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	Jurisdiction B Durable Medical Equipment 

Medicare Administrative Contractor (DME MAC) Council Meeting  Minutes

	Date:
	August 25, 2011

	Time:
	12:30 p.m. – 4:00 p.m. ET

	Attachments Included with Agenda:
	2011 Jurisdiction B DME MAC August  Council Q & A

2011 Jurisdiction B DME MAC August  Action Items

	

	1. Introductions – All

	2. National Supplier Clearinghouse (NSC) Update – Erika Williams 
a. Erika Williams called in to provide an update

i. Re-validation process

1. All suppliers need to re-validate by March 2013.  The process will begin in September.  Please do not voluntarily re-validate – please wait until you receive notice from the NSC.  The easiest way to re-validate is on-line – you must register through PECOS.

2. You can download the enrollment application 855S.  You will not receive a pre-populated 855S – you will only receive a letter requesting you to re-validate

ii. Deactivation of Billing privileges will begin this fall (starting Sept 2011).

1. If you have not billed within the past 4 quarters you will receive a deactivation letter

iii. 2011 enrollment fee is $505.00 

Fee associated with re-validation, new supplier, new location, and changes in ownership with tax id change.

1. A hardship exception is available – you must apply.

iv. Open enrollment for participation status is Nov 1 - Dec 31.

v. New version of the 855S application is on the NSC/CMS website (revision date 07/11 at the bottom of the form). The previous version will be accepted only thru 10/31/11. Primary changes were to be consistent with PECOS format. 

vi. NSC newsletter will be available at the beginning of September.

vii. Update for BCI checks:  background, finger printing, nothing to report at this time – no anticipated effective date has been announced.



	3. Competitive Bidding Implementation Contractor (CBIC) Update – Elaine Hensley
a. Elaine Henlsey to provide update

i. Status of Round 1 Re-bid

1. Continuing to run its course with little to no issues.  As complaints come in they are resolved in a timely fashion.  15 contracts have been terminated for a variety of reasons – voluntary, found in breach of contract – lost accreditation or licensure.  When a contract supplier is notified of termination they are notified of appeal rights.  This is been used and some suppliers have been reinstated. 

ii. Round 2 announcements made on Friday (8/19/11) – 91 MSA zip codes released as well as the 9 product categories.

1. 17 CBAS in Jurisdiction B states

2. 3 cross over into boundaries with other DME MACs – 1 in A, 1 in C, and 1 in D

3. National Mail Order Bid – Diabetic supplies.  The service area is the entire USA including territories.  Starting with Round 2, bid program applies to any type of delivery to the home – company vehicle, FedEx, UPS, USPS, etc….

4. Key dates to keep in mind (not specific dates yet….)

a. Summer 2011 – pre-bidding Supplier awareness program – update information with NSC, make sure have licenses for products you want to bid on.

b. Fall 2011 – Announce bidding schedule, bidder education, open door forums to prepare supplier community on necessary steps to register – some items still same from Round 1.  Some changes have been made as well.  Bidder registration will also open here – register early!!!  Need ID before can bid.

c. Winter 2012 – Bidding campaign will open for suppliers to submit electronic bids online.

5. Open Questions

a. What is anticipated start date for Round 2:  

i. Answer:  July 1, 2013.

b. Can you tell us how many patients changed from mail order to retail?

i. Answer:  Elaine has not seen any statistics on this yet.  CMS is looking into these numbers.  Elaine will follow up and let us know what she finds out.



	4. Common Electronic Data Interchange (CEDI) Update – Sally Hopkins
a. Sally Hopkins called in for update

i. List of 5010 vendors who passed testing is found at www.ngs.cedi.com.  Form on website must be filled out before you move into production.  Must note date want to accept 5010 – can put a future date on this form if you want to be proactive.

ii. CEDI is also coming up on last week of recertification week.  Recertification must be submitted by August 31, 2011

iii. Form is #5 on forms page – any trading partners not recertified by October 31, 2011 will not have claims processed.  Clearinghouses will need to recertify their number as well as providers who submit claims directly. (Providers who submit through clearinghouses do not need to re-certify)

iv. Once certified can use self service password re-set.

v. Please read all list serve messages from CEDI – a lot is going on with them right now.

vi. PECOS errors on ordering/referring physician:  this month 7.94%,   last month (July) 8.17% error rate – way better than 58.35% from last October.



