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Connecticut 


Medicaid Managed Care Council

Women’s Health Subcommittee
 
                                              Legislative Office Building Room 3000, Hartford CT 06106


                                                             (860) 240-0321     Info Line (860) 240-8329     FAX (860) 240-5306


                                                                                www.cga.ct.gov/ph/medicaid


All women are healthy and have the opportunity to achieve a productive life, which may include pregnancy and parenting.  The Subcommittee will focus on strategies, which include but are not limited to evidence-based interventions before, during and after pregnancy.  Additionally, the Subcommittee will address established woman and child health indicators and associated outcome measures in consideration of woman's health across the life span.

Chair: Amy Gagliardi
Meeting Summary: March 14, 2011
Next meeting: April 11, 2011 9:30 – 11 AM

Attendees: Erin Jones March of Dimes (acting chair), Pat O’Hagan, Maryellen Bocaccino (DSS), Carol Stone (DPH), Sophia Roache (Aetna BH), Kimberly Sherman (CHNCT), Nancy Harrison (AmeriChoice), Lisa Honigfeld (CHDI), M. MCCourt (Legislative staff)
1) Subcommittee feedback on Text4Baby for National Advisory Board Meeting

At the Feb. 2010 Subcommittee meeting: Susan Davis (CHNCT) informed the SC of the national initiative called Text4baby   http://www.text4baby.org/   that is a free service to the clients of states that have logged onto the program.  How CT can become involved was discussed at other meetings. (Click on above link).   Ms. Gagliardi requested feedback from the SC on CT’s progress and experience with the program.  The 3 MCOs stated they were participating.  Information is on the DCF CT Parenting website under ‘pregnancy’: http://www.ctparenting.com/parentsandcaregivers_foster_parents.php and can be accessed at 211.
Further information and action steps included the following:
· DSS will follow up with the MCOs on 1) how they have been able to inform their members about this program and 2) inform members about the free cell phone service opportunities (i.e. Assurance http://www.assurancewireless.com/Public/Welcome.aspx ) that would allow Medicaid parents access to the free text messages in TXB.
· DPH will again bring Text4Baby to their subcontractors: WIC, Healthy Start – federal and state programs, CT Planned Parenthood and will discuss this at the fall federal healthy start enrichment series for perinatal staff in New Haven & Hartford. 
· Lilly’s Kids, coordinator for T4B in CT, can connect to FQHCs, Hospital clinics to encourage them to provide information to their pregnant/parents of young children (to age 1 year).
· Recommendation to the national T4B: assist states with social marketing messages (PSA, bus posters, etc) since there is no funding to state coordinators. 
2) Proposed Medicaid State Plan amendment for IUDs (click below to see SPA proposal that was sent to the SC) Follow up questions to DSS at the April meeting. 
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3) Medical Home development in new health delivery system:  there was discussion of Medicaid OBGYN practices that could accept the designation and function of a Medical Home.  Rhode Island has a hospital women’s health committee that is looking at the system of care for pregnant women.  Considerations, Action Steps include:
· Erin Jones will research state models that include these practitioners in medical home initiatives. Ms. Roache cited states that have done this, however the OBGYN services are connected to Family Practices. 

· SC develop a venue to invite professional organizations – CT AGOG, Family Practice, CHA hospital representatives – to address the feasibility of being a Medical Home and/or alternative to reward best practices in the new ASO delivery system model.  
· DSS: Part of this discussion would need DSS data on where most HUSKY/Medicaid women receive their perinatal and preventive cancer care services; DSS will provide this after the work on the new ASO RFP is done. 
4) Hospital –grade breast pump availability for NICU babies, etc.:  breast pumps are a covered service in HUSKY; the most costly pumps (hospital grade pumps) may be indicated for women that plan to provide breast milk for a period time to an ill newborn.  The MCOs found that DME vendors don’t have/ lend them out to Medicaid clients because they don’t get them back. Hospital NICUs will provide women with these more efficient pumps in the NICU and WIC offices may have breast pumps (? type) they can give to the patient.  The MCOs agreed the higher end pump is covered through a Prior Authorization process, expedited if necessary, but obtaining the pump from a DME vendor is a problem. The Plans do have the responsibility to secure the approved high grade pumps for their member.  
Follow up:
· MCOs agreed to look at PA requests for hospital grade pumps over a period time to determine frequency of PA request.

