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I.

Introductions





All


a. Special guest:  Joel Kaiser with CMS

II.
DME MAC POE Update




Charity Mahurin
a. Provider Outreach and Education responsibilities have been rotated to allow for cross training.
b. Charity Bright will assume the new council liaison responsibilities.

c. Pat Graham will be retiring at the end of February.

III.
Common Electronic Data Interchange Update

Sarah Leonetti, Sally Hopkins

a. Sally Hopkins from the CEDI (helpdesk) indicated that the department has improved tremendously, the response time on the help desk is currently under 1 minute.
b. CEDI is current with e-mail requests.

c. Everything is stable at this time.

d. Front end translator has new updates since 1/9/09.  Some edits didn’t fire appropriately and a list serve message will go out sharing this information and letting providers know when they will be updated.
e. CEDI will host an ACT call regarding new edits, this call was originally scheduled for January 29th, however the date has been changed to February 12th.
f. CEDI is currently working on updating a Vendor list to show which vendors are passing.

g. Sarah Leonetti from CEDI (provider enrollment) – indicated the department is in good shape.
h. 90% applications are completed and suppliers are enrolled within 5 days.
i. CEDI is currently caught up on help desk tickets for enrollment.
IV.
DME MAC Medical Policy Update


Dr. Adrian Oleck


a.  CPAP has been an issue until fairly recently.

i.  The Medical Directors defined criteria for patients entering Medicare and published an FAQ  document for suppliers.


iii. The Medical Directors revised the physician letter and the revised letter has been posted 

                        to each of the jurisdictions’ Web sites.


iv. A physician FAQ document was published and posted to the Web site.



v. Questions in regards to the PAP policy have slowed down.

b. There were 14 policy revisions in January – mostly due to HCPC changes and a few other minor 
                 changes.
c. Documentation – a change request in regards to stamped signatures on CMNs and DIFs was  

      released and are not acceptable. 
i. What about orders?  Response: MLN matters are focused on content, not broader perspective.  National Government Services will consider putting out something to  clarify that stamped signature are not acceptable on any medical necessity document.

d. Issues concerning coding of budesonide – no more than 1 milligram per day. 

e. Articles – released one on therapeutic shoes: 

ii. Therapeutic Shoes claims have a high error rate so NGS released an article on the problems and a physician letter was developed to help with these issues. Provide additional tools to educate physicians.

f. Currently there are three draft policies, but we currently do not have a timeline yet of when they will be released.

Question:  One comment from providers in regards to physicians providing information to confirm medical necessity.   Some physicians are reluctant to provide information due to information in chart that is not pertinent to PAP such as “high alcohol usage, etc…”  If chart notes have a lot of black marks would it look suspicious?

Answer:  Looking for documentation from chart notes on pertinent issues.  It may be possible to issue some kind of document which provides guidance to physicians regarding medical chart requests from suppliers.   Medical Directors will review.  
Question:  If a patient has been on a CPAP for years, and is now Medicare eligible, but a sleep study is not available because it was done 7 years ago and the documents have been destroyed would a new PSG be required?
Answer:  Instructions provided state Medicare does not cover CPAP devices unless they are determined to be reasonable and necessary.  In order to continue coverage, the PSG would have to be redone.

Question:  The Pulmonologist has stated if the patient has been using the CPAP and has benefited and then had a sleep study, it could be normal.

Answer:  Dr. Oleck has heard of this scenario in regards to oxygen re-testing but has not heard in regards to CPAP.  He will look for reports that may show this. 
Question:  If patient moves from private insurance to Medicare, they need a face-to-face before Medicare will pay for supplies.  If we have a valid sleep study, an order from physician and documentation that the patient is using the machine, can we submit a claim to Medicare once they have the face-to-face (this would occur after the item was dispensed)?
Answer:  Dr. Oleck suggests holding the claims until conditions are met and bill for claims in the interim.  Dr. Oleck will run by other Medical Directors. 
Question:  Question 14 states will “usually” be required to have a downloadable machine.

Answer:  Small percentage of machines as of this time.  Most of the machines out there were hours of use and not specific for 4 hours per day, 70% of the time.  You can view the values if you get data that allows you to meet the criteria in the rule – number of hours and sessions in a 30 day period.  When first written, it wasn’t clear there were only a small percentage of machines that can do that.