	5. National Government Services Connex Update – Lisa Hare 
a. Lisa Hare called in to provide update

i. A few updates to be implemented in September (list serve coming out with projected updates)

1. Corrected Medicare number will now appear

2. adding Part A information

3. Looking to add appeals – not only status but to initiate appeals.  (end of October)

ii. Enhancements will always be coming

1. If you know of some information you would like to see feel free to pass these on to Lisa.



	6. DME Swipe Card Project Update – Lisa Hare 
a. Lisa Hare called in to provide update

i. Indianapolis pilot project.  They are looking for as much voluntary participation as possible.  Looking to fight fraud and abuse with this pilot.

ii. Program is in the initial stages – a small group of cards mailed.  Low percentage of Part B physicians – hoping second mailing will increase this participation.  A second mailing is about to go out to all suppliers/providers in the designated zip code region of Indianapolis.

iii. Pilot is scheduled to go for 1 year, through July 2012.



	7. DME MAC Medical Policy Update –  Dr. Stacey V. Brennan
a. Dr. Brennan is present to provide an update.

i. 3 draft policies open for comment – submit comments by Sept 23 per protocol.  One jurisdiction collects comments but all 4 jurisdictions review

1. Automatic External Defibrillators (AED)

2. Pneumatic Compression Devices

3. Suction Pumps

a. New K codes

b. Clarification – gastric pumps

c. Noted some supply changes

i. Provider noted concern with supplies and accessories covered with E0600 – no information for supplies and accessories with E2000.

d. Wound pumps that do not use canisters have been inserted in this policy.

ii. Article posted on Refills/Requests of Supplies 08/11/11; effective for dates of service 08/02/11 and after

1. Contact patient up to 14 days prior to need, and deliver up to 10 calendar days before expected to run out.

a. How will claims process – they are looking into the edits and should not be a problem.  Suppliers stated they experienced problems with 5 days and now increasing it to 10 days.  NGS is clearly working to minimize issues here with claims processing.

2. New bullet under documentation requirements – 

a. Added: When state law requires a renewal

3. This must be inserted in all LCDs – has taken effect August 2, 2011 but all policies will be updates within the next month.

4. Concern over language presented on list serve message:  Billing does not need to be prospective – 

a. “For all DMEPOS items and supplies provided on a recurring basis, billing must be based on prospective, not retrospective use” – this refers to dispensing not billing – the claim can be submitted anytime up to one year after dispensing.

5. Provide supplies for the month and the patient is in a home health stay at some time during the month – we would just delay delivering the next shipment until they need supplies after home health episode.  Will refund requests be sent for the time period of the date span.
6. Oxygen content:  Requiring us to call a patient prior to delivering each oxygen refill.  They (DMDs) were required to add this language to all policies with supplies.  Dr. Brennan listened to our concerns and will take it back to the other Medical Directors.

iii. Oxygen policy

1. Home Sleep Study vs sleep study and oxygen coverage

iv. Gammagard Liquid

1. Drug J1569 added effective 7/22/2011 and there is coverage for the subcutaneous pump.



	8. Action Items - All
1. Claims should not be submitted with both a KX and GA on the same claim line, with limited exceptions. 

Generally, the KX modifier is appended to inform the DME MAC that the patient meets the coverage criteria outlined in the LCD. The GA modifier indicates the supplier expects that the item will be denied as not reasonable and necessary and to inform the DME MAC they have properly executed an ABN. Therefore, in most cases it would not be appropriate to append the GA and KX modifiers on the same claim line as they are contradictory. 

However, for glucose testing supplies the KX is used to indicate that the beneficiary is an insulin-dependent diabetic. Therefore, if the supplier believes the claim will be denied as not reasonable and necessary due to over utilization it would be appropriate to execute and ABN and append both the GA and KX modifiers. Another exception would be when billing for urological supplies. For urological supplies, the KX modifier again is used to indicate the patient has a specific diagnosis (permanent urinary incontinence or urinary retention;, therefore in the case of over utilization it would be appropriate to execute an ABN and append both the GA and KX modifiers. 