· DPH will ask their WIC offices what pumps are available to their clients.

· MCOs/DSS will identify plans for MCOs to secure hospital grade pumps when medically necessary, looking at March of Dimes model that accepts pump donations, gives them to the NICUs or create member incentives to return pumps when no longer needed. 

5) Elective/non-elective C-Sections: national data shows an increasing number of ‘elective’ (non-medically urgent) C-Sections, some of which are performed in the 38-39th week when fetal lung and heart development is being completed.  Erin Jones (March of Dimes) outlined the issues and reported:

· Hospital JACHO standards for 2011-2012 require hospitals review their elective C-Section rates and develop a quality plan to reduce elective C-sections that are provided no early than the  39th week. 
· Based on Leapfrog CT report, CT MOD is working with hospitals in Fairfield County that has the highest elective rate in CT, to implement quality initiatives based on the national MOD tool kit
http://www.cdph.ca.gov/programs/mcah/Documents/MCAH-EliminationOfNon-MedicallyIndicatedDeliveries.pdf
· Dr. Marilyn Sander, CCMC, is working with practitioners in Greater Hartford and Middlesex County to identify the scope of the problem and related issues on grand rounds. 
· YNHH has developed criteria for elective C-sections and strong quality program. 
Suggest presentations to the SC on these quality initiatives. 
· Wisconsin Medicaid developed a reimbursement policy for non-medically indicated C-Sections.
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DSS will look at this policy.

6) Hartford Federal Healthy Start Update:  Carol Stone discussed the 5-year grant of $750,000/year for care coordination services that reduce health disparities for low income pregnant or 2 years postpartum women.  There are 6 care coordinators in the community plus an outreach worker whose goals are to connect pregnant women with health care early in the pregnancy and maintain health services during the inter-conception 2 year period.  Four clinics are participating in the grant (charter Oak HC, Hartford Hospital, St. Francis Hospital and Medical Center and community Health Services.  The Hartford Health Dept. and the Hispanic Health Council are the community –based entities.  The goal of the program is to reduce low birth weight births for Black/AA women over the next 5 years.  State Healthy Start staff also work with this population in connecting them to public health programs.  DPH low birth weight mapping in the Hartford area show the northeast area with the highest percent of LBW and the Blue Hills area has lost the Bergdorf clinic. 
Comments:
· The MCOs, under contract with DSS for the management of health services for the HUSKY population, provide case management/coordination for access to meet other needs.  Therefore the Hartford HS federal program linkage with the Medicaid program provides the opportunity to collaboratively improve maternal and infant health.  
Next steps:
· MCOs will develop a ‘grid’ of their maternal care managers, contact and each plan’s healthy mom/baby type programs to the SC and DPH.
· DPH will develop the opportunity for a dialogue with the MCOs and the federal HS coordinators. 
· Federal HS enrichment series can include the Medicaid Dental and BH ASO role in care to this population. 
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Sec. 38a-8-49. Petition to be designated a party or intervenor

The petition to be designated a party or intervenor as required by section 38a-8-
48 of the Regulations of Connecticut State Agencies shall include the following:

(1) the petitioner’s name and address;

(2) a legal description of the petitioner;

(3) the identity of the individual on whom papers are to be served during the
course of the contested case;

(4) for petitions to be designated a party, a description of the facts that demonstrate
that the petitioner’s legal rights, duties or privileges shall be specifically affected
by the Department’s decision in the contested case; and

(5) for petitions to be designated an intervenor, a description of the facts that
demonstrate that the petitioner’s participation is in the interests of justice and will
not impair the orderly conduct of the proceedings.