Question:  If patient sleeps 3.7 hours in 30 day period is there any rounding?
Answer:  No, 4 hours is 4 hours.

Question:  If patient has interruptions due to infections and such, will there be exceptions?
Answer:  This is why there is a 90 day period.  Hopefully, during this time frame they will be compliant.

V.
DME MAC Medical Review Update


Kathy Cole


a. They have been up and running for 9 months now – and everyone is still there.

b. ADMC requests started immediately. 

c. PCA reviews started immediately.


d. All reviews are data driven.
e. Glucose Test strips review – provider specific and wide spread for non-insulin diabetics (most   problems here – average error rate is 82%.  (Very few errors due to no response.)

i.  
If non-insulin and greater than 5 units – they are looking at these.  There is a 90% error rate (over 80% responses)  
i. Reasons for errors - Either no order or not detailed or no records sent or did not justify testing of those quantities.




ii. What type of provider (pharmacy, DME, etc…)? Response: ALL THE ABOVE
iii. Overlapping dates of service by multiple providers.  

a. Is anything being done here? Response: there is no funding here.

b. Errors due to no request for refills – auto re-filled.  (NGS made calls and patients told them that they requested the company to stop sending the supplies and yet they continue receiving them.)

g. Power mobility focus:
iii. Claim error rate 92%.
iv. Reasons for errors:

i. Problems with the order not being received in time.
ii. No detailed product description.
iii. No face-to-face documented.
iv. Documentation doesn’t justify the medical need.

v. No home evaluation.
vi. No proof of delivery.
h. Surgical dressings:
v. 67% error rate.
vi. Reasons for errors:

i. What is being delivered is not on order.
ii. No documentation of wound, dimensions, drainage.

iii. Conflicting dressings used together.
iv. Discrepancy billed more than delivered.
i. Parental:
vii. 50% denial rate. 

viii. Widespread but just a few providers had documentation issues. Partnered with POE to educate providers.

j. Enteral:
ix. 32.5% (driven by one supplier).
k. Immunosuppressive drugs:
x. One supplier 22% (problem with documentation).
l. Oral cancer drugs


i.  
Claim rate of 89% due to lack of documentation.
m. ADMC 

i.  
Strongly encourage providers to fax the requests in because they can turn them around faster.


ii.  
The rejection letter does not count as a denial.
Proof of Delivery – please review where this information is and what happened to brand name, model number and serial number?  The supplier manual states “should include”, it does not state “must include”.  ACTION ITEM
The Program Integrity Manual and the Jurisdiction B DME MAC Supplier Manual, Chapter 7 both provide information in regards to the components of proof of delivery.  It appears that brand name, model number and serial number are not required but are suggested.  The sections of the Program Integrity Manual and Jurisdiction B Supplier Manual pertaining to proof of delivery documentation have been provided below.
5.8 - Supplier Documentation 

(Rev. 242: Issued: 02-22-08; Effective/Implementation Dates: 03-01-08) 

Before submitting a claim to the DME MAC the supplier must have on file a dispensing order, the detailed written order, the CMN (if applicable), the DIF (if applicable), information from the treating physician concerning the patient's diagnosis, and any information required for the use of specific modifiers or attestation statements as defined in certain DME MAC policies. The supplier should also obtain as much documentation from the patient's medical record as they determine they need to assure themselves that coverage criteria for an item have been met. If the information in the patient's medical record does not adequately support the medical necessity for the item, the supplier is liable for the dollar amount involved unless a properly executed ABN of possible denial has been obtained. 

Documentation must be maintained in the supplier's files for seven (7) years. 

Suppliers are required to maintain proof of delivery documentation in their files. The proof of delivery requirements are outlined below according to the method of delivery. The three methods of delivery are: 

• Supplier delivering directly to the beneficiary or authorized representative; 

• Supplier utilizing a delivery/shipping service to deliver items; and 

• Delivery of items to a nursing facility on behalf of the beneficiary. 

Proof of delivery documentation must be available to the DME MAC, DME PSC, and ZPIC on request. All services that do not have appropriate proof of delivery from the supplier will be denied and overpayments will be requested. Suppliers who consistently do not provide documentation to support their services may be referred to the OIG for imposition of CMPs or Administrative Sanctions. 

