJECT: Continuous Positive Airway Pressure (CPAP) Therapy for Obstructive Sleep Apnea (OSA) 
The AHI is equal to the average number of episodes of apnea and Hypopnea per hour of sleep. The RDI is equal to the average number of respiratory disturbances per hour of continuous monitoring.

Local contractors shall, as needed, determine the equivalent test result criteria corresponding to the required AHI or RDI for Type IV devices measuring 3 or more channels that do not measure AHI or RDI directly. 

1.  Will the above CMS definition of RDI replace the RDI definition in the PAP LCD?  

Response:  The revised LCD published on September 18, 2008 took into account the above instructions from CMS.  The relevant language from the PAP LCD incorporating this CMS instruction may be found in the Sleep Test section under the criteria for the various types of home sleep tests:

Type IV device – Monitors and records a minimum of three (3) channels that allow direct calculation of an AHI or RDI as defined above. Devices that record channels that do not allow direct calculation of an AHI or RDI may be considered as acceptable alternatives if there is substantive clinical evidence in the published peer-reviewed medical literature that demonstrates that the results accurately and reliably correspond to an AHI or RDI. This determination will be made on a device by device basis. Currently there is no device that indirectly measures AHI or RDI that meets this criterion.

2.  Is the revised MM6048 PAP instruction the final changes received from CMS? 

Response:  The DME MAC medical directors do not anticipate any additional instructions from CMS.

3.  Question # 23 on the final July Q/A was supposed to have been revised to ensure receipt of accurate direction. Suppliers previously received from CMS/Palmetto GBA in April 2003; the attached directive for DX codes changes that affected supplier’s existing completed CMNs and/or Written Orders. 

July Q&A 

Q#23:  If a CMN comes back with only one diagnosis and it is not to the highest level of specificity, can a phone call be made to the physician's office to confirm the 4th and/or 5th digit, or must the CMN go back for corrections?  If a CMN comes back with multiple diagnoses on the CMN and only one of them is not in its highest level of specificity, can a phone call be made to the physician's office to confirm the 4th and/or 5th digit, or must the CMN go back to the physician for corrections? 

CGS Response:  It is necessary to have the physician correct and approve any changes to a completed CMN.  According to the CMN completion instructions on the back of each CMS form, all questions in Sections B must be completed by either the physician or an employee of the physician must sign and date the final CMN. 

You may also refer to the Jurisdiction C DME MAC Supplier Manual, Chapter 4, which reads as follows: "If there is a change made to any section of the CMS after the physician has signed the CMS, the physician must line through the error, initial and date the correction; or the supplier may choose to have the physician complete a new CMN."

Revised Question # 23

A CMN or Detailed Written Order has a DX code indicated that is not valid, (the required 4th and/or 5th digit) is missing to show the highest level of specificity or the current CMN/Written Order was obtained prior to the implementation of a revised required DX code such as the 327.23 diagnosis for PAP being the required diagnosis for OSA to submit on the claim, as long as we can verify from the physician and his medical record, sleep study or physician's office that the patient has OSA, that we can indicate 327.23 on the claim without having to send back the prescription to the physician for diagnosis correction?  

Prior Direction:

**If an ICD-9 code entered on an order or CMN is not valid for the date of service on the claim or is not the highest level of specificity, suppliers are not required to obtain a new/revised order and/or CMN. Suppliers may instead use other sources of information described above to determine the appropriate ICD-9 codes to enter on the claim. However, suppliers are reminded that ICD-9 diagnosis codes that are entered on a claim must be supported by information in the patient's medical record and that this information must be available to the DMERC on request.

Response:  For items requiring a Certificate of Medical Necessity (CMN), it is necessary to have the physician correct and approve any changes to a completed CMN.  According to the CMN completion instructions on the back of each CMS form, all questions in Sections B must be completed by either the physician or an employee of the physician must sign and date the final CMN. 

