COST AVOIDANCE TRANSITION

Frequently Asked Questions

May 2006
(New Questions begin with #14)
1.  Why is this change occurring? 

Cost avoidance (Medicaid payment only after establishment and reduction of all third party liability) has always been a regulatory requirement of coordinating benefits for payment of Medicaid services.  Exceptions, or waivers, for some services, primarily pharmacy, were previously granted to some states.  Several years ago, our state had both pharmacy and nursing home waivers.  For the past five years, pharmacies in Washington State have been performing their own cost avoidance.  Our nursing home waiver expired last year.  CMS has allowed us to make the transition to cost avoidance for nursing home claims complete by January 1, 2007.
2.  Will we be reimbursed for extra staff needed to implement these changes?  

Only to the extent that the current nursing home rate methodology recognizes these expenses will you be reimbursed.  There is a strong likelihood that for some residents you will receive more money from insurance carriers than the department pays in the form of Medicaid payments so much, if not all, of this cost will be absorbed that way.
3.  During the time that we are awaiting approval or denial from the insurance company, will we receive any Medicaid reimbursement?  

You will not receive immediate payment for residents with third party coverage.  Medicaid will only pay for such residents who ultimately are found to have received payment at less than the Medicaid rate or a valid denial of coverage by the insurance carrier.  All others will be paid in full by the insurance carrier. 
4.  During the period we are awaiting approval or denial from the insurance company, are the residents to be considered "Medicaid residents"?

Yes.  The clients have already been determined to be eligible for Medicaid.  The only question is whether or not there is a third party that should pay before the department does so that Medicaid is truly the payer of last resort.  
5.  If we go thirty days without reimbursement from the insurance company can we discharge the resident for non-payment?  If not, why not? 

Federal rules only allow discharge of a Medicaid resident when the resident has failed, after reasonable and appropriate notice, to pay for (or to have paid under Medicare or Medicaid) a stay at the facility.  Lack of payment would have to be due to non-cooperation of the resident.  You must also provide adequate advance notice, fair hearing rights and meet other discharge requirements as per this same federal regulation (42 CFR 483).  

6.  On average how long do you expect reimbursement approval or denial from the insurance company to take?

That will depend on the insurance carrier.  The department has no control over the private insurance industry and the nursing homes will need adequate documentation to support any claim.  It will be incumbent upon the nursing homes to submit to the insurance carrier enough documentation to support their claim so that payment will not be delayed for lack of documentation.  The nursing home should treat the Medicaid resident the same as a private pay resident.  This will meet the payer of last resort requirement for Medicaid.
7.  How will we know if the individual has insurance?

The award letters for residents who are currently in the nursing home may indicate whether there is another source of payment for the resident.  For other Medicaid residents you will need to ask the resident and family members at the time of admission if they know about insurance.  If it is not stated on the award letter, report it promptly to the department.  The department will also provide this information on the MAID card.
8.  What do we do if the family refuses to turn the insurance check over to the nursing home?  If the family decides to keep the check, can we discharge the resident? 

The nursing home should first contact the family to make sure they understand their obligation.  If the family continues to keep insurance money that is meant to cover the cost of care of a Medicaid resident, the nursing home should pursue with the resident and the insurance company the possibility of the insurance company sending the funds directly to the nursing home.  If the resident refuses to cooperate, that may result in the NH considering discharge for non-payment, subject to the limitations as noted in No. 5 above.  If the resident lacks capacity (i.e., family is handling the money as legal guardian or power of attorney) then the nursing home may refer the situation to Adult Protective Services.  Another possibility is that the NH can file a petition for guardianship for the resident.  

9.  Once a carrier has denied payment and there is no change in circumstances (discharge and readmission, hospital stay or other change in the resident’s condition, etc.) do I have to continue to bill the carrier and wait for duplicate denials before subsequent Medicaid payments will be made?
Once a valid denial is received and forwarded to Medicaid, you will not be required to bill for duplicate denials unless there is a change in circumstances.  Please see Section 8 in your COB Cost Avoidance Suggestions and Helpful Hints packet for rebilling Medicaid with a valid denial.  
10.  Who is our primary contact at DSHS if we have questions concerning this process?   
If you have questions regarding cost avoidance, you may call Toll-Free 1-800-562-6136.  For patients with the last name beginning with the letters A through G contact Cyndy Mills at Ext 51936 and for patients with the last name beginning with the letters H through Z contact Susan Pemberton at Ext 51164.
   