4.26 – Supplier Proof of Delivery Documentation Requirements 
(Rev. 176, Issued: 11-24-06, Effective: 12-26-06, Implementation: 12-26-06) 
Suppliers are required to maintain proof of delivery documentation in their files. Documentation must be maintained in the supplier’s files for 7 years. 

Proof of delivery is required in order to verify that the beneficiary received the DMEPOS. Proof of delivery is one of the supplier standards as noted in 42 CFR, 424.57(12). Proof of delivery documentation must be made available to the DME MAC upon request. For any services, which do not have proof of delivery from the supplier, such claimed items and services shall be denied and overpayments recovered. Suppliers who consistently do not provide documentation to support their services may be referred to the OIG for investigation and/or imposition of sanctions. 

4.26.1 - Proof of Delivery and Delivery Methods 

(Rev. 176, Issued: 11-24-06, Effective: 12-26-06, Implementation: 12-26-06) 

For the purpose of the delivery methods noted below, designee is defined as: 

"Any person who can sign and accept the delivery of durable medical equipment on behalf of the beneficiary." 

Suppliers, their employees, or anyone else having a financial interest in the delivery of the item are prohibited from signing and accepting an item on behalf of a beneficiary (i.e., acting as a designee on behalf of the beneficiary). The relationship of the designee to the beneficiary should be noted on the delivery slip obtained by the supplier (i.e., spouse, neighbor). The signature of the designee should be legible. If the signature of the designee is not legible, the supplier/shipping service should note the name of the designee on the delivery slip. 

Suppliers may deliver directly to the beneficiary or the designee. An example of proof of delivery to a beneficiary is having a signed delivery slip, and it is recommended that the delivery slip include: 1) The patient’s name; 2) The quantity delivered; 3) A detailed description of the item being delivered; 4) The brand name; and 5) The serial number. The date of signature on the delivery slip must be the date that the DMEPOS item was received by the beneficiary or designee. In instances where the supplies are delivered directly by the supplier, the date the beneficiary received the DMEPOS supply shall be the date of service on the claim. 

The Jurisdiction B DME MAC Supplier Manual, Chapter 7  provides the following information in regards to proof of delivery.
Documentation Requirements
Suppliers are required to maintain proof of delivery documentation in their files. Documentation must be maintained in the supplier’s files for seven years.

Proof of delivery is required in order to verify that the beneficiary received the DMEPOS. Proof of delivery is one of the supplier standards as noted in 42 Code of Federal Regulations (CFR), 424.57(12). Proof of delivery documentation must be made available to the DME MAC upon request. For any services, which do not have proof of delivery from the supplier, such claimed items and services shall be denied and overpayments recovered. Suppliers who consistently do not provide documentation to support their services may be referred to the Office of the Inspector General for investigation and/or imposition of sanctions.

Method 1—Direct Delivery to the Beneficiary By the Supplier
Suppliers may deliver directly to the beneficiary or the designee. An example of proof of delivery to a beneficiary would be having a signed delivery slip. It is recommended that the delivery slip include:

1. The patient’s name 

2. The quantity delivered 

3. A detailed description of the item being delivered 

4. The brand name, and 

5. The serial number 

BI Audit through PSC would look for make, model, and serial number.  Medical review may not be as detailed if delivery ticket states concentrator.

VI.
Action Items 





POE Department

	Action Item
	Resolution
	Status

	Claims are denying incorrectly for HCPCS K0040, E2399, and E2377. 


	01/22/09 – The unbundling table has been updated.  However, suppliers will need to request an appeal for claims that denied inappropriately.  


	Closed

	CPAP Accessories - HCPCS A7038 and A7039 are denying if submitted on the same claim.
	1/22/09 – Analysis conducted on HCPCS A7038 and A7039 revealed that claims were denying due to HCPCS A7038 and A7039 being on the same claim.  Claims that were reviewed for a six months period May 08 – October 08 revealed that duplicate denials (CO-18) were the number 1 issue for these two codes.  Claims denied as duplicates are for the same HCPCS, same DOS, and same beneficiary. Duplicates were submitted on the same day as the original claim, submitted as a duplicate line item within the original claim or while the 1st claim was still processing. HCPCS A7039 has an MUE of 1 if more than 1 UOS is billed the claim will deny CO-151.  The remaining top 5 denials for these two codes include HMO (N0824), Jurisdiction (OA-109), MSP (CO-22), and Eligibility (PR-31).
	Closed

	ABN Option #2 - If the beneficiary requests the supplier to submit the claim two or three months later, is the supplier required to bill the claim?
	Revised ABN notification listserv sent on 08/06/08. Change Request 6136 updated the Medicare Claims Processing Manual Chapter 30 §50 to address option 2 and the steps to take when the beneficiary changes his/her mind.