Be it known that the foregoing regulations are amended as hereinabove stated by the aforesaid agency
pursuant to Sec. 4-167 of the General Statutes, after publication in the Connecticut Law Journal on
September 14, 2010, of the notice of the proposal to amend such regulations.

Wherefore, the foregoing regulations are hereby amended as hereinabove ‘stated, effective when filed
with the Secretary of the State.

In Witness Whereof: October 25, 2010, Thomas R. Sullivan, Commissioner,

Approved by the Attorney General as to legal sufficiency in accordance with Sec. 4-169, as amended,
Connecticut General Statutes; November 8, 2010,

Approved by the Legislative Regulation Review Committee in accordance with Sec. 4-170, as amended,
of the General Statutes: January 25, 2011,

Two certified copies received and filed, and one such copy forwarded to the Commission on Official
Legal Publications in accordance with Sec. 4-172, as amended, of the General Statutes, Secretary of the
State: February 1, 2011.

DEPARTMENT OF SOCIAL SERVICES

Notice of Proposed Changes to the State Medicaid Plan

The Department of Social Services proposes to revise its Medicaid State Plan on
or after March 1, 2011 as follows:

Under state plan amendment 11-004, the Department intends to modify Attach-
ment 4.19-B of the Connecticut Medicaid State Plan in order to amend its physician
fee schedule. This amendment will reflect a proposed increase in the Medicaid
fee for procedure code J7302 (Levonorgestrel-releasing intrauterine contraceptive
system, 52mg). This amendment is expected to result in estimated net savings of
$476,000 in SFY11 and $2 million in SFY12.

Copies of the proposed changes may be obtained at each of the DSS’s regional
offices and on the DSS web site: www.dss.state.ct.us. Go to “‘Publications’” and
then to ““News and Updates’’. For information please contact 860-424-5145.

Written comments may be sent by March 8, 2011 to:

Director of Medical Care Administration
Department of Social Services
25 Sigourney Street, 11" floor
Hartford, CT 06106
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BadgerCare Plus and Medicaid


Handbook Area:


Physician


11/22/2010  


Covered and Noncovered Services : Obstetric Care


An Overview


Wisconsin Medicaid offers providers choices of how and when to file claims for obstetric care. Providers may choose to submit claims using one of the following:


· Separate obstetric component procedure codes as they are performed. 


· An appropriate global obstetric procedure code with the date of delivery as the DOS (date of service). 


Wisconsin Medicaid will not reimburse individual antepartum care, delivery, or postpartum care codes if a provider also submits a claim for global obstetric care codes for the same member during the same pregnancy or delivery. The exception to this rule is in the case of multiple births where more than one delivery procedure code may be reimbursed.


Cesarean Sections


Nationally, the number of scheduled, elective cesarean sections has increased steadily. To ensure that the DHS (Department of Health Services) is reimbursing providers for performing cesarean sections only in instances where such action is medically indicated, the DHS is reimbursing providers for elective cesarean sections at the same rate as for a vaginal delivery. Reimbursement rates for non-elective cesarean sections are not affected by this policy.


Elective Cesarean Sections


The reimbursement rate for elective cesarean sections is the same as for vaginal deliveries for the following procedure codes:


  59510 (Routine obstetric care including antepartum care, cesarean delivery, and postpartum care). 


  59514 (Cesarean delivery only). 


  59515 (Cesarean delivery only; including postpartum care). 


Refer to the maximum allowable fee schedule for current reimbursement rates.


Non-elective Cesarean Sections


Providers are required to use the modifier "U1" (non-elective cesarean section) with the three procedure codes listed above for non-elective cesarean sections. The following are examples of non-elective cesarean sections, when the use of the "U1" modifier is appropriate:


  The mother has already had a cesarean section in a previous pregnancy. 