It would not be appropriate to append a KX and GA modifier to items like wheelchairs and hospital beds simply because you can’t determine if the beneficiary had or has same/similar equipment. 

What should suppliers do to protect themselves when they provide replacement equipment because the prior equipment is lost, stolen, irreparably damaged or past the 5-year RUL?

It would not be appropriate to execute an ABN when providing replacement equipment just in case Medicare denies for same or similar equipment. Medicare allows for the payment of replacement equipment provided the original item was lost, stolen, irreparably damaged or when the item has reached the  5-year RUL. When replacing an item due to it be lost, stolen, irreparably damaged, or when the item has reached the 5-year RUL, the supplier must submit the claim with the RA modifier and document the reason for replacement by entering a narrative explanation in Item 19 of the CMS-1500 claim form or NTE segment of the electronic claim. 

A list serve message titled, ”Billing Clarification: KX AND GA Modifier on Same Claim Line” was sent out on July 1, 2010 and advised the following:
Examples of when it would be appropriate to append both the GA and KX on the same claim line include but are not limited to the following:

· Over utilization of blood glucose testing supplies for an insulin dependent diabetic patient

· Over utilization of urological supplies for a patient who has permanent urinary incontinence or urinary retention

Same and Similar
Medicare does not pay separately for backup equipment or items that are deemed to be same or similar to equipment that is already in use as they are considered not reasonable and necessary. 

If the supplier has evidence to believe that Medicare will not pay for an item because the patient already has or has had same/similar equipment, which has not met the reasonable useful lifetime expectancy, an ABN should be executed to inform the Medicare beneficiary that Medicare will likely deny payment of the item. 

It would not be appropriate to execute an ABN simply because you are unable to determine, or you think the beneficiary may have had or has same/similar equipment. This would be considered a generic ABN. Such generic ABNs are not considered to be acceptable, as the ABN must clearly specify the service and a genuine reason that denial by Medicare is expected.  
Scenario One: 

Joe Smith, a Medicare beneficiary comes into ABC Supplier’s store with a prescription from his doctor for a manual wheelchair. ABC Supplier checks the IVR prior to dispensing a manual wheelchair to Joe Smith and determines that Medicare previously paid another supplier 13 rental payments for a manual wheelchair, less than 5-years ago. Therefore, ABC Supplier advises Joe Smith that Medicare is likely to deny this manual wheelchair as not reasonable and necessary because it is considered same/similar equipment. Joe Smith indicates that he wants the manual wheelchair and is willing to be held financially responsible. Therefore, ABC Supplier properly executes an ABN. In this scenario, it would be appropriate for ABC Supplier to submit a claim for the manual wheelchair with both the KX and GA modifier appended to the manual wheelchair HCPCS code and receive a patient responsibility denial from Medicare. 

Scenario Two:

Jane Smith, a Medicare beneficiary comes into ABC Supplier’s store with a prescription from her doctor for a manual wheelchair. ABC Supplier checks the IVR prior to dispensing the manual wheelchair to Jane Smith and the IVR does not indicate any same/similar equipment on file. ABC Supplier asks Jane during the intake process if she has ever had a wheelchair before. Jane indicates that several years ago she broke her leg and used a wheelchair but she doesn’t remember when or if Medicare paid for it. She also doesn’t know what happened to the wheelchair. Therefore, ABC Supplier advises Ms. Smith that Medicare may deny the wheelchair but they aren’t sure so just in case they execute an ABN. In this scenario, it would not be appropriate for ABC Supplier to submit a claim for the manual wheelchair with both the KX and GA modifier appended to the HCPCS code for the manual wheelchair and receive a patient responsibility denial.

The above scenario is going to be revised to state it would be appropriate to provide an ABN since the patient told us that they had one previously.   A list serve message will be going out soon that will highlight this KX, GA modifier combination.
A request for clarification regarding the definition of a “Generic ABN”, how specific the information included in Blank (E) of the ABN must be, and whether it would ever be appropriate to append the KX, GA modifiers on the same claim line was sent to CMS. We are waiting for a response from CMS as soon as the information is received we will forward it to Council. 