Amend ABN – patient can initial and date the change.  The beneficiary is still held liable.  Council would like to know if  suppliers are required to do this and if so how long does the beneficiary have to request this change. 

1/22/09 - This question was forwarded to CMS and a response has not yet been provided.  An update will be provided at the next meeting.   
	Open

	Clarification on ADMC denials due to lack of documentation concerning ATS evaluation report. 
	11/11/08 - Advised Council we would take this back to research.  After speaking with Medical Review regarding this issue we were advised that Medical Review does not routinely issue negative ADMC determinations based solely on the lack of an ATS evaluation report.  A rejection would be sent requesting this documentation – not a denial.

	Closed

	CMN Denials: CO-176 and CO-173 deny as duplicates when resubmitted.
	Per the Business Systems Operations team, claims that denied CO-176/CO-173 can be resubmitted.  Resubmission will not edit against the original claim and deny as a duplicate.  Examples need to be provided to determine why claims denied CO-19.

1/22/09 - Examples were not provided and after further investigation it was determined this was not an issue.  
	Closed

	KB/99 Modifier requirements  and processing guidelines.
	Change Request 2048 (Feb 2003) instructs suppliers to include all modifiers in the NTE segment when using the 99 modifier and remaining modifiers when using the KB modifier.  Claim examples were provided due to denials received when claims were submitted as instructed.  POE will research and provide follow-up at the next meeting.  

1/22/09 - Examples were provided and it was determined this was a billing issue.  Modifiers were either being appended in the incorrect order or incompatible modifiers were being appended i.e., GL GA.

With new KE modifier you will have a lot more than 5 modifiers.  Can you please re-explain what the order is for modifiers?  Council will provide examples of many different samples. 
	Open

	IVR Option - Same and Similar Implementation

IVR Option – Council requested to have the Same and Similar Option added to CSI.
	10/24 - IVR Implementation – CMN status checking local system first, can check dummy CMNs, check common working file (will not check dummy CMNs at CWF level) 

Same/similar option - Implementation will occur Dec. 1. This option will ask for the HCPC code and once entered it will search the local and CWF and will provide  same/similar item if on file – you do not need to enter each individual HCPC code.  Will search for similar HCPC. For example, if you enter  K0001 the IVR will let you know that a K0003 was dispensed and share last date billed, initial date, and supplier name and phone number.  Listserv announcement  will go out once implemented.

1/22/09 - The implementation of the same/similar option has been delayed.  Testing of the option revealed the amount of time required to obtain the information and deliver it to the customer was longer than expected.  Therefore, enhancements are being made to the option in order to provide the most efficient tool possible.  Implementation is tentatively scheduled to occur in March or April 2009. 

A request for same/similar to be added to CSI was approved by CMS.     

The change was tentatively scheduled for the January release. CMS has postponed the effective date and a new date has not been provided.  Since CWF access for same/similar was not available on the IVR at the same time the CSI request was made, they will submit a request to have same/similar CWF access added.

Pat Graham will take this request to CMS for a further update. 

1/22/09 This issue is still being researched and an update will be provided at the next meeting.
	Open

	CERT Audits - The CERT Contractor is requesting information that is not following policy at the time it was in effect.  
	Council Members will provide examples and Provider Outreach and Education will talk to Dr. Perez in regards to this issue and will provide an update.  

1/22/09 - Examples not submitted by Council, therefore at this time we are closing this action item.  

Council stated examples were given to Nina – NGS will check with Nina.  

Dr. Oleck stated they have seen some general changes and they are requesting a meeting with Dr. Perez.

Listserv sent in regards to physicians providing information to CERT.  If the information the supplier provides to CERT is not supportive, CERT will go directly to the physician to collect the information needed. 