For items that do not require a CMN, the supplier may indicate the correct diagnosis on the claim based on information obtained from the physician or the patient’s medical records.  There is no longer a requirement for the diagnosis to be listed on the prescription/order. 
Oxygen:

The Oxygen LCD Indicates the following: Section 5101(b) limits the total number of continuous rental months for which Medicare will pay for oxygen equipment to 36 months. After the 36th month, the beneficiary will own the oxygen equipment. For beneficiary owned gaseous or liquid oxygen systems, Medicare will continue to pay for the oxygen contents. In addition, Medicare will pay for reasonable and necessary maintenance and servicing (i.e., parts and labor not covered by a supplier's or manufacturer's warranty) of beneficiary owned equipment (including oxygen concentrators). This provision is effective January 1, 2006. For beneficiaries receiving oxygen equipment on December 31, 2005, the 36-month rental period begins on January 1, 2006.

1.  The Medicare Improvements for Patients and Providers Act of 2008 was enacted on July 15, 2008.  The Act was passed indicating oxygen equipment would cap at the 36 month of rental payment and that ownership would remain with the supplier. 

A. Is this the rule? 
      Response: Yes.

B. If so have your received instructions from CMS regarding allowances for maintenance and service payments to suppliers for oxygen equipment  provided to Medicare beneficiaries after the 36 month rental period?
Response: Not at this time.  We expect to receive the final instructions in the near future, at which time we will notify Jurisdiction C suppliers via ListServ.  The Provider Outreach and Education team also currently plans to hold a specialized webinar and Ask the Contractor (ACT) call specific to MIPPA Oxygen rules.
C. The Council requests clarification on the ownership of oxygen equipment at the end of 36 month rental period, the provision of maintenance and services fees and how these changes will affect the supplier and the beneficiary?

Response: Please refer to Oxygen question 1-B (above).

2. Has CIGNA received any clarification from CMS on how services and supplies on capped oxygen equipment will be handled?  If not can CIGNA push CMS for clarification on how these items will be handled?  The CAP begins 01/09 and providers and beneficiaries are anxious to know what this will entail.

Response: CIGNA Government Services recently reached out to CMS for additional clarification and was advised that further instructions will be released in the near future.

Nebulizer Medications:

1.  How can the CMS make the decision to down code prescribed drugs to a different drug that they have decided is the least costly "medically appropriate alternative" without consideration of federal and state pharmacy laws or consideration of the treating physician’s order and treatment regimen prescribed for his/her patient/beneficiary?  

Response:  Least Costly Alternative is a statutory authority related to payment methodology, not a requirement to dispense a different drug.  Least costly alternative payment means, in essence, “If you dispense drug X, we’re only going to pay you as if you dispensed drug Y.” 

2.  How could the CMS eliminate the coverage of compounded nebulizer medications; when the draft Nebulizer LCD published and submitted for supplier notice and comment (March 24, 2006; notice attached) did not include or indicate intent to eliminate coverage of compounded nebulizer inhalation medications from the nebulizer policy.  The drugs listed for elimination were primarily corticosteroids and were eliminated from coverage not as a compounded medication; the drugs listed for elimination were manufactured and/or compounded and were eliminated for reasons indicated in the excerpt below?   

Excerpt: The DME PSCs are proposing a revision of the Nebulizers policy. Four changes are proposed which require an opportunity for public comment.  They are:

1. Payment for levalbuterol will be based on the allowance for albuterol.

2. Payment for DuoNeb will be based on the allowance for separate unit dose vials of albuterol and ipratropium. 

3. Coverage for the following nebulizer drugs is eliminated because there is inadequate support in the medical literature for administration using a DME nebulizer:  amikacin, atropine, beclomethasone, betamethasone, bitolerol, dexamethasone, flunisolide, formoterol, gentamicin, glycopyrrolate, terbutaline and triamcinalone.  Coverage will therefore be limited to these drugs:  acetylcysteine, albuterol, budesonide, cromolyn, dornase alpha, iloprost, ipratropium, isoetharine, isoproterenol, levalbuterol, metaproterenol, pentamidine, and tobramycin.