An update will be provided during the meeting. Clarification was obtained from CMS and based upon that clarification it is appropriate in certain circumstances for suppliers to bill both the KX, GA modifiers on the same claim line. The article previously posted was updated and sent out via listserv as well as the updated article titled, “KX and GA Modifier on Same Claim Line in Same/Similar Situations is posted on the National Government Services Web site under Resources and Tools and Materials. CLOSED

2. Council asked if National Government Services could publish a list of HCPCS codes for each category that the IVR uses when checking for same/similar equipment.

National Government Services is currently working with the IVR team to determine if this is a resource that can be developed and provided. An update will be provided at the next meeting. OPEN 
3. Council asked why they cannot obtain same/similar information on orthotics, prosthetics and suppliers via the IVR, Connex and CSI. Council also asked why the beneficiary must be on the line when they contact Customer Care in order for the representative to release same/similar information on orthotics and prosthetics.

The DME MACs are required to follow the instructions found in the Centers for Medicare & Medicaid Services, Internet-Only Manual 100-09, Medicare Contractor Beneficiary and Provider Communications Manual, Chapter 6 Section 80 when releasing beneficiary information to DMEPOS suppliers. 

Council asked why they cannot obtain same/similar information on orthotics, prosthetics and supplies  via the IVR, Connex and CSI. The IOM states contractors should release information about CMNs or DIFs that facilitate billing Medicare properly.  Orthotics, prosthetics, and  supplies ( glucose supplies, surgical dressings, tracheostomy supplies, etc.) do not require a CMN, DIF or tracking record to calculate payments (i.e., dummy CMN or DIF)  We only set up tracking records (i.e., dummy CMNs or DIFs) for capped rental items and, inexpensive routinely purchased items.  The IVR guide states the following:  Providers must speak with a live customer care representative to obtain HCPCS codes beginning with the letters A, L, or V.  The IVR will  not search for the following same or similar items listed :  Diabetic supplies, External Breast Prosthesis, Eye Prosthesis, Facial Prosthesis, Knee Orthosis, Lower Limb Prosthesis, Orthotic Footwear, Refractive Lenses, Spinal Orthosis TLSO and LSO, Surgical Supplies, Therapeutic Shoes for Diabetics, Tracheotomy Supplies, Urological Supplies, TENS Supplies. 
Council also asked why the beneficiary must be on the line when they contact Customer Care in order for the representative to release same/similar information on orthotics and prosthetics.
CMS requires that the beneficiary be on the telephone to consent to the customer care representative releasing their Medicare information to the provider. Furthermore, if a DMEPOS supplier wants to confirm same/similar information released by the IVR the beneficiary must be on the telephone to consent to the customer care representative to release this information as well. CLOSED 
4. Council asked if an enhancement could be added to Connex which would allow suppliers to receive both the beneficiary address along with the jurisdiction they reside in. 

The Connex team is currently researching this issue. An update will be provided at the November Council meeting. OPEN 
5. Council requested clarification on reasonable useful lifetime (RUL) for oxygen equipment?

Medicare Learning Network Matters Article 7213 was published by the Centers for Medicare & Medicaid Services on April 8, 2011 and states the following: 

When the RUL of a beneficiary’s portable equipment differs from the RUL of the beneficiary’s stationary oxygen equipment, the RUL of the stationary oxygen equipment shall govern the application of RUL-based rules and processes for both types, stationary and portable, of oxygen equipment. CLOSED
Question: If the RUL ended for stationary equipment last year and the patient elected to receive replacement oxygen equipment at that time but the RUL for the portable equipment doesn’t end until October 2011, can the portable equipment be replaced in October 2011 or do we wait to replace the portable equipment when the RUL for the stationary equipment is met? 
In this scenario the RUL of the portable equipment would be extended and replacement of the portable equipment would not be payable until the end of the RUL of the stationary equipment is met. 
6. Council asked why disease specific information was removed from the enteral nutrition LCD?

It is unclear when this information was contained in the enteral nutrition medical policy, however, there are no plans to revise the enteral nutrition policy to add any disease specific information. 