	Open

	What is the timeframe that HMOs must report that a Medicare beneficiary has enrolled in the plan to Social Security? 
	1/22/09 - The Medicare Managed Care Manual, Chapter 2 Section 40.3 states the following:

For all enrollment requests effective January 1, 2008, or later that the organization is not denying per the requirements in Section 40.2.3, the MA organization must submit the information necessary for CMS to add the beneficiary to its records as an enrollee of the MA organization within 7 calendar days of receipt of the completed enrollment request.   In the case of enrollment requests that are accepted after the MA organization is enrolled to capacity, but as a vacancy occurs, the MA organization must submit the information within 7 calendar days after a vacancy has become available.  

The manual does not state what the timeframe is for CMS to update their records.  NGS will look into the timeframe it takes for CMS to update the records. 
	Closed

	E2363 -Wheelchair batteries are paying incorrectly when more than one unit of service is billed.  Examples provided.
	POE will research claims to determine if this is a system issue or processing error- MUE for this code is set up to allow a maximum UOS of 2.  Claims submitted for more than 2 UOS will deny as excessive.

1/22/09 - This issue is still being researched.  An update will be provided at the next meeting.
	Open

	How do suppliers obtain a PR denial for oxygen when the patient refuses to have required testing i.e., ABG, Saturation levels. Claims will be rejected if a CMN is not submitted, CMNs are rejected if testing information is not transmitted. 
	1/22/09 - EDI and POE researched this issue and determined that dummy information must be transmitted in minimal fields in order to get the CMN into the claims processing system. A Council member will contact Charity Bright when a claim with this issue comes in so that it can be sent through the system to verify if this will resolve the issue.   

Another council member has a current example and will work with Charity Bright. 
	Open

	Council indicated CEDI Gen Report is large – much larger than level 2 report.  The edits are located throughout the report and are very difficult to navigate.
	1/22/09 - The GenResponse report will not be changing at this time.  The report is not a report that we can make changes to.  However, CMS is looking at standardizing the front end reports across all lines of business, including DME, for the implementation of the next version of HIPAA.  Therefore, we are going to wait to see what CMS decides before we initiate any report changes with our software vendor.

Report can be longer based on how you send your claims.  Trying to receive information from CEDI how to submit claims to get a smaller GEN RESPONSE.

	Open – can’t agree to close based on the size of the report.

	Span Dates – PAP Accessories -- Council indicated the supplier manual currently contains a table listing what items require span dates.  The table includes PAP supplies; however when suppliers submit claims for PAP supplies with span dates the claim is rejected by CEDI.    
	11/8/08 - POE will research and clarify whether or not span dates are required for PAP supplies and will provide clarification to Council. 

1/22/09 – This issue is still being researched.  An update will be provided at the next meeting.
Plan to do additional education here.  The table specified is not in NGS supplier manual. 
	Open


VII. Provider Outreach & Education Updates

· Claim Submission Errors:




Stacie McMichel

i. Will look for ways to reduce claim submission errors.
ii. Please look at the report and provide feedback.
· Telephone Inquiries 





Stacie McMichel

· Written Inquiries 





Stacie McMichel

· Upcoming Educational Opportunities 


Vicky Combs

i. Quarter 1

1. 101 Webinar

2. ACT call – topic TBA

3. Publishing two new CBTs

a. Re-openings/appeals

b. Second is TBA

4. Posting updated CBTs

ii. Face to Face seminars for 201 in the 2nd Quarter – schedule posted in March.

iii. March 12th  - Oxygen payment and billing/ PAP policy WAMES conference

iv. MedTrade – March 25 – 26 (4 DME MACs, CBIC, CEDI and NSC)

v. MAMES conference April 15 and 16

vi. Learning Management system – in February will launch Medicare University.  One stop shop for self training

1. www.medicareuniversity.com

2. Mechanism for self training records

vii. Oxygen question and answers will be posted very soon.  (Questions from prior to call and during call should be addressed)
viii. Claims kicking for HMO due to beneficiary open enrollment list serve will go out regularly for the next two months.

ix. Duplicate denials/top denials – they will continue to monitor and reduce.

x. Provider satisfaction survey sent to 30,000 random providers – please complete if you receive.

