Analysis, Design, Programming, & Implementation
Services for Data Interfaces

Overview

The State maintains several sysiems and databases that must either supply or
receive data from the PBM.

e Client (beneficiary) eligibility and TPL data for program beneficiaries: The
State’s recipient eligibility file contains all the basic data reguired to
create the eligibility data, including TPL data, for the PBM system. This
file will be used for each complete refresh (including the initial setup) of
the eligibility data, and for daily adds, changes and deletes.

e Drug Monitoring Service: This system currently contains data about eligibility
for extended acute dose ulcer therapy. The State has specified that the
implementation of a PBEM system will allow the State to retire this system.
Information from this system should only be transferred for