When billing special enteral formulas, the Enteral Nutrition LCD states, `the medical necessity for special enteral formulas B4149, B4153-B4157, B4161, and B4162 will need to be justified in each patient.` This documentation should be kept on file by the supplier and may be requested by the DME MAC or in the event of audit. Effective with dates of service on or after February 04, 2011 claims submitted to the DME MAC`s for HCPCS Codes B4149, B4153-B4157, B4161, and B4162 will no longer be subjected to least costly alternative payment policy and downcoded to B4150 or B4152. For dates of service on or after February 04, 2011, claims for HCPCS Codes B4149, B4153-B4157, B4161, and B4162 will be denied as not reasonable and necessary unless the coverage criteria for specialty nutrients is met. Suppliers also have the option of using the upgrade modifiers as noted in the recent DME MAC publication on Use of Upgrade Modifiers. CLOSED
7. If repair costs more than replacement will Medicare cover the repair costs over the amount of replacement?

Repairs to equipment which a beneficiary owns are covered when necessary to make the equipment serviceable. If the expense for repairs exceeds the estimated expense of purchasing or renting another item of equipment for the remaining period of medical need, no payment can be made for the amount of the excess. CLOSED

8. IF physician orders K0822 and then put a general seat cushion, is it appropriate to append the GL modifier to HCPCS code K0823?  Policy states this is the equivalent, not really an upgrade upgrade.  For example, Elderly patient with fragile skin but does not have break down yet….doesn’t quality for the K0823.  K0822 would deny as not medically necessary, would have paid for the K0823 prior to least costly alternative.  DMDs asked for a LCD change but have not heard anything back yet.  

If the K0823 is medically necessary but you are providing a medically unnecessary upgrade instead of non-upgraded item at no charge to the beneficiary and an ABN has not been executed then yes it would be appropriate to append the GL modifier. 

The GL modifier is appended if the physician has prescribed the upgrade or if the upgrade is provided without additional charge for supplier convenience. The supplier bills the HCPCS code for the item that meets coverage criteria with a GL modifier. The HCPCS code for the item that is actually provided is not billed. CLOSED

We, providers, can submit a formal request for re-consideration of an LCD change.
9. If beneficiary wants to purchase an item that Medicare billing requirements indicate must be rented can a DMEPOS supplier bill the item as a purchase and receive a PR denial?  

No. The Centers for Medicare & Medicaid Services assigns each HCPCS to a payment category. If a HCPCS code is assigned to the capped rental payment policy, Medicare payment is made on a rental basis only, although the supplier is required to transfer title to the equipment to the beneficiary after the capped rental payment period (13 months of continuous use) ends. If a capped rental item is billed to Medicare as a purchase, the claim will be rejected for incorrect billing. The DME MAC cannot issue a PR denial in these situations. CLOSED

Opening back up – will submit to CMS for consideration.



	9. Open Discussion - All 

a. Q & A

i. Question 4:  If in the chart note the physician only wrote sleep apnea, but you have other documents that show Obstructive Sleep Apnea would this work?  It appears this should work.

ii. Question 6:  Can we change CMN to Rx and reconsider the question?   Actually it was determined that a new order would be necessary.

iii. Question 19:  Not a down code….

iv. Question 23:  MUE – we have a philosophical issue here…  If information is not shared with us how can we adhere to this – especially in light of the fact that we cannot appeal MUE denials.  We request CMS to publish the MUE edits.  Dr. Brennan requests that we let NGS know when we experience these denials.  They look at appeals to see where these issues may be and they look into these issues.  When providers call CSR they can’t see the information to help us.  A provider in the room will share some specifics with NGS after the meeting.

v. Question 25:  Will CERT see physician created form as problem and deny?  When have a documentation request, create a cover letter and let the reviewer know that the form was created by the physician and that it is their normal process of documenting.

vi. Question 14:  They would need a new diagnostic and 12 week trial since face to face notes would not state using and benefiting?

b. Unsolicited refunds due to in patient stays, home health episodes – can you let us know how many dollars were involved?

i. NGS will look into it and let us know if they can share.

c. How many claims originally denied that go back through the appeals process – how many claims get overturned?

i. This is tracked by NGS.  Is this information sharable?  CMS will probably not disclose.

d. Patient face to face – does Medicaid have the right to implement prior to Medicare announcing and detailing the process.



	10. Schedule Next Meeting - All 

a. The next meeting is scheduled for Thursday, November 17, 2011
b. The first meeting for 2012 is tentatively scheduled for Thursday, January 26, 2012. 




[image: image3.png]


396_0609
[image: image4.png]NS,



National Government Services, Inc.

Page 10