· Electronic Data Interchange




Pat Graham

i. Last update from Pat before she will be retiring. 
ii. ERNs and EFTs -want to raise percentage of both through the total electronic environment webinar.  Percentages went up at the end of last year.  

iii. EFT = 61.27%

iv. ERN = 62%

v. Total electronic and claim status CBT are on NGS website.
vi. January 2009 EDI on-line newsletter, “E-Commerce Connection” will be out next week.
VIII.
Provider Outreach & Clinical Education Update

Sharon and Dawn 

a. Nina had her baby December 31st.

b. Refractive Lens Lunch in Learn was conducted in December and the Q & A will be posted next week.

c. January 29th – new hire guide to finding Medicare information on the internet.  (Good desk references)  

d. February 19th parenteral nutrition.
e. March – therapeutic shoes.
f. April – nebulizer drugs.
g. CERT – November 2008 report not available yet.  They are seeing the same thing Medical review is seeing.  Medical necessity is the biggest denial.  Getting documentation but they are denying due to medical necessity – they are not stating it is insufficient.

h. They will educate everyone once the report is out.

i. Policy should serve as basis for review but the CERT and medical review could interpret differently.  They try to be on the same page.  They need to share information to see if approach methodologies are the same.

Overpayment and recovery update: 


If sending in requests for overpayment do not send in a voluntary refund request as well.


POE Advisory Committee: 



Soliciting new members, please submit application if you are interested.


Medicare Convention:

Planning put on hold due to MAC awards just being announced and lines of business will change.  They will update us at a later date.

Survey

Please complete in regards to education seminars in May.  Dates of seminars are May 12 - 14 
and May 19 – 21.
IX.
Open Discussion






All


a. Questions from Q & A:
i. Question 9 – when setting up a new oxygen patient, we need to inform the patient of the suppliers intent of billing non-assigned vs. assigned.  Conditions may be included on the assignment notice – if during the 36 month period the decision changes, can we notify the patient the condition is now present and will change?

ii. Processing oxygen claims right now – what are you doing with content claims?  Response: Currently, not processing replacement claims – waiting on word from CMS.  NGS believes content claims are processing.  No claims are being held except for replacement claims.  If replacement oxygen claims did not come in with modifier, then claims would deny.  
iii. Oxygen questions: Once the CMS list serve is released, could we submit questions similar to PAP policy for clarification?  Response: Yes, please send questions through Rose Schafhauser at the Jurisdiction B Council office who will send to Charity Bright.
iv. Question 22 – wanted a yes or no answer – if just diagnosing a problem and patient owns the equipment – can the patient be billed?

v. Written order prior to delivering – if we list a cushion on a detailed written order, but don’t have diagnosis and length of need, is that a problem?  The answer in the Q&A document did not answer the question. Response: NGS will clarify/revise the answer.

vi. RA modifier – clarification:

Replacement of equipment – is this before or after the 5 year useful life?

Response: Replace prior to 5 years due to lost or damaged beyond repair.
If after 5 years due to useful life and replacing – do we need RA modifier?  
Response: Most claims for after 5 years whether had RP modifier or not, they deny.  (Some other regions do not deny).

If RA modifier is added and it wasn’t necessary, would it deny? Response?
X.
Set Next Meeting Date





May 7, 2009
XI. Special Oxygen Agenda Items (Joel Kaiser, CMS present)


Overview:  Medicare paid on reasonable charge regulation.  In 1987 OMNIBUS creating new payment methodology where fee schedule amounts were paid on historical charges.  Medicare doesn’t pay for purchase of oxygen making it unique.  Pay supplier one monthly payment covering supplies, accessories, content, equipment and such.  Portable equipment is an add-on payment.  In 2005 DRA passed and issued a 36 month cap.  After 36 months the provider was mandated to transfer title of oxygen to beneficiary.  In July 2008, MIPPA passed which amended payment rules.  Keep 36 month cap but repeal transfer of title.  However, since beneficiary needs oxygen but won’t own it, the provider must continue to furnish the equipment until the end of the useful lifetime.  5 years is designated a lifetime of equipment unless otherwise stated.  Supplier is paid for 3 years and then the beneficiary gets service for an additional two years.  No provisions in statue that alleviates provider from taking care of patient during years 4 and 5.  You the supplier provide service for up to five years for payment of up to 3 years.  Average Medicare patient uses oxygen equipment for 10 months per CMS.  The law mandates they continue paying for content after 3 years.  Instruction from CMS to MACs will be released within the next week.  Portable content payment will follow the stationary cap dates since payment was included in the stationary oxygen payment.  Maintenance and service of oxygen equipment will be allowed after 3 years and 6 months.  Concern was made for suppliers seeing the equipment in regards to concentrators because the supplier is not in the home routinely for these patients.  Liquid and gaseous patients will have suppliers in the home routinely therefore there is no additional maintenance and service for these items.
Question:  How can you ask a business person to maintain equipment at a loss?
Answer:  Suppliers own the equipment.  14% beneficiaries need oxygen for greater than 36 months.  Therefore, the equipment does come back to the supplier and they can re-rent the equipment.  For a $500 piece of equipment that can be put out frequently this should not negatively impact the provider.  CMS has been assured by the VA and manufacturers that the equipment is durable in nature and does not require a lot of repair – they can easily replace the equipment due to the low reimbursement.