11.  Will we know in advance of the transition planned for September 1, 2006 which insurance carriers will be impacted?   
Yes.  We will inform you soon which insurance carriers will be transitioning in September, the next planned date for transition.
12.  Where can I find the client’s insurance information?  

1.  Ask the client/family for any insurance information.  

2.  Ask for copies of the insurance cards and policies from the client/family.

3.  The institutional Award letter has an Insurance premium field that will show if an insurance premium is being deducted from the client’s income.  Please note that some insurances do not require a premium.  Example: Tricare for Life.  

4.  If Medicaid is aware of the insurance it will be listed in the insurance column on the client’s MAID card/medical coupon.  

5.  To identify that insurance carrier go to the MAA website: http://maa.dshs.wa.gov under Downloadable Files.  See Section 4 in the Cost Avoidance Suggestions and Helpful Hints packet.

6.  To identify that insurance go to the WAMedWeb Home page under Eligibility Inquiry and use the client’s PIC to access the Medicaid Insurance screen.  

13.  If I have general questions about this transition, where should I direct them?

General questions should be directed in writing to Bonnie Hawkins at either:

Hawkibm@DSHS.WA.GOV
or
Bonnie Hawkins
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14.  When do I use Class 29 and 24?

Class 29 and Class 24 are to be used ONLY if the client is in a Medicare stay at the nursing home and is also eligible for Medicaid.   These class codes should not be used for a client who has insurance but IS NOT in a Medicare stay.

Class 29 is only to be used for the first 20 days of a Medicare stay (days 1 – 20).

Class 24 is only to be used for the next 80 days of a Medicare stay (days 21 – 100).

Once the client is no longer in a Medicare stay, change to the appropriate Medicaid Class code and indicate in your comments any insurance payment / denial reasons.  Remember that Medicaid needs a complete record of the client’s stay while a resident is on public assistance.  Only bill Class 29 and Class 24 when the client is in a Medicare stay and is also on Medicaid.  Medicaid needs to have record of all dates of service that are covered by the Institutional Award letter.
Please refer to Section 6 in your Cost Avoidance Suggestions and Helpful Hints packet.  Also see page C.1 of the Nursing Facilities Billing Instructions November 2005.  The Billing Instructions can be found on the HRSA (formerly MAA) web site at http://maa.dshs.wa.gov.

15.  Do I have to send in a paper copy of the Insurance Explanation of Benefits when I rebill Medicaid?
No.  A change has been made in the Cost Avoidance Suggestions and Helpful Hints packet that was recently sent to the Medicaid Biller in May 2006.  See Sections 8 and 9 of the revised Hints packet. 
16.  Do I adjust my claim or submit a new claim when rebilling Medicaid?
If your claim was denied, always submit a new claim.  See page L.1 of the General Information Booklet for information concerning the correct process for rebilling Medicaid.  See Section 3 of the Cost Avoidance Suggestion and Helpful Hints packet for the MAA web site.  The General Information Booklet can be found under Billing Instructions / Numbered Memoranda on the web site.

17.  When will we know the next insurance companies to switch to cost avoidance?  
The insurance companies that are scheduled to change over on September 1, 2006 are AARP; Blue Cross; Blue Shield; Blue Cross/Blue Shield; Regence; United Healthcare; and any county insurance.
18.  Will there be revisions to the Cost Avoidance Suggestions and Helpful Hints packet?  
There will be revisions to the Cost Avoidance Suggestions and Helpful Hints packet.  A new packet with revisions was mailed in May 2006.  The packet had a cover letter addressed to:  Dear Medicaid Biller.

19.  I have received a third party check for a Medicaid resident and I am not sure if I should post this money to the Medicaid account for the resident.  The check is for April dates of service, so should I start this process now?
If the payment is for an insurance carrier that was cost avoided on April 1, 2006 and Medicaid did not pay for the room and board, then do not send the insurance payment to Medicaid.  If Medicaid needs to pay the balance of the claim after receipt of the insurance payment, please refer to Section 9 of the Cost Avoidance Suggestions and Helpful Hints packet.  If the payment is for an insurance that was not cost avoided on April 1, 2006 and Medicaid did pay for the room and board, then the payment should be forwarded to the State of Washington.
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