4. Maximum milligrams/month for budesonide are defined.

We are soliciting comments from physicians, manufacturers, suppliers and other professionals involved in the treatment of Medicare beneficiaries with chronic lung diseases

Response:  Elimination of compounded medications was a decision made by the Centers for Medicare & Medicaid Services (CMS) in cooperation with the Food and Drug Administration (FDA).  Furthermore, as with any bulletin article describing or summarizing changes in a local coverage determination or policy article, suppliers should always read the entire policy (local coverage determination + policy article) to have a full understanding of all of the changes proposed.

3.   If the proposed down coding is implemented; Medicare beneficiaries prescribed Duoneb will receive two single drug unit dose vials; one of Albuterol and one of Ipratropium for each breathing treatment. Due to the amount of solution in the two separate vials this will cause the beneficiary a longer breathing treatment and will decrease their compliance with their treatment regimen. Also Xopenex does not appear to have a true therapeutic equivalent.  Has a decision been reached regarding the previously proposed down coding of Xopenex and Duoneb nebulizer medications to least costly alternatives? 

Response:  Xopenex will not be downcoded.  An article was published in June 2008 noting this change in the LCD.  

Application of least costly alternative for Duoneb is scheduled for November 1, 2008; however, there are pending court proceedings that may further delay the implementation.  Addition information will be distributed via the listserv should a change in the implementation date occur.  

5. Multiple pharmacy suppliers have received medical record requests from the OIG requesting documentation related to a change in the patient’s prescription from one type of nebulizer inhalation medication to another inhalation medication.  Is the OIG or PSCs conducting a probe audit/review of nebulizer medication changes?  If so why was the supplier community not apprised of the probe review/audit?

Response: Documentation requests from the OIG or PSC/ZPIC would not fall in the scope of the Jurisdiction C DME MAC.  We would, however, like to note that it is not a requirement to provide advance notice of all audits.

DME Documentation/Regulatory/Miscellaneous:

1.  The Council would like to request Clarification and instruction as to acceptable signatures for Orders, CMNs and DIFs.  Chapter 5 of the Program Integrity Manual (PIM) and the Documentation Chapters of the DME MAC supplier manuals have been revised; removing the previously published allowance for physician signature stamps as acceptable signatures on detailed written orders; the revised chapters appear to indicate original signature requirements; however the CMN completion instructions in Chapter 5.3.1 of the PIM indicates the allowance and acceptance of signature stamps for "Orders, CMNs and DIFs."  
Excerpt: Chapter 5 Section 5.3 and 5.3.1

For certain items or services billed to a DME MAC, the supplier must receive a signed CMN from the treating physician or a signed DIF from the supplier. For these items, a supplier must have a signed original, faxed, photocopied, or electronic CMN or DIF in their records before they can submit a claim for payment to Medicare. CMNs or DIFs have a DME form number (e.g., 01, 02, 03) and a revision number (e.g., 01, .02). Some forms also have an alpha suffix (e.g., A, B, C). 

5.3.1 – Completing a CMN or DIF (Rev. 242: Issued: 02-22-08; Effective/Implementation Dates: 03-01-08) The "Signature Date" is the date the physician signed and dated Section D of the CMN. This date might not be the same as the "Initial Date", since the "Signature Date" must indicate when the physician signed Section D of the CMN. Medicare requires a legible identifier for services provided/ordered. The method used (e.g., hand written, electronic, or signature stamp) to sign an order or other medical record documentation for medical review purposes in determining coverage is not a relevant factor. Rather, an indication of a signature in some form needs to be present. Do not deny a claim on the sole basis of type of signature submitted. Signature and date stamps are acceptable for use on CMNs and DIFs. 

Chapter 5 of the PIM attached:

Response: Stamped signatures on DIFs and CMNs are currently accepted, but this will change soon.  It is the intention of the CMS to update the PIM in the near future to reflect the exclusion of all stamped signatures; at which time they will no longer be accepted.  We are advising suppliers to educate prescribing entities of this forthcoming change to avoid future claim denials or payment recoupment after the change is implemented. 
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