Question:  The monthly reimbursement covers supplies, content, equipment and such – not the acquisition of the $500 piece of equipment.  We are providing a package of equipment and services.  So how can you use the argument from above?  Most companies are accredited and have respiratory services – we provide service.  You can say service this is included in the monthly fee, but then state you can buy the equipment for $500.00.  Our statistics show patients have been on oxygen far greater than 10 months.

Answer:  The statute states, we follow the law.  We pay for content and have discretion for maintenance and service.  Any other service is not included in the law.  Many comments were probably submitted during the comment period and could be revisited in the final rule.
Question:  The patient continues to smoke in or near the oxygen after being educated on multiple occasions that it is dangerous to smoke while using or near the oxygen. There is a liability on the provider if they leave the oxygen in the home knowing the patient is creating a harmful environment. 
Answer:  Mr. Kaiser indicated there could be exceptions for removing equipment from a patient’s home.  If a patient is abusive of the equipment or it is a safety hazard we should communicate this to the Medicare carrier for direction.
Question:  Implementation of the 5 year rule.  What needs to occur?

Answer:  Advance notice of instruction going to contractors soon and then out to the supplier list serve soon.  Instructions on reasonable useful lifetime (Useful lifetime starts the day patient put on oxygen, billing instructions will be included), content, and change in modality. Clarification on policy issues, and discussion about proof of delivery - will be released in the next week.   Providers must notify patient’s they have the right to elect new equipment if beyond 5 years.  Since Medicare practice is to bill on anniversary date that would be the normal process.  If using July 15, 2005, cap begins January 2006.  The cap would start Jan. 15, 2006 so the cap ends Jan 15, 2009.  The next date would be Feb. 15, 2009 – please continue to use the anniversary date.
Question:  You stated the fills would be attached to stationary system.  If the portable add on is billed on a separate date, what date is used?   

Answer:  You can bill for portable content on the first day following the 36th month of the stationary system.  They will pay both the portable add on and the content until the portable add on when it meets the 36th month cap.

Question:  What do providers do on claims that were denied already?
Answer:  They will provide guidance to get these processed and paid.

Question:  A company elects to go out of business.  What happens to the patients that have been on oxygen for more than 36 months?
Answer:  Suppliers going out of business is not a new issue.  When Medicare only paid for rental equipment it was not an issue.  But then you have 6pt plan issue – who is responsible became a real issue.  Guidance was issued and is handled by the entity who takes over the assets of the company.  They will include this information in the manual.  They will not restart the 36 months – they can’t do that.  It has been worked out in the bankruptcy issues.  
Question:  Many companies are closing – not selling.  With oxygen it is compounded due to service.  We understand a sale of the company or bankruptcy.  But what about companies that just closes?

Answer:  If there is a problem, they will need to re-visit.  General Council will let them know.  Suppliers cannot choose to walk away from the oxygen business.  Whoever they provide equipment to they must continue to service these patients.  They cannot walk away – they are bound by the statute.

Question:  People are calling 1-800 Medicare and they are being informed that they can go to any new provider who can then start a new 36 month cap. 
Answer:  The question was not answered for the call ended due to time. 
Note added by National Government Services: We will provide this information to our contact to make sure that the representatives at 1-800 Medicare understand the new oxygen payment and billing guidelines.

National Government Services, Inc.  
2