  The mother has a serious medical condition that requires emergency treatment. 


  The mother has an infection that may be transmitted to the baby, such as herpes or HIV (Human Immunodeficiency Virus). 


  The mother is delivering twins, triplets, or more. 


  The baby is in a breech or transverse position. 


  The baby is showing signs of severe fetal distress requiring immediate delivery. 


Non-elective cesarean sections will receive current reimbursement rates when billed with the "U1" modifier.


Cesarean Section Procedure Codes That Do Not Require a Modifier


The following cesarean procedure codes do not require a modifier and will receive current reimbursement rates:


  59618 (Routine obstetric care including antepartum care, vaginal delivery [with or without episiotomy, and/or forceps] and postpartum care, after previous cesarean delivery). 


  59620 (Cesarean delivery only, following attempted vaginal delivery after previous cesarean delivery). 


  59622 (Cesarean delivery only, following attempted vaginal delivery after previous cesarean delivery, including postpartum care). 


Complications of Pregnancy


Complications of pregnancy or delivery, such as excessive bleeding, pregnancy-induced hypertension, toxemia, hyperemesis, premature (not-artificial) rupture of membranes, and other complications during the postpartum period may all be reported and reimbursed separately from obstetrical care. The nature of these complications should be fully documented in the member's medical record.


Global Obstetric Care


Providers may submit claims using global obstetric codes. Providers choosing to submit claims for global obstetric care are required to perform all of the following:


· A minimum of six antepartum visits. 


· Vaginal or cesarean delivery. 


· The post-delivery hospital visit and a minimum of one postpartum office visit. 


When submitting claims for total obstetric care, providers should use the single most appropriate CPT (Current Procedural Terminology) obstetric procedure code and a single charge for the service. Use the date of delivery as the DOS (date of service).


All services must be performed to receive reimbursement for global obstetric care. Providers are required to provide all six (or more) antepartum visits, delivery, and the postpartum office visit in order to receive reimbursement for global obstetric care. If fewer than six antepartum visits have been performed, the provider performing the delivery may submit a claim using the appropriate delivery procedure code and, as appropriate, antepartum and postpartum visit procedure codes. 


If the required postpartum office visit does not occur following claims submission for the global delivery, the provider is required to adjust the claim to reflect antepartum care and delivery if there is no documentation of a postpartum visit in the member's medical record. 


Group Claims Submission for Global Obstetric Care


When several obstetric providers in the same clinic or medical/surgical group practice perform the delivery and provide antepartum and postpartum care to the same member during the pregnancy, the clinic may choose to submit a claim using a single procedure code for the service. The provider should indicate the group billing number and identify the primary obstetric provider as the rendering provider in this situation.


Health Professional Shortage Area-Enhanced Reimbursement


Many obstetric procedure codes are eligible for the HPSA (Health Professional Shortage Area)-enhanced reimbursement.


Member Enrollment


Services Provided Before the Member Was Enrolled in BadgerCare Plus


Obstetric payments apply only to services provided while the person is eligible as a member. Services provided prior to BadgerCare Plus enrollment are not included in the number of antepartum visits, the delivery, or postpartum care.


Fee-for-Service Member Subsequently Enrolled in a BadgerCare Plus or Medicaid HMO or SSI HMO


Wisconsin Medicaid will reimburse the equivalent of one global obstetric fee per member, per delivery, per single provider or provider group, whether the provider receives the reimbursement through BadgerCare Plus FFS (fee-for-service) or through a BadgerCare Plus or Medicaid HMO or SSI HMO.


A member who is initially eligible for BadgerCare Plus FFS may enroll in a Medicaid HMO during her pregnancy and receive care from the same provider or clinic. In this case, the provider may be paid a global fee by the HMO after the provider receives FFS payment for the antepartum care. If this is the case, the provider is required to submit an adjustment request to have the FFS payment recouped. 


