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12/10/09

ALERT:  You May be Audited by Medicare

A call from a member who was recently audited and told to repay $3688 prompts me to remind all who are Medicare providers that there are stringent rules about Medicare documentation.  After submitting his records for evaluation many of the member’s sessions were “downcoded” from 90806 or denied.  Although he had the chance to appeal, he was advised to pay this amount and move on. 

 Specifically Medicare wrote to him:

In most instances, these services were reduced to code 90804 as the record contained no time element indicating duration of the face-to-face-contact. The time element is the determining factor for coding the psychotherapy service rendered.

In many instances, these services were reduced to Evaluation and Management (E/M) procedure code 99213 and one instance to code 99213 as the service was more indicative of an E/M service.  These medical records did not indicate a psychotherapy service was rendered.   In the instances reduced to 99212, the service scored an expanded problem focused history, problem focused examination and straightforward medical decision making.  In the one instance reduced to 99213 the service scored an expanded problem focused history, problem focused examination and low complexity medical decision making.

In multiple instances, these services were not allowed as a single office visit. Note was written to document two dates of service.  Per the Documentation Requirements guidelines in LCD L26895, medical records must include a clinical note for each encounter.

In a few instances, these services were not allowed as no medical record was submitted for specified dates of service.

In one instance, the medical records noted “phone session”, which is not allowed per LCD 26895.

Medicare also wrote:

Those providers who render services to Medicare beneficiaries must understand the conditions governing which services will be covered and reimbursable under the Medicare Program.  Pertinent information was available from the Law and Regulations, from Medicare Bulletins and from your peers in the medical community.  Based on available information, we feel that your liability for overpayment should not be waived.
Medicare further stated that medical necessity must be supported by a plan with clearly identified goal(s).

Documentation: The medical record must indicate the time spent in the psychotherapy encounter and the therapeutic maneuvers, such as behavior modification, supportive or interpretive interactions that were applied to produce a therapeutic change.  Behavior modification is not a separate service, but is an adjunctive measure in psychotherapy.  Additionally, a periodic summary of goals, progress toward goals, and an update treatment plan must be included in the medical record. Prolonged periods of psychotherapy must be well-supported in the medical record describing the necessity for ongoing treatment.

Procedure codes 90808, 90809, 90814, 90815, 90821, 90822, 90828 and 90829 (psychotherapy of approximately 75 to 80 minutes) should not be used routinely.  These codes should be used for exceptional circumstances.  The provider must document in the patient’s medical record the medical necessity of these services and define the exceptional circumstances.

The following information must be included in all psychiatric medical record documentation:


Name of beneficiary and date of service


Type of service (individual, group, family, interactive, etc.)

Time element, where duration of the face-to-face contact is the determining factor for coding the service rendered

Modalities and frequency of treatment furnished

A clinical note for each encounter, where in the aggregate, summarizes the following items: diagnosis, symptoms, functional status, focused mental status examination, treatment plan, diagnosis, and progress to date.  Elements such as treatment plans, functional status and prognostic assessment are expected  to be documented, updated and available for review, but do not need to be delineated for each individual date of service.

Identity and professional credentials of the person performing service (stamped signature not acceptable)

Medicare warns that they reserve the right to review claims submitted prior to the date of the audit and that the audit may lead to an expanded review in which “identified overpayments may be extrapolated to the entire universe of Medicare claims paid during the re-evaluation time period”.  Ultimately a provider can be fined or excluded from Medicare.

Medicare stated: “You are responsible for being knowledgeable of correct claim filing practices and must use care when billing and accepting payment.  Therefore, you are not without fault under section 1870 of the [Social Security] Act and will be responsible for repayment of any final overpayment determined.”
This information will be chilling to the majority of readers but the risks of non-compliance are very real. We are searching for a link to the Medicare website where documentation requirements are posted.  This is not immediately available by casual search.  

Helen T. Hoffman LCSW

Chair, Vendorship and Managed Care Committee

Virginia Lehman LCSW

Medicare Liaison
12/01/09

Frequently Asked Questions, from the Advocacy Study Group

This is the fifth in a series of short informational pieces, provided in answer to common questions about insurance issues.

FAQ #5

Should I state my full fee on an in-network claim?

According to the NYS Insurance Department, there is no law about how to state one’s fee on an in-net-work claim form.  You may state whatever fee you choose, but you will be paid at your contracted rate. Consistently stating one’s full or regular fee in-network is a common practice recommended by various authorities on billing and by many Society members.

Some therapists choose to bill only the contracted rate, however others feel this could be to our detriment as a profession, for two reasons.  First, if “usual and customary” rates are being recorded by a database such as Ingenix, stating only the lower rate on your claim could have a negative effect on all clinical social workers.  We have no way of knowing at this time what effect stating one’s full fee may have on such a database.  However stating the full fee does send a message to the insurance company and the patient giving a realistic view of what you are worth.  

One important exception: With Medicare one should not bill more than 15% of the contracted rate.
Summary:  On all in-network claims except Medicare,  consistently state the full fee.  Clinical social workers need to feel confident in stating their full fee, as information to the patient, to the plan and ultimately to the public.

Helen T. Hoffman, LCSW, Bonnie Goodman, LCSW, and Liz Ojakian, LCSW, of the Advocacy Study Group, Vendorship and Managed Care Committee 

12/1/09
Summary of the Federal Parity Act as it relates to “Timothy’s Law”

Summary of Circular Letter No. 20 (2009), State of New York Insurance Department regarding the Mental Health Parity and Addiction Equity Act of 2008 (MHPAEA)
Effective date is January 1, 2010

Under the new federal law, the Paul Wellstone and Pete Dominici Mental Health Parity and Addiction  Equity Act of 2008, mental health and addiction treatment are to have parity in “financial requirements” (deductibles, co-pays, coinsurance and out-of-pocket expenses) and “treatment limitations” (days of coverage and number of visits) no more restrictive than the most common or frequent of any medical or surgical benefits.  The MHPAEA applies to employer plans with 50+ employees. 

Under the current NY State mental health parity law known as “Timothy’s Law”, if a policy contains inpatient hospital care, the policy must provide outpatient as well, or coverage can be purchased, for biologically based disorders and children with serious emotional disturbances   If coverage is provided for inpatient hospital care, policy must provide coverage for at least 60 outpatient visits for diagnosis and treatment of chemical abuse and chemical dependence, or it can be purchased.

Highlights of Circular Letter:  

(1) Small group or large group:  MHPAEA counts total employees; NY Insurance Law counts “eligible” employees.  Insurers must make a rider available for purchase  by groups considered small groups under MHPAEA

(2) Treatment limitations under MHPAEA:   Insurer cannot impose limitations on days of coverage or number of visits for mental health or substance abuse treatment any less favorable than limitations set for medical or surgical treatment. Caps permitted under NY Insurance Law are not permitted under MHPAEA.

(3) Financial requirements under MHPAEA:  Insurer cannot impose financial requirements, e.g., deductibles, co-pays, etc., for mental health or substance abuse treatment more restrictive than for medical or surgical.  

(4) Co-payment exception:  Under NY Insurance Law, specialty office visits may have a higher co-pay than mental health visits.  Under MHPAEA, the higher co-pay still holds, except for substance abuse treatment, in which case the co-pay must be the same as for the primary care office visit.  

(5) Co-pay or coinsurance for inpatient hospital care for mental health and substance abuse must be equivalent to the co-pay or coinsurance for inpatient care for physical conditions.

(6) Insurers may not charge a separate deductible for mental health and substance abuse treatment.

(7) Under MHPAEA, a large group that provides hospital, medical & surgical coverage plus outpatient substance abuse benefits must include coverage for inpatient substance abuse treatment at parity with the treatment of medical & surgical conditions.

(8) Insurers must amend contracts by October 3, 2009, to include the new inpatient substance abuse benefits or it will be construed by federal regulations that the contracts will have been amended and insurers will not be entitled to any retroactive increase in premium.

(9) If contract provides inpatient substance abuse benefits, then those benefits must be no more restrictive than medical & surgical benefits.

(10)Under MHPAEA, a large group must provide partial hospitalization benefits in     ratio of 2 partial hospitalization visits to 1 inpatient day of treatment.

(11) Large groups may request an exemption from compliance with MHPAEA after 6 months if they can demonstrate that their costs will increase more than 2 percent during the first plan year and 1 percent in each subsequent plan year.  However, the insurer must still provide all of the mental health and substance use disorder benefits required by the NY Insurance Law.  

(12) Large group plans must comply with MHPAEA for all policies issued or renewed on or after October 3, 2009.

Ruth Washton, LCSW

11/30/09

Medicare Co-Insurance Changes in Response to the Federal Parity Act 


The following is an excerpt from an announcement regarding changes in Medicare co-insurance going into effect January 1, 2010, as a result of the Mental Health Parity and Addiction Equity Act of 2008.  These changes are consistent with the requirement that mental health and addiction treatment are to have parity with medical treatment in terms of deductibles, co-pays, co-insurance and out-of-pocket expenses.   
Change Request (CR) 6686 alerts providers that the Centers for Medicare & Medicaid Services (CMS) is phasing out the outpatient mental health treatment limitation (the limitation) over a five-year period, from 2010-2014. Effective January 1, 2014, Medicare will pay outpatient mental health services at the same rate as other Part B services, that is, at 80 percent of the physician fee schedule.
Section 102 of the Medicare Improvements for Patients and Providers Act (MIPPA) of 2008 amends section 1833(c) of the Social Security Act (the Act) to phase out the outpatient mental health treatment limitation over a five-year period, from 2010-2014. The limitation has resulted in Medicare paying only 50 percent of the approved amount under the physician fee schedule for outpatient mental health treatment rather than 80 percent that is paid for most other services. 
Section 102 of MIPPA requires that the current 62.5% outpatient mental health treatment limitation (effective since the inception of the Medicare program until December 31, 2009) will be reduced as follows:

· January 1, 2010 – December 31, 2011, the limitation percentage is 68.75% (of which Medicare pays 55% and the patient pays 45%); 

· January 1, 2012 – December 31, 2012, the limitation percentage is 75% (of which Medicare pays 60% and the patient pays 40%); 

· January 1, 2013 – December 31, 2013, the limitation percentage is 81.25% (of which Medicare pays 65% and the patient pays 35%); and, 

· January 1, 2014 – onward, the limitation percentage is 100%, at which time Medicare pays 80% and the patient pays 20%.  
Virginia Lehman LCSW, Medicare Liaison, and Helen T. Hoffman LCSW, Chair
Vendorship and Managed Care Committee

11/29/09

What You Need to Know about Mental Health Parity in 2010
            On January 1, 2010, the Mental Health Parity and Addiction Equity Act of 2008 will align mental health/substance abuse (MHSA) benefits and medical/surgical benefits for group health plans with more than 50 employees.  The Act makes equal, the treatment of mental health and physical health.

The parity law states that MHSA benefits must include out-of-network coverage if such benefits are included as part of the medical benefit.  As such, MHSA out-of-network benefits must be consistent with “the terms and conditions of the plan.”  This means that the plan can require management protocols (for example, adherence to medical necessity, adherence to practice guidelines, and utilization review) under the terms and conditions of the plan, and these management protocols can be applied to both in-network and out-of-network providers.

As such, both in-network, and out-of-network mental health clinicians must start planning to understand and implement these changes into their practices, including being aware of management protocols not only for the networks they participate in, but also networks where they do not participate.1
Medical Necessity is a term common to health care coverage and insurance policies in the United States.  A common definition among insurers is:

Health care services that a hospital, skilled nursing facility, physician or other health care professional, exercising prudent clinical judgment, would provide to a patient for the purpose of preventing, evaluating, diagnosing or treating an illness, injury, disease or its symptoms, and that are:

· Consistent with the symptoms or diagnosis and treatment of a member’s condition, in terms of type, frequency, extent, site and duration, and considered effective for the patient’s illness, injury, or disease.
·  Appropriate and in accordance with generally accepted standards of good medical practice.
· Not solely for the member’s convenience or that of any physician or other health care professional.

· The most appropriate supply or level of service which can safely be provided that is not more costly than an alternative service or sequence of services that is at least as likely to produce equivalent therapeutic or diagnostic results as to the diagnosis or treatment of that patient’s illness, injury or disease.2,3
“Generally accepted standards of medical practice means standards that are based on credible scientific evidence published in peer-reviewed medical literature generally recognized by the relevant medical community, Physician Specialty Society recommendations and the views of Physicians practicing in relevant clinical areas and any other relevant factors.”3
Moreover, good medical practice as it pertains to the provision of mental health services includes: documentation of initial and ongoing assessments of the patient’s problem, symptoms, and clinical diagnosis, the goals of treatment that directly address the symptoms associated with any given diagnosis, and the patient’s functional problems related to the given diagnosis. Additionally, most insurance companies will refer to the American Psychiatric Association’s Best Practice Guidelines when assessing whether a particular mental health clinical diagnosis is accurately given to a patient.  They will evaluate standards of good medical practice through Utilization Review in various forms, such as:  regular written outpatient treatment forms submitted by the clinician, telephonic clinical review, or from the clinician’s documentation in the patient’s clinical record.4

With the new Mental Health Parity Act taking effect January 1, 2010, it is imperative that both in-network and out-of-network providers acquaint themselves with the APA’s Best Practice Guidelines, as well as other resources pertinent to required management protocols.  You can find the APA’s Best Practice Guidelines on the web at www.psychiatryonline.com.  Click on the APA Guidelines tab on the top of the home page.  
For illustration purposes, below is an example of United Behavioral Health’s Best Practice Guideline requirements clinicians are expected to follow when treating patients in their health plans.5
BEST PRACTICE GUIDELINES 2009
	

	 
	Introduction
United Behavioral Health (UBH), PacifiCare Behavioral Health (PBH), and U.S. Behavioral Health Plan, California (USBHPC) have adopted Best Practice Guidelines, which were developed by nationally recognized organizations.

These guidelines were originally approved for use by the Clinical Policy & Operations Committee (formerly Clinical Policy & Standards) on March 15th, 2003, and were readopted on March 23, 2009.

Diagnosis/Procedure 

Recommended Guideline(s)
 

 

ADULTS:
 

Bipolar Disorder 

American Psychiatric Association
Borderline Personality Disorder 

American Psychiatric Association
Alzheimer's Disease and Other Dementias of Late Life 

American Psychiatric Association
Eating Disorders 

American Psychiatric Association 

Major Depressive Disorder

American Psychiatric Association 
Obsessive Compulsive Disorder 

American Psychiatric Association 
Panic Disorder 

American Psychiatric Association 

PTSD 

American Psychiatric Association
Schizophrenia 

American Psychiatric Association 
Substance Abuse Disorder

American Psychiatric Association
Suicidal Behaviors

American Psychiatric Association 

 

 

CHILDREN/ADOLESCENTS: 

 

 

 

ADHD 

American Academy of Child and Adolescent Psychiatry 
Anxiety Disorders 

American Academy of Child and Adolescent Psychiatry 

Autism/Other Development Disorders 

American Academy of Child and Adolescent Psychiatry 

Bipolar Disorder 

American Academy of Child and Adolescent Psychiatry 

Conduct Disorder 

American Academy of Child and Adolescent Psychiatry 
Depressive Disorders 

American Academy of Child and Adolescent Psychiatry 
Obsessive Compulsive Disorder 

American Academy of Child and Adolescent Psychiatry 
Reactive Attachment Disorder

American Academy of Child and Adolescent Psychiatry
Substance Use Disorders

American Academy of Child and Adolescent Psychiatry
Suicidal Behaviors

American Academy of Child and Adolescent Psychiatry 



1Taken from ValueOptions “Frequently Asked Questions about Mental Health Parity” 2009
2 Taken from Oxford Health Plans 2009 Provider Manual

3 Definition taken from 2007 Blue Cross Blue Shield Settlement available at

www.hmosettlements.com
4Koetting, Michael E., Clinical Social Work:  Essential Components of Working with Managed Care.”  Presentation at New York State Society of Clinical Social Work, Annual Meeting, September 26, 2009, Ossining, New York

5Taken from United Behavioral Health “Best Practice Guidelines 2009” available at www.ubhonline.com
Michael Koetting, LCSW

11/1/09

Anthem Empire Blue Cross Blue Shield Meeting

On October 14 Jonathan Morgenstern, Marsha Wineburgh and I met with Anthem Empire Blue Cross Blue Shield’s Larry Grab and four other managers .  Mr. Grab is Director, Northeast Region, Behavioral Health Services.

At the top of the agenda for the Society was the automated telephone system FastCheck which has caused great frustration, with the complaint that it is very difficult to access “a person”.   Mr. Grab acknowledged that the system was cumbersome but stated that it is used universally throughout all divisions inherited by Empire, covering medical and behavioral services, and would be difficult to change in the near future.

Society members are advised that to reach a live person one must select Claim Review (not Claim Status), follow prompts for Patient ID, Date of Birth, Provider Tax ID, and Dates of Service and then wait for  a Care Representative to come on.   They are also advised to use www. empireblue.com to resolve matters online.

At the request of the Society, Empire is making available an ombudsman in the behavioral health area who can be accessed through myself.  To obtain assistance you may email me at helenhoffman@verizon.net.

Empire clarified that any denial of authorization will be made in writing to both patient and provider and showed that they had taken action in response to a NYSSCSW complaint that a provider had not been notified in writing.

Asked about a request for telephone review that a Society member received from a psychologist in Florida, Empire explained that they contract out to peer review boards whose members may practice in other states.

NYSSCSW  members had been  dismayed to receive an Empire Bulletin “New Empire Behavioral Health Provider Fee Schedule” in July which left the “local” reimbursement rate for 90806 at $60, while showing that the “national “rate to be $80.  Empire was aware of this disparity and acknowledged our frustration but pointed out that the rate for family and couple sessions was raised by $27 to $83. Empire was told by us that reimbursement rates are the single most important issue to our members.   

Regarding difficulty accessing Provider Relations, we learned that there are 8000 unique providers in behavioral health (4500 LCSWs) in-network in New York State, and that the director of the department  has only three staff members.  He assured us that if we leave messages calls will be returned.  The general number for Provider Relations is 1-866-221-1395. If you have difficulty getting a response you may email  me.

Empire is accepting new applications for their provider panel for behavioral health.  Interestingly they have not opened the panel to licensed mental health practitioners.

Empire is augmenting their psychopharmacology panel by including nurse practitioners certified in psychiatry.

Although Anthem Empire BCBS covers only New York State, Mr. Grab pointed out that information about out-of-state BCBS is available on the website at www.empireblue.com. The telephone number for dealing with out-of-state BCBS is 1-800-713-4173.
Also, he noted that forms such as the Outpatient Treatment Report and the Coordination of Care letter can be obtained at www.empireblue.com without needing to register as a provider.  

Empire urged our members to keep up to date on address changes.  Click on links below for the  address change form and provider profile specialty form.  
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Provider Profile - EBCBS.pdf, [image: image2.wmf]

message:Mg==:M



 HTMLCONTROL Forms.HTML:Hidden.1 [image: image3.wmf]

59646

Provider Maintenance Form.pdf 
Helen T. Hoffman  LCSW
10/10/09

Oxford/UBH Transition

There is still no hard news about Oxford Health Plans and United Behavioral Health.  Understandably we are hearing many questions from members who want to know when Oxford will announce that it will hand over administration of behavioral health services to United HealthCare under UBH.   Since this represents a large decrease in the reimbursable rate, members are eager to know when this will occur. Some Oxford providers have already received calls from UBH informing them of the merger and inviting them to apply to UBH.  They were told that the credentialing process would take several months.   Many members want to know whether they will be able to disenroll and bill out-of-network.

To date the most definitive information we have is member’s report, previously shared in July:
Here's what I found out about the Oxford/UBH "consolidation." This information comes from several reliable sources, including Dr. Michelle Brennan-Cooke, vice president of clinical network services, UBH. You may feel free to disseminate any or all of this information, so long as you kindly do not identify me by name.

Letters will go out to all Oxford providers, probably in the fall, advising them that they may become UBH providers at that time, but that once the official consolidation goes through, in the first quarter of 2009, Oxford will no longer exist. UBH will reimburse master's level social workers at their current rate, $60 for procedure code 90806. This is an approximately 30% decrease from what Oxford currently offers. Those who choose not to accept this offer, will be allowed to continue to see current Oxford clients, but only as long as determined medically necessary. It is unclear whether that will mean submitting Outpatient Treatment Reports, but some form of reporting will be necessary.  When I asked how long providers could continue seeing Oxford clients once this happens, I was told, "Well I certainly expect that you are doing short term, solution oriented work."

As if this were not insulting enough, UBH is incorrectly telling Oxford providers who inquire that no fee schedule has been set yet, and that providers should do nothing until they receive their letters in the fall.

It appears that UBH will not be able to "sunset" out Oxford until next year because there are still "minor" regulatory hurdles that must be cleared. I have been unable to find out what these hurdles are, despite having contacted New York's Department Of Insurance, Department Of Health, and Attorney General's Office. It is possible that approval is needed from another state’s board.

The Vendorship and Managed Care Committee has been watching this situation carefully and is currently seeking a face-to-face meeting with representatives of UBH, hoping to learn more and make recommendations about the transition.   When this happens we will share the outcome with the Membership.   

Helen T. Hoffman, LCSW

9/24/09
Frequently Asked Questions, from the Advocacy Study Group
FAQ # 4
This is the fourth in a series of short informational pieces, provided in answer to common questions about insurance issues.

Is it legal for insurance companies to ask for OTRs and other in-depth information when the patient is out-of-network?  Recently some plans have required not only OTRs but phone reviews or even treatment notes.   

Bonnie Goodman and Helen Hoffman asked NYSSCSW’s attorney John Linville to respond.  Below is his answer.

Ms Hoffman raises a very interesting and complex question.  The law has always recognized that providing confidential and otherwise privileged medical information to third party payers can be a condition of payment.  This is true whether the provider is in network or out of network; as long as there will be some payment by the third party payer, it will be permitted to condition that payment on access to certain confidential treatment information.  The law does give special recognition to psychotherapy information (for example by limiting access to therapists' treatment notes) but recognizes that basic information required to verify the fact and medical appropriateness of treatment is a necessary and legitimate interest of the payer.

  Applying these principles to the specific question Ms Hoffman and Goodman raise, I am not aware of any statute or case which requires third party payers to pay out of network psychotherapy providers who refuse to provide records or information reasonably needed to verify the services provided (which information is by nature highly confidential).  The question of what information is reasonably necessary for this legitimate purpose is more complicated.  For example, I do not see why "in-depth discussions of the patient" should be required.  And, of course, a therapists' records should be prepared with the recognition that they can be reviewed by third party payers.  Excessive, embarrassing and clinically unnecessary detail should not be included in the medical records.  Also, it might be useful to review the patient's insurance contract with the insurer, to see what provisions are made for conditioning out of network reimbursement upon the provision of confidential psychotherapy information.  However, short of refusing any insurance payment, it is not realistic for patients to expect that the fact of, and some medically relevant information concerning, their psychotherapy can be kept completely confidential, even when that expectation would enhance the treatment's effectiveness.

 

Helen T. Hoffman LCSW

8/12/09

Article for The Clinician

Managed Care Companies Continue to Target Out-Of-Network Providers 
Recent emails from members reveal that out-of-network providers are still being pummeled by faxes and calls from MultiPlan asking them to accept a discounted reimbursement rate. 

What is this about?

These calls are about corporate profits pure and simple.  At root is the fierce competition among insurance companies to lower their costs.  We have confirmation of this in MultiPlan’s own pitch to insurers: “Millions of dollars are spent annually in uncontrolled costs resulting from non-contracted healthcare services”.  (See http://www.multiplan.com/solutions/fee_negotiation.cfm).   

MultiPlan offers the primary insurer (UBH, Cigna, HIP) a chance to manage these out-of-network costs.   It can “reprice” each claim with the click of a mouse.   Recently a MultiPlan lookalike, A&G Healthcare Services, came on the scene advertising to insurers, “Repricing your medical claims can’t be any easier and faster!”

MultiPlan makes the claim that it “helps providers to more effectively control reimbursements.”  But the true gain is to the employer, the primary insurer, the stockholder (and possibly to you, if you own mutual funds).    However benevolent they try to sound, managed care companies are attempting to provide the best service at the lowest price to satisfy investors.  

What has NYSSCSW done?
The Vendorship and Managed Care Committee wrote to MultiPlan expressing our concerns May 12, 2008, but a subsequent discussion with the NYSSCSW State Board discouraged pursuing this legally with New York State Department of Insurance.  Essentially the problem appears to be “a perfectly legal nuisance”.  

This should not deter individual members from writing MultiPlan , the New York State Department of Insurance, the FCC,  or the New York State Attorney General  (see addresses below).

What steps can members can take?

1.  Ignore faxes and calls.  Many members say that this will make them stop—at least for a while.

2. Fax back the request.  Draw a line through the fax and write “REFUSED. FINAL DECISION.”   One member wrote “DECLINED” in black marker and faxed it back.  She was promptly paid.

3. Contact the MultiPlan Service Advisor at Service@Multi-Plan.com , telephone 1-800-546-3887, Option 3, and ask to be removed from the database.  One member reports that he was told he was removed from all Multiplan databases.  

4. Write to MultiPlan and cc the Attorney General or NYS Department of Insurance.

Provider Services 

MultiPlan 

1100 Winter Street

Waltham, MA 02451-1440

5. Write to the New York State Attorney General.  (This must be a consumer- oriented complaint.)

Office of the New York State Attorney General


Health Care Bureau



The Capitol


Albany, NY 12223-0341

Phone number for the Healthcare Hotline is 1(800)428-9071.

A form provided by the Office of the Attorney General Health Care Bureau is available at  http://www.oag.state.ny.us/bureaus/health_care/about.html.

6. File a complaint with the FCC at  http://www.fcc.gov/cgb.complaints.html.
See “Telemarketing, Prerecorded Messages and Do-Not-Call”.

Telephone 1(888)CALLFCC 

7. Write to the New York State Department of Insurance.

New York State Department of Insurance

25 Beaver Street

New York, NY 10004-2319

Or go to “How to File a Complaint” at http://www.ins.state.ny.us/complhow.htm.

At Stake:  Autonomy and Confidentiality

Calls from MultiPlan are maddening but the greater issue is the coercion of out-of-network providers to conform to in-network protocols.  UBH and Magellan are now demanding OTRs from out-of-network providers.  One out-of-network provider for UBH was asked for medical records on his patient after four visits.

Patients who have chosen to go out-of-network to preserve confidentiality are now told that the therapist must send an OTR to the insurer to continue reimbursement.  This may be legal but from a clinical point of view it represents a violation of privacy.  Letters to the New York State Insurance Department should stress this issue of confidentiality.  

We cannot have an impact unless we make ourselves heard.  

Helen T. Hoffman , LCSW
7/29/09

Out-Of-Network Issues

If it seems tough to be an out-of-network provider these days you are not imagining things.  There appears to be a trend among insurance companies to contain out-of-network costs in various ways, direct and indirect.  Insurers are said to be developing strategies to influence patients to use their in-network plans, in particular setting higher deductibles for out-of-network benefits.   Here are some other  developments reported by colleagues:    

Various insurers including GHI and BCBS have decided to ignore the patient’s authorization to assign the payment of benefits to the practitioner and will only pay the patient directly.

Out-of- network therapists have been asked to provide treatment plans.  One patient received letter stating, “we encourage you to have the behavioral health care professional first submit a Treatment Request Form ...to determine if services are medically necessary.”  Sending this information represents an intrusion into the treatment that did not exist previously.   Although submitting it is voluntary, It is not clear how the patient or the therapist will be penalized for not sending the OTR.    

An out-of-network provider was required  to submit a W-9 before payment was made.  The insurer claimed, “we don’t have this provider in our system.” 

An insurance company has asked a therapist to show proof that the patient is paying the difference between the therapist’s fee and the amount paid by the company, by showing bank statements or cancelled checks.

Out-of-network clinicians have been badgered by Multiplan to accept a “negotiated fee agreement”. 

In taking over patients formerly covered by Empire Value Options this January, Optum Health cited a considerably lower “usual and customary” rate than that used by Empire Value Options.  

Members ask what legal recourse we have and whether we should complain to the New York State Attorney General’s Office.  The focus of the AG is consumer protection .  Any complaint would have to revolve around the harm done to the patient. We see that patients may get frustrated filing their own claims, react to a higher coinsurance, and drop out prematurely.  This is an indirect effect of insurers curtailing out-of-network benefits and as such is hard to address legally.  

Meanwhile, the  NYS Attorney General’s office has been focusing on a specific issue regarding in-network rates in a successful lawsuit against UnitedHealth Group:  “usual and customary rates”.   The case was initiated by the AMA, which charged that the entity determining  what is usual and customary, Ingenix,  could not beconsidered  independent as it was a division of UnitedHealth Group.  Presently a new independent database is being instituted to fulfill this function.    Following on this, the US Senate Commerce Committee held hearings at the end of March on whether health insurers have systematically short-changed patients.   See the New York Times, 03/31/09, “Senator Investigates Health Insurers’ Out-of-Network Rate Practices” and an editorial  4/08/09, “Out-of-Network Payment Practices”).

The Vendorship and Managed Care Committee would like to become more attuned to the specific needs of out-of-network therapists and is looking for a member who would be willing to serve on the Committee as an “Out-of-Network Representative”.  This person would take inquiries from members about out-of-network situations, track trends in the industry, and advise the Committee or the Society about any action it might take.  The Committee meets about eight times a year by teleconference and communicates frequently by email.

In the meantime we are interested in your experiences with out-of-network patients and hope you will share any difficulties you may be having by responding to the email address below.

Helen T. Hoffman, LCSW

7/27/09

Understanding Medicare/Medicaid

A recent question about whether independent social workers can be Medicaid providers in New York State elicited information from members which I summarize here.

In New York, social workers cannot become Medicaid providers, with one exception.  When they are secondary payors after Medicare they will be paid by Medicaid.    However, the social worker must obtain a Medicaid number and must submit the bill separately to Medicaid using a specific form that is not the CMS 1500.  Reimbursement rate is under $13 per session.   Many physicians are said to charge Medicare but write off the Medicaid part because the effort to collect does not seem worth it.  The provider may not charge the patient for the copayment.  

Social workers who see Medicaid patients in a clinic are compensated under a different structure, with the clinic billing Medicaid at the clinic rate and paying a salary to the social worker.

Independent social workers might get reimbursed by Medicaid when the patient is covered by an HMO that is paid by Medicaid.

To obtain a Medicaid number go to the New York State Department of Health website at www.eMedNY.org, click on  Provider Enrollment forms.  The phone number is 1-800-343-9000.  

The information below is from the website:

 Clinical Social Workers are only reimbursed for services rendered to Qualified Medicare Beneficiaries (QMBs). 
The Medicaid Program permits payment toward Medicare deductibles and coinsurance, as appropriate, for certain Medicare Part B services provided to a select group of elderly and disabled Medicare beneficiaries with low income and very limited assets. These individuals are known as Qualified Medicare Beneficiaries (QMBs). 

Helen T. Hoffman, LCSW

7/17/09

Frequently asked Questions, from the Advocacy Study Group

FAQ # 3

This is the third in a series of short informational pieces, provided in answer to common questions about insurance issues.

What is the Society doing to get LCSWs included as providers under Workers’ Comp?  

Currently Marsha Wineburgh, Legislative Chair of NYSSCSW, and her committee, are working toward passage of a bills in the New York State Assembly and New York State Senate to include social workers under Workers’ Compensation.  The bills are A. 395-A (John) / S. 3465-A (Klein).

Here are the arguments which she has put forward to justify inclusion:





Justification and Ramifications


NYSSCSW strongly supports this legislation which would extend to injured workers freedom of choice in the selection of practitioners to deliver covered psychotherapy services for the treatment of mental, emotional, behavioral, and social consequences of job-related illness, injury, disability and impairment, by including licensed clinical social workers as eligible to provide psychotherapy services.  

Currently the only providers who may deliver mental health services covered under the Workers' Compensation Law are physicians and psychologists.  In a 2005 decision the NY Supreme Court clarified that licensed clinical social workers and licensed psychologists share equivalent scopes of practice and professional functions.  NY State has a long history of providing health care consumers freedom of choice of qualified practitioners from whom they obtain health care services.  
Currently licensed clinical social workers are eligible to receive reimbursement for the mental health services they provide to persons covered by a variety of federal government health insurance plans including Medicare (1990) and essentially all managed behavioral health plans  regionally and nationally as well as all group health insurance plans in NY State.  In essence the bill would grant the same access to mental health services under Workers' Compensation Law that is now available for non job- related illness and injuries.  


Many rural and inner-city areas throughout the state are continuously struggling to locate accessible and qualified providers of mental health services. And this bill assists injured workers in the shortage areas in finding more accessible healthcare option of a licensed clinical social workers.  It would not result in increased  costs.  The cost of providing services to persons covered by Workers' Compensation system is a function of the number of patients requiring care, and not the number of covered professionals who may provide it.



Helen T. Hoffman LCSW

6/18/09

Frequently asked Questions, from the Advocacy Study Group

FAQ  # 2

This is the second in a series of short informational pieces, provided in answer to common questions about insurance issues.

What are the ramifications of the Attorney General’s settlement with UnitedHealth Group?  Can my out-of-network patient collect a larger reimbursement for the coinsurance?

Colleagues report that it is possible for patients to receive an adjustment in coinsurance in the aftermath of the New York State Attorney General’s successful class action suit against UnitedHealth Group.  

As you know, the Attorney General found that the database maintained by Ingenix, a division of UnitedHealth Group, had an incentive to manipulate the data so as to reduce reimbursement rates for out-of-network services. For an account of the Attorney General’s actions to reform the out-of-network system go to 
http://www.oag.state.ny.us/bureaus/health_care/HIT2/reimbursement_rates.html
The lawsuit was initiated by the New York Medical Society and the American Medical Association but the settlement of $350 million included all providers, not only physicians.  To collect you may advise your patient to send a complaint to the Attorney General’s Health Care Bureau.

Below is a bulletin from the Attorney General which you may wish to share with all out-of-network  patients.  Adjustments may be modest.   For example in one case UBH adjusted the Reasonable and Customary charge of $113.75 for 90806 to $117.00. (In 2010, when a new independent database is in effect, the adjustment could be higher.) Completing this complaint triggers a first level appeal (paper) review with the plan. 

For New Yorkers: File a complaint about your out-of-network reimbursement

If you are a New Yorker and you believe you have been under-reimbursed by your health insurer for out-of-network costs, click here to access our Health Care Bureau’s Complaint Form. You may type the information directly into the form, print it out and mail it to:

Office of the New York State Attorney General
Health Care Bureau
The Capitol
Albany, NY 12224-0341

You may also print the form, fill it out by hand, and mail it to the same address noted above.  

Helen T. Hoffman, LCSW

5/20/09

Frequently Asked Questions, from the Advocacy Study Group

This is the first in a series of short informational pieces provided in answer to common questions about insurance issues.  
FAQ  #1

Why does it violate antitrust laws if social workers in private practice or the NYSSCSW as an organization were to join together to collectively negotiate with managed care organizations on reimbursement rates?

The goal of the federal antitrust law is to promote competition, with the understanding that this will provide a better and more economical product for the public.  The Supreme Court ruled in 1982 that when physicians negotiate collectively with insurers about fees and related matters, and as a consequence do not compete with one another on price, this represents an agreement among competitors to fix prices.

The ban on collective negotiation with insurers or managed care organizations could be overcome if the physicians were financially integrated such as with a group practice or health maintenance organization.

Physicians have lobbied to amend the antitrust laws to enable them to collectively negotiate specifically with managed care organizations (i.e. not hospitals or Medicare.) but to date this has not been successful.  Legislation has been introduced to allow this exemption and the Advocacy Study Group is researching the status of these proposals.

This information was taken from the following article: Choudhry, Sujit, LL.B, LL.M and Brennan, Troyen, M.D., J.D., M.P.H. (2001). Collective Bargaining by Physicians – Labor Law, Antitrust Law, and Organized Medicine.  Legal Issues in Medicine. 345 (15): 1141-1144. To obtain the article in full, contact Helen Hoffman,Chair of the Advocacy Study Group.

How You Can Help

The ASG is interested in any personal connections you may have with representatives of the New York Insurance Department, the  Attorney General’s Office, managed care officers, or journalists.   

Please send any related information or court decisions to the Advocacy Study Group in care of helenhoffman@verizon.net.    Contact us if you are interested in participating in the Group.  Our next meeting takes place Wednesday, June 3, from 10:00 to 12:00 at 49 West 12th Street in Manhattan.

Helen T. Hoffman LCSW

4/8/09

How I Think About Advocacy

Responding to suggestions of a letter writing campaign to the Attorney General’s Office about reimbursement rates, this is my thinking:

The AG’s office deals with consumer complaints and as such will try to deflect the reimbursement issue which they will see as a contract issue between a corporation and an independent contractor.  We called them in April 2008 and this was what we learned.   Lettters would have to focus on damage to the consumer.

That said, we have to figure out how to make a lot more “noise”.  A representative of Optum said in February, “If an organization does not have significant noise around the fee issue it doesn’t get looked at.”  Of course he is right that we have been rather silent.

Unionization per se seems not to be an option, judging from the experiences of physicians, who may have a lot more money and clout social workers. 

 Organizing member to write letters or take any specific step with regard to fees is illegal under anti-trust laws.  Getting everyone to send the same letter invites the recipient to charge us with staging a collective action.

Looking at our history, especially Helen Hinckley Krackow’s efforts as Past President with the Alliance for Universal  Access to Psychotherapy and the Coalition for Mental Health Professionals and Consumers , is discouraging and leaves me with a feeling of futility about doing anything.

Until now I have seen my job as “tracking the epidemic, not working to cure the disease”.  So far I have played to my strength, which is “gathering and disseminating information”, and have left the job of marshalling our forces to someone with a more militant mindset, whoever that might be.

Jonathan’s proposal was to “hire a pit bull”, i.e. a consultant or lobbyist, to help us “discover” what remedies we may have. 

To my mind we have to be a lot better informed even to make use of such a person.  Just understanding anti-trust would be a first step.  Then comes understanding how State agencies work and who our allies might be.  No one can hand us this information.  We have to do the research ourselves.

All this being said, I am heartened by all the ferment  on our listserv.   Although there was anger at hearing that we cannot act collectively to protest low fees, just getting this issue aired helps us to move forward to look at what can be done.  

The response has been unfocused and “messy” but perhaps some of this “noise” will eventually reach the HMOs or the public.  At the very least some individuals will feel less passive.  

An ideal outcome would be a well-informed, regular meeting of an Advocacy Study Group, which could formulate new ways to respond and make proposals to the State Board.  

Helen T. Hoffman, LCSW

2/18/09

EVERYTHING YOU EVER WANTED TO KNOW ABOUT MEDICARE . . .

Since the Vendorship and Managed Care Committee  has established a relationship with a special contact at National Government Services we have been able to ask some specific questions, and the answers may be of interest to the membership.  The following are excerpts from the correspondence between Virginia Lehman, Medicare Liaison, and our contact at NGS:
1.  On the claim form, should the NPI # be solely in box 33? 
The NPI of the billing provider/supplier or group is reported in Box 33A. If a group is billing, then the rendering provider’s NPI number is reported in Box 24J. If a group is not billing then leave box 24J blank.
2.  (This was in answer to an inquiry about claims for 2005 and 2006)

Claims from 2005 and 2006 cannot be processed. . . . 
This chart shows the date that claims from 2005 and 2006 had to be filed by:
Claim Filing Time Limits:
	For Services Rendered Between:
	Claims Must Be Filed By:

	October 1, 2004 and September 30, 2005
	December 31, 2006

	October 1, 2005 and September 30, 2006
	December 31, 2007

	October 1, 2006 and September 30, 2007
	December 31, 2008

	October 1, 2007 and September 30, 2008
	December 31, 2009


 

 3. Is code 90847 appropriate/acceptable for family sessions? 
You have to read the description for the code in the CPT book. You need to choose the most appropriate code for the services you are rendering. We cannot tell what code you should use. Here is a link to the local coverage determination on our website: http://www.ngsmedicare.com/NGSMedicare/lcd/L26895_active_lcd.htm

4.  Fee schedule for 2009 has two different lines/fees for 90806.  Which one is correct or is one line for area 1 and second line for another area? 
If you are referring to the second line that has  a # in front of it (see below) these amounts apply when service is performed in a facility setting. It states this on the bottom of the page.
 
   90847   120.87   114.83   132.05
# 90847   112.50   106.88   122.91
 
And is it correct that clinical social workers are reimbursed 75% of physicians' fees?  
Yes this is posted on our website under fee schedules (see below) here is the link to our website: http://www.ngsmedicare.com/NGSMedicare/PartB/Claims/FeeSchedules/ny/2009/CPandSWFeeSchedules.aspx
	Clinical Psychologists and Clinical Social Workers Fee Schedules

	National Government Services will no longer be publishing a separate fee schedule for clinical psychologists (CP) and clinical social workers (CSW). The reimbursement for CP is based on the fees published in the Medicare physician fee schedule (MPFS). The reimbursement for CSW is based on 75 percent of the fees published in the MPFS.


 
 
Where would we find fees for Rockland County?
 
The fee schedule online shows the different areas. Rockland County is listed under Area 02, see below:
	Fee Schedules
New York Fee Schedules

	Area 01: 
MANHATTAN
Area 02:
BRONX, BROOKLYN, NASSAU, ROCKLAND, STATEN ISLAND, SUFFOLK, WESTCHESTER
Area 03:
COLUMBIA, DELAWARE, DUTCHESS, GREENE, ORANGE, PUTNAM, SULLIVAN, ULSTER
Area 04:
QUEENS
Area 99:
Albany, Oneida, Allegany, Onondaga, Broome, Ontario, Cattaraugus, Orleans, Cayuga, Oswego, Chautauqua, Otsego, Chemung, Rensselaer, Chenango, Saratoga, Clinton, Schenectady, Cortland, Schoharie, Erie, Schuyler, Essex, Seneca, Franklin, Steuben, Fulton,St., Lawrence, Genesee, Tioga, Hamilton, Tompkins, Herkimer, Warren, Jefferson, Washington, Lewis,Wayne, Livingston, Wyoming, Madison, Yates, Monroe Montgomery,Niagara

	 




 5.  One member [name and NPI omitted] submitted claims [claim number omitted] for six sessions dated 8/24/08.  She has been informed that this claim will be paid but she may have to wait 6-8 weeks.  Is there any way of expediting payment sooner? 
If the claim is submitted on paper, there is a mandatory 28 days payment floor period. The payment will not be released for payment until after the 28 days. It cannot be expedited. 
 
6.  Is it possible for the Society (most likely myself as representative) to receive one copy of the 2009 ICD-9 manual?   There have been some questions re: codes which may no longer be in use and, instead of individual members calling on NGS separately, if we had a manual we could check this out ourselves.
ICD-9 manuals are not provided by NGS or Medicare. You need to purchase it from any major bookstore or online.

7.  Is there any possibility of NGS/Medicare opening up electronic submissions to MAC users - most likely involving new software on the part of NGS?
 
There are no plans to add software for MAC users. 

8.  On December 20, 2008 [name omitted] was informed that she would receive reimbursement for 6 sessions submitted August 24, 2008, but on January 12, 2009,  she was informed that her name and provider address (the same she's been submitting for previous claims) were in error and that she'd have to redo the claim.  Will she have to redo claim even though she is stating name and address same as previously submitted for past claims? 
If the claim is rejected because her name and address are not clear on the 1500 form then she has to resubmit the claim.
 

9.  I believe that for claims in area 01 should be sent to Medicare Part B, NGS,  PO Box 4751,  Syracuse, NY 13221-4751.   However, several think there is now a different zip code.  

The zip code is not changed. Area 01 is Manhattan and that is part of the downstate counties so that address is correct.
	Claims (i.e., 1500 forms)
	NY–Downstate counties/13202
(previously 803)
	National Government Services, Inc. 
P.O. Box 4751
Syracuse, NY 13221-4751


Here is the link to our website to all the mailing addresses:
http://www.ngsmedicare.com/NGSMedicare/PartB/Resources/ContactInformation/POBox_ContactInfo_PartB.aspx
 

 

10. You may be aware that United Behavioral Health has contracted for one year with the NewYork State Empire Plan and is called Optum.  Will Medicare do automatic crossovers with Optum or must providers, once reimbursed by Medicare, then submit directly to Optum for medigap reimbursement? 
The Beneficiary has to set up any crossovers (if it is available). Please tell Providers to have the patients call 1-800-Medicare to find out if a crossover can be set up. If it is not available then the provider will have to submit directly to Optum for reimbursement.
 

11. If a patient can afford to pay a provider who is a Medicare provider that provider's fee (higher than the Medicare designated fee), can the provider bill for such?  NO 

Also, can provider bill for missed sessions and if so, can these sessions be billed at that provider's regular (higher) fee? NO    [the first part of this question needs clarification]
 

12. Is it correct that we need not put any information in box 17?  (1500 claim form)

Box 17 is for the Referring Physician information. This information is not needed for the services your specialty renders.
Here is the link to our website for the 1500 claim form instructions. Provider should be accessing these instructions to help them complete the form correctly.
http://www.ngsmedicare.com/NGSMedicare/PartB/EducationandSupport/ToolsandMaterials/instructions0805.aspx
13.  Will scanner reject claims if there is a comma between the last and first name on the 1500 claim form?

The scanner should not reject because of a comma between the last and first name but if claims are handwritten it is a problem because the handwriting must be perfect. I have seen handwritten claims where the comma looks like part of the name. So long as providers are handwriting claims they will continue to have problems with claims being rejected. There is software available that providers can purchase to print out claim forms.
 
14. Is AJ (designation for clinical social worker) required after the CPT service code? 

The AJ modifier is no longer valid since 05/02/2005.
 

15.  Are LMSW's eligible for Medicare Part B reimbursement? 
No, Medicare does not recognize LMSW’s.
 
Members are invited to send other questions they may have to Virginia Lehman, Medicare Liaison for NYSSCSW, at LehmanV117@aol.com.

Helen T. Hoffman LCSW

2/09/09

Managed Care Toolkit

To order CMS-1500 forms:

http://www.health-forms.com  (1-800-869-6590), approx. $38 for 2500 forms (in packs of 500)

http://www.filerx.com/Catalog/Browse/Class.asp?Catagory=Billing%20%26%20Insurance&subcatagory=CMS/HCFA%201500%20Laser/Inkjet%20Forms ,  $14.95 for 500

To obtain an NPI number:


1-800-465-3203


https://www.cms.hhs.gov/NationalProvIdentstand/03_apply.asp      

Medicare Instructions for filling out the CMS-1500:

CMS-1500 Fact Sheet (an overview): http://www.cms.hhs.gov/MLNProducts/downloads/form_cms-1500_fact_sheet.pdf

Sample CMS-1500 form with a legend: http://www.ngsmedicare.com/ngsmedicare/PartB/EducationandSupport/ToolsandMaterials/CMS-1500%20Form%20with%20legend.pdf

Line by line instructions for filling out the CMS-1500 from National Government Services:

http://www.ngsmedicare.com/ngsmedicare/PartB/EducationandSupport/ToolsandMaterials/instructions0805.aspx
Webinar: How to Complete the CMS-1500 Claim Form Version 08/05: http://www.ngsmedicare.com/NGSMedicare/PartB/EducationandSupport/Teleconferences/pet1269-062807.pdf
Medicare Electronic Help Desk:

Telephone:     1-877-273-4334 
http://www.ngsmedicare.com/NGSMedicare/PartB/Resources/Forms/MC5752.pdf
Medicare Provider Enrollment:


http://www.cms.hhs.gov/cmsforms/downloads/cms855i.pdf
Medicare Fee Schedules:


First go to http://www.ngsmedicare.com/NGSMedicare/Clickwrap/Attestation.aspx and then to http://www.ngsmedicare.com/NGSMedicare/PartB/Claims/FeeSchedules/IndexFeeSchePartB.aspx   (Multiply participating physician fee by .75.)
Software for typing the CMS-1500:

EASYCMS 1500 Form Filler is available for $55 at http://www.littleguysoftware.com/easycms.htm
Software for practice management:

Therapist Helper
http://helper.com/therapist/helper.php


ShrinkRapt

http://www.shrinkrapt.com

Practice Magic

http://www.practicemagic.com

The Therapist

http://www.beaverlog.com
To apply for an Employer ID Number (EIN):

http://www.irs.gov/businesses/small/article/0,,id=97860,00.html

CAQH Universal Credentialing Data Source:

https://upd.caqh.org/oas/, 1-888-599-1771

CAQH maintains an online database for use by managed care companies.  The provider completes a questionnaire online and gives permission for access to the insurance company.  CAQH reminds the provider quarterly to update and reattest to the data.

NASW Managed Care Directory of Resources for Clinical Social Workers in Private Practice:

https://www.socialworkers.org/practice/clinical/managedCare08/default.asp?back=yes%20

Psychotherapy Finances:


http://www.psyfin.com, 1-800-869-8450

Newsletter, subscription  $79 for new members


Many articles are available from the website without subscribing.

Office of New York State Attorney General Andrew Cuomo:

Health Care Bureau Helpline: 1-800-428-9071


Fax: 1-518-402-2163


http://www.oag.state.ny.us/bureaus/health_care/about.html

New York State Insurance Department:

http://www.ins.state.ny.us

General telephone number 1-212-480-6400


Prompt pay complaints 1-800-358-9260


To file a complaint, address your letter, including policy number, to:



Consumer Services Bureau



New York State Insurance Department



25 Beaver Street



New York, NY 10004-2319

Prepared by Helen T. Hoffman LCSW 

State Chair, Vendorship and Managed Care Committee

New York State Society for Clinical Social Work

Please contact helenhoffman@verizon.net  with updates or corrections. 

02/08/09

1/18/09

Why We Need an Advocacy Study Group

The morale of clinical social workers has been battered by events of the past twenty years.  No longer can we count on a practice filled with long-term self-pay patients, the expectation with which most of us trained.  Increasing use of short term therapy and medication has changed the kind of treatment we do, reinforced by the managed care companies.  Caps on visits, low rates, case management by a third party, and diminished confidentiality are some of the indignities we must suffer if we wish to participate.  Even if we do not participate in managed care, patients now expect quicker results at a lower fee.  
The domination of our profession by managed care seems inevitable, caused by impersonal market forces, similar to globalization.   Decisions about what kind of treatment, how much treatment, and how it will be reimbursed are made on a corporate level.   The insurance industry’s attempts to keep premiums low and show a healthy margin of profit determine that these practices are entrenched.   

Members of NYSCCSW have expressed outrage and frustration and from time to time ask what the Society can do.  They look at the American Psychological Association, which seems to advocate successfully for their members, and they ask what can our leadership do?

Since social workers as a group seem better suited to advocating for others than themselves, it has been suggested that we need an outsider, an aggressive consultant or lobbyist to focus our energies or speak for us.   Exactly what this person would help us to do or where any pressure could be applied in the system is unclear. 

This is an area that requires brainstorming and input from multiple minds, thinking “outside the box”, making use of all information available, with the best guidance we can afford. The Vendorship and Managed Care Committee is proposing an advocacy study group led or guided by a paid professional consultant familiar with health care delivery systems, the relevant regulations and government agencies.  This needs to be someone who understands the way decisions are made on a corporate level. 

An advocacy study group would meet to read and discuss actions that the Society might take, while exploring  relevant literature.  An example would be the 2004 NASW law note on anti-trust laws and how they have been used for and against social workers. It would be up to group members to search out and suggest other literature for study.  It would be the role of the consultant to help focus the discussion.   The ultimate goal of the group would be to tailor a set of recommendations for the Society.  In some situations there may be nothing that can be done.  In this case the group can so advise.  But if there are points in the system where more pressure can be applied these will be identified and shared with the State Board.

When the issue of advocacy is addressed at meetings of the Society, intense emotions are triggered but discussion often generates “more heat than light”.   This is an opportunity to search for any practical solutions open to us.

Helen T. Hoffman LCSW
12/26/08

MEDICARE UPDATE

Members have asked us for information on the following Medicare related issues.   The following is information obtained in speaking with Medicare representatives.

Will crossover to secondary insurers work the same with National Government Services as it did with Empire Medicare Services?
The answer is yes.  Medicare (NGS) will automatically submit claims to those secondary insurers in place previously with Empire Medicare.

Reactivation/Deactivation Problem
For those providers who became non-active under Medicare but then wish to re-enroll,

the provider must submit a new application to become active.  Once the provider receives

active status,  the provider must submit a claim within 30 days of activation or the provider's

status will again revert to non-active status.

Certain diagnoses--are they still valid in coming year 2009?  
The diagnoses in question were: 296.00-296.99, 298.0, 300.4, 309.0-309.1 and 311.

All remain valid with the exception of some in the 296.00 to 296.99 category.   There were too

many in this category for  the Medicare representative to enumerate.  One that is no longer valid

is 296.38.  The provider should call Medicare if using any diagnoses within this category

to determine if it is still valid prior to submitting a claim using the diagnosis.

  

Medicare does not supply the updated ICD-9 codes for 2009 to clinical social workers (they may

do so to hospitals/physicians).    It was suggested to use vendors which are listed through the NGS 

website if one wishes to purchase this update

Virginia Lehman, LCSW, BCD

Medicare Liaison,

Vendorship and Managed Care Committee

9/29/08

How to reach a “person” at Empire BCBS,  Part II                   
Some of the worst problems created by the changeover of administration for behavioral health services from Magellan to Anthem/Empire Blue Cross Blue Shield in January of 2008 seem to be behind us but there continue to be some authorization glitches.  For example, at times Empire’s automated system seems to have no record of certain patients, causing denial of payment or making it hard to follow up by telephone.    

In the interest of laying ground for a closer relationship between the Society and Empire, in June Jonathan Morgenstern and Marsha Wineburgh had a face-to-face meeting with representatives of Anthem/Empire BCBS. It was agreed that periodic meetings would be beneficial to both sides.  

At that time the following phone numbers and website were recommended by Empire:

The telephone number for reaching an Empire customer service representative is 1-800-992-BLUE (2583). This will bring you to FastCheck, the “automated response system for providers”.  Press 1 for Medical Providers. For questions on precertification, authorization, or clinical denials, press 3 (Precertification) and enter the required information, then press 1 (Mental Health and Substance Abuse) which will take you to a behavioral health customer service representative.  For questions on claims, press 2 (Claims) and then 2 (Claim review), enter the required information and wait for a customer representative to come on (8:30-5:30 weekdays).   This requires patience but actually does lead to a “person”.  (To see a copy of the flowchart which drives FastCheck contact me at helenhoffman@verizon.net.)
To obtain information for BCBS non-New York State residents the telephone number for membership and eligibility is 1-800-676-2583.

To withdraw from the network contact the Behavioral Health Provider Network Management at 866-221-1395, or send a fax to 718-312-6340.

Website  (including forms, Behavioral Health Quick Guides, Clinical Practice Guides, etc.):

http://www.empireblue.com/wps/portal/ehpprovider?content_path=provider/noapplication/f4/s0/t0pw_ad090913.htm&rootLevel=2&label=Behavioral%20Health

Recent contact with Empire:

This week Marsha Wineburgh queried Anthem/Empire further about how to reach a person when the Patient ID is not recognized.   She shared their response with us:

“Spoke with Provider Services about this situation.  They provided two workarounds in the situation  and I thought of a third.  There are two areas where the call can drop to a Live Person – one is under “Claims (Press 2)” and the other is “Precertification (Press 3).”   

If the ID# does not work, the provider can do one of two things to get to the live person – Customer Svc. Rep.   The Provider can input another Empire member, and then select Claims Review (Under Claims) and hit “#” for date of service. This drops to a CSR.  If the Provider does not have another Empire member, they can input their tax ID# in place of the patient’s ID# and continue hitting “#” until it drops to Claims Review and the CSR.   

Basically in the above, once an ID# has been entered continue hitting “#.” 

The other option using the Pre-cert, is to enter the Provider’s ID # as the Member’s ID# and hit “#”. When prompted,  select  Option 1 for Mental Health/Substance Abuse.”

Other news from Empire:  

This year Empire allowed 12 “pass-through” visits, meaning that the first 12 sessions do not require authorization.  This pertains to “local,” i.e., New York City, commercial accounts.  Once an OTR is submitted, the number of sessions authorized will be in addition to the first 12.  So don’t panic—“6 sessions” means 6 plus the initial 12.

Anthem/Empire advised that a new psychiatrist was hired by Empire and that she is available for referrals:  Lynda Mandell, MD is at 936 Fifth Avenue, 212-988-5400; and at 1020 Park Avenue, 212-423-0579.  

The Empire Value Options panel (serving NYC and NYS employees) is currently open but they are seeking providers mainly in the Albany area and farther north. They are particularly in need of LCSWs with experience in DBT and eating disorders treatment.

Regarding Timothy’s Law cases, Empire is still assessing parity implementation.  Requests for additional sessions should be done utilizing the OTR, submitted by mail, by fax, or online.  The last method is considered more efficient and receives a faster response.  Approval is based on a supported diagnosis.  

Feedback: We continue to be interested in any problems you may have had with Anthem/Empire BCBS recently.  Please contact Marsha Wineburgh at mwineburgh@aol.com if you would like to share your experiences.  
Helen T. Hoffman L.C.S.W.

4/30/08
MEDICARE UPDATE 

Billing Headaches: CMS Has Become More Exacting

Repeated denials by Medicare have been reported by many members in the last six months.  Therapists tell us that they are resubmitting claims two and three times before getting paid, and one NYSSCSW member with a 90% Medicare practice has experienced such a delay in payment that she has had to borrow funds to keep her group practice going.

Several calls to Medicare have confirmed that Medicare has indeed become more stringent in reviewing claims.  According to “John” at Medicare, “CMS is cracking down, especially since January 2008.  Technically we were supposed to be doing this all along.”  

This “crackdown” has nothing to do with the merger of Empire Medicare and five other entities to form National Government Services which took place January 1, 2007.   It is instead a function of Medicare’s scanning more and more claims electronically.  Whereas in the past human scanners could be forgiving, now a machine will reject a claim and return it as unprocessable if there is any discrepancy with the Medicare database,  or if boxes are filled which should be left empty.  

According to John, “CMS is forcing us to make the names match exactly. We used to check only the first six letters of the patient name but now the name must match the name in the Medicare database exactly.”  Providers are advised to make a copy of the patient’s card if possible.  They should take care to get the middle initial and correct punctuation of the name from the card.

Typical other problems involve the NPI.  If not set up properly in the Medicare database it may not match that on the claim.  “This may have been caused by NPI not setting up their system properly”,  John stated.   Social security numbers and Tax IDs also have to correspond to what Medicare has on file.  These rules are applied to paper and electronic claims alike.

To determine exactly what should go on a CMS 1500 we recommend that you go to  

http://www.empiremedicare.com/partbny/1500/instructions0805.htm for official instructions

Note that the “old” CMS-1500 (12/90) has been rejected or returned on all claims received after July 1, 2007.   

Prognosis for Medicare Reimbursement Rates

An excellent analysis of the changes expected in Medicare rates for clinical social workers, written by Mirean Coleman, Senior Policy Associate for NASW National, can be found at 

www.socialworkers.org/practice/clinical/2008/csw012208.asp.
And please note: during 2008 NASW is participating in a national Multi-Specialty Health Care Professional Practice Survey to help determine practice expense data for clinical social workers. Based on the information gathered, CMS plans to adjust payment rates.  If invited, you are urged to complete the Survey.  Providing accurate practice expense data could have direct impact on Medicare reimbursement rates.

Helen T. Hoffman LCSW
1/31/08

GHI/HIP For-Profit Conversion Hearing

At a hearing January 29, which I attended, the proposed new entitity, EmblemHealth, composed of HIP and GHI, gave assurances that premiums would not increase.  This may have been comforting to the overflow crowd of subscribers attending the hearing but for providers it signaled business as usual in terms of our low reimbursement rates.

The purpose of the meeting was to present plans for conversion of GHI/HIP to a for-profit, publicly traded corporation.  According to Emblem conversion will bring greater access to capital, increased efficiency, and better ability to compete with other companies, including Oxford, Aetna, Empire and Cigna.

The merger is being challenged in the courts by New York City as “anti-competitive”.  In addition the Mayor’s Office, Consumer’s Union and others oppose the move to conversion because assets formerly intended for the City will flow to the State.  For an in-depth discussion of these issues go to www.nytimes.com/2007/04/10/nyregion/10health.html. 
GHI grew out of the New Deal thinking of the 30’s and HIP followed in the 40’s, with a goal of providing affordable health insurance for city employees.  The Chairman and CEO of Emblem, Anthony L. Watson, stated that GHI and HIP have traditionally offered the lowest rates (premiums), underselling all other plans by a wide margin.  “Your rate increase has been one of the lowest in America.  It will continue to be the lowest in America.”  Emblem intends to keep their “traditional market niche”.   In fact, with conversion, EmblemHealth hopes to “stay competitive” by becoming even more efficient.

With the repeated emphasis on controlling costs, prospects for an increase in the HIP or GHI reimbursement rate for psychotherapy seemed remote this week.

Helen T. Hoffman, LCSW

1/08/08
Be Alert to Changes in Empire Plan
Those who have read their 20-page packet received in December know that Empire’s Behavioral Health Network  has assumed responsibility from Magellan for managing its own behavioral health and substance abuse services effective 1/1/08.  Magellan will continue to manage current outpatient psychotherapy cases during a transitional period.

The document states, “Providers who were in the Magellan network, but not in the Empire Behavioral Health/Substance Abuse network as of Jan 1, 2008, will be covered as participating providers through 3/31/08”.  Empire has announced in its newsletter that “behavioral health providers in New York State who were contracted with Magellan had their agreements assigned over to Empire and are automatically deemed in”.  

The message from Empire seems to be that protocols will still be the same.  However, be alert to the following changes:

1. You will need to have an Empire provider number.  For all new patients  the Magellan provider number is no longer adequate.  It may be possible for a new patient to ask Empire to search for you by tax ID or address but having the number will help them to expedite an initial authorization.

2. The phone number to which you have been faxing OTR’s may have changed.

3. A new OTR form was sent by Empire in January.  It is also available online.  Unfortunately more information, not less, is now required of the provider.  Empire is currently accepting the Magellan OTR but will presumably expect providers to use the new form soon.

To obtain an Empire provider number you may call the contact number on a patient’s card or call Provider Relations at 866-221-1395.  Once you have the provider number you can log on at www.empireblue.com for more information.  

Helen T. Hoffman, LCSW

11/28/07

How to Reach the New York State Insurance Department

There has been a flurry of emails about the malfunctioning of various managed care companies, most notably Blue Cross Blue Shield, GHI, UBH, Aetna and Cigna, delaying or refusing payment.

I want to summarize the information provided about contacting the New York State Insurance Department and to thank Beverly Schneider, Cynthia Callsen, Robin Halperin, Debbie Levinson and others for sharing their recommendations.

The NYS Insurance Department website for making a complaint is http://www.ins.state.ny.us/consindx.htm#how. 

Telephone numbers are 800-713-4173 and 800-444-2726.

To this I would add the following:

800-358-9260 for Prompt Pay Complaints an 212-480-6400, the general number.

Helen T. Hoffman, LCSW

11/21/07

Timothy’s Law and its Impact 


Timothy’s Law went into effect in New York State January 1, 2007, but the full ramifications are only just becoming evident as managed care rolls out changes in compliance with the law. 

Timothy’s Law is named after Timothy O’Clair, a 12 year old boy diagnosed with serious emotional disturbance, who committed suicide after continued coverage for treatment had been denied by his health plan.  Timothy’s parents had finally given up custody of their son in order to obtain mental health services through Medicaid.  

The new law requires health plans covering 50 or more employees to provide mental health benefits on par with medical benefits.  Specifically all patients are now entitled to a minimum of  20 outpatient mental health visits and 30 inpatient days for treatment covering a majority of diagnoses in the DSM-IV.  Treatment for substance abuse is not covered by the law.  

In addition, patients deemed to have a “biologically based diagnosis” must have access to treatment commensurate with that for a physical illness.  These diagnoses include schizophrenia/psychotic disorders, major depression, bi-polar disorder, delusional disorders, panic disorder, OCD, anorexia and bulimia. Serious emotional disturbance in children under 18, including ADHD, disruptive behavior disorders and pervasive developmental disorders, are also covered.

The law covers out-of network providers along with those in network.  Businesses with fewer than 50 employees are required to offer the “base benefit” of 20 outpatient visits/30 inpatient days and may apply for a subsidy from New York State.  These businesses may purchase extended coverage for biologically based mental illnesses, if they desire.

The immediate effects to therapists fall into two categories.  Providers may now seek authorization for sessions beyond plan limits when the patient has a biologically based diagnosis.  These have been called “unlimited mental health benefits”, but presumably providers must still establish medical necessity.

A second effect is that deductibles, copayments and coinsurances for mental health must also be brought into line with those for medical treatment.  For example, Oxford Plan has taken steps to adjust the copayment for mental health to keep parity with that for a medical specialist.  Since Oxford copayments were typically greater for mental health (often 50% of the allowable rate) Oxford has made a sweep of all claims retroactive to the contract renewal date of the member, readjusting the claims and reimbursing therapists, expecting that therapists will refund money to the client or offer a credit.  This change was apparently made without notice to providers, causing much confusion and dismay.    

While this issue will likely be resolved for most providers in the next few months, the issue of increased access will require more time to understand.   Timothy’s Law appears on its face to be a great boon to seriously mentally ill patients, who formerly fell through the cracks of the system. 

We are watching to see how exactly these changes will be implemented and are getting conflicting messages, in some cases even from the same plan.  Will an insurer accept a diagnosis of major depression as readily as before, without requiring a psychiatric evaluation?   We have seen that MCO’s are willing to convert (“flex”) inpatient days to outpatient visits to avoid hospitalization.  Will they be resistant to actually extending the number of outpatient visits in the absence of a crisis? 

The Vendorship and Managed Care Committee invites you to give feedback on your experiences in obtaining authorization for additional visits based on Timothy’s Law by emailing rwashton@verizon.net.  

The following resources will provide more in depth information about Timothy’s Law:

www.ins.state.ny.us/timothy.htm
www.timothyslaw.org
www.naminycmetro.org/TLC.htm
www.nyspa.org/displaycommon.cfm?an=4
www.oag.state.ny.us/health/health_care.html
Helen T. Hoffman, LCSW
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