If the provider does not submit an adjustment request in this situation, Wisconsin Medicaid will recoup the FFS payment(s) through audit. If the member receives less than global obstetric care while enrolled in the BadgerCare Plus or Medicaid HMO, Wisconsin Medicaid reimburses her provider no more than the global maximum allowable fee or the sum of the individual components for services. Wisconsin Medicaid will, on audit, recoup any amount paid under FFS that is more than the global fee or the combined maximum allowable fee for the services if billed separately. 


Newborn Reporting


Physician services providers are required to report babies born to BadgerCare Plus members by following the newborn reporting procedures.


Newborn Screenings


Wisconsin Medicaid covers the cost of prepaid filter paper cards in addition to the laboratory handling fee for newborn screenings provided outside a hospital setting. Providers are required to submit paper claims for newborn screenings.


Separate Obstetric Care Components


Providers should use the following guidelines when submitting claims for separate obstetric components.


Note: A telephone call between a patient and a provider does not qualify as an office visit.


Antepartum Care


Antepartum care includes dipstick urinalysis, routine exams, and recording of weight, blood pressure, and fetal heart tones.


Providers should provide all antepartum care visits before submitting a claim to Wisconsin Medicaid. 


Indicate CPT (Current Procedural Terminology) procedure codes 99204 with modifier "TH" (Obstetrical treatment/services, prenatal or postpartum) and 99213 with modifier "TH" when submitting claims for one to three total antepartum care visits with the same provider or provider group. For example, if a total of two or three antepartum care visits is performed during a woman's pregnancy, the provider should indicate procedure code 99204 with modifier "TH" and a quantity of "1.0" for the first DOS (date of service). For the second and third visits, the provider should indicate procedure code 99213 with modifier "TH" and a quantity of "1.0" or "2.0," as indicated in the table. The date of the last antepartum care visit is the DOS.


Similarly, for CPT codes 59425 (antepartum care only; 4-6 visits) and 59426 (antepartum care only; 7 or more visits), the provider should indicate the date of the last antepartum care visit as the DOS. The quantity indicated for these two codes may not exceed "1.0."


Antepartum Care Claims Submission Guide


Total Visit(s)


Procedure Code and Description*

Modifier and Description


Quantity


1


99204 
Office or other outpatient visit for the evaluation and management of a new patient ... Usually, the presenting problem(s) is of moderate to high severity. Physicians typically spend 45 minutes face-to-face with the patient and/or family.


TH 
(Obstetrical treatment/ services, prenatal or postpartum)


1.0


2


99204


TH


1.0


 


99213 
Office or other outpatient visit for the evaluation and management of an established patient ... Usually, the presenting problem(s) is of low to moderate severity. Physicians typically spend 15 minutes face-to-face with the patient and/or family.


TH


1.0


3


99204


TH


1.0


99213


TH


2.0


4-6


59425


Antepartum care only; 4-6 visits


1.0


7+


59426


7 or more visits


1.0


*Refer to CPT for a complete description of procedure codes 99204 and 99213.


Occasionally, a provider may be unsure of whether a member has had previous antepartum care with another provider. If the member is unable to provide this information, the provider should assume the first time he or she sees the member is the first antepartum visit. 


Reimbursement for antepartum care (procedure codes 99204 with modifier "TH," 99213 with modifier "TH," 59425, and 59426) is limited to once per pregnancy, per member, per billing provider. 


Delivery


Delivery includes patient preparation, placement of fetal heart or uterine monitors, insertion of catheters, delivery of the child and placenta, injections of local anesthesia, induction of labor, and artificial rupture of membranes.


A provider who performs a vaginal or cesarean delivery may submit a claim using the appropriate delivery code. A clinic or group may submit a claim for the delivery component separately and should indicate the provider who performed the delivery as the rendering provider, rather than the primary obstetric provider. 


When there are multiple deliveries (e.g., twins), one claim should be submitted for all of the deliveries. On the first detail line of the claim, indicate the appropriate procedure code for the first delivery. Indicate additional births on separate detail lines of the claim form, using the appropriate delivery procedure code for each delivery, depending on whether it is an elective or nonelective cesarean section. 


In cases where surgical assistance is medically necessary for a cesarean delivery, both surgeons should submit a claim with the appropriate procedure code. 


Induction or Inhibition of Labor


Pitocin drip and tocolytic infusions are not separately reimbursable when provided on the date of delivery. Induction or inhibition of labor are only reimbursable when physician services are documented in the medical record and when performed on dates other than the delivery date. Submit a paper claim for the service indicating CPT code 59899 (Unlisted procedure, maternity care and delivery) with supporting clinical documentation attached.


Postpartum Care


Postpartum care includes all routine management and care of the postpartum patient including exploration of the uterus, episiotomy and repair, repair of obstetrical lacerations and placement of hemostatic packs or agents. These are part of both the post-delivery and post-hospital office visits, both of which must occur in order to receive reimbursement for postpartum care or global obstetric care.


In accordance with the standards of the American College of Obstetricians and Gynecologists, Medicaid reimbursement for postpartum care includes both the routine post-delivery hospital care and an outpatient/office visit. Post-delivery hospital care alone is included in the reimbursement for delivery. When submitting a claim for postpartum care, the DOS is the date of the post-hospital discharge office visit. In order to receive reimbursement, the member must be seen in the office. 


The length of time between a delivery and the office postpartum visit should be dictated by good medical practice. Wisconsin Medicaid does not dictate an "appropriate" period for postpartum care; however, the industry standard is six to eight weeks following delivery. A telephone call between a patient and a provider does not qualify as a postpartum visit. 


Delivery and Postpartum Care


Providers who perform both the delivery and postpartum care may submit claims with either the separate delivery and postpartum codes or the delivery including postpartum care CPT procedure codes 59410, 59515, 59614, or 59622, as appropriate. The DOS for the combination codes is the delivery date. However, if the member does not return for the postpartum visit, the provider is required to adjust the claim to reflect delivery only or the reimbursement will be recouped through an audit.


Separately Reimbursable Pregnancy-Related Services


Services that may be reimbursed separately from the global or component obstetrical services may include: 


· Administration of Rh immune globulin. 


· Amniocentesis, chorionic villous sampling, and cordocentesis. 


· Epidural anesthesia. 


· External cephalic version. 


· Fetal biophysical profiles. 


· Fetal blood scalp sampling. 


· Fetal contraction stress and non-stress tests. 


· Harvesting and storage of cord blood. 


· Insertion of cervical dilator. 


· Laboratory tests, excluding dipstick urinalysis. 


· Obstetrical ultrasound and fetal echocardiography. 


· Sterilization. 


· Surgical complications of pregnancy (e.g., incompetent cervix, hernia repair, ovarian cyst, Bartholin cyst, ruptured uterus, or appendicitis). 


Unrelated Conditions


Any E&M (evaluation and management) services performed that are related to the pregnancy are included in reimbursement for obstetrical care. However, conditions unrelated to the pregnancy may be separately reimbursed by Wisconsin Medicaid. These may include:


· Chronic hypertension. 


· Diabetes. 


· Management of cardiac, neurological, or pulmonary problems. 


· Other conditions (e.g., urinary tract infections) with a diagnosis other than complication of pregnancy. 


Unusual Pregnancies


Providers treating members whose pregnancies require more than the typical number of antepartum or postpartum visits or result in complications during delivery may seek additional reimbursement by submitting an Adjustment/Reconsideration Request (F-13046) form for the allowed claim. A copy of the medical record and/or delivery report specifying the medical reasons for the extraordinary number of antepartum or postpartum visits must be attached to the claim. Wisconsin Medicaid will review the materials and determine the appropriate level of reimbursement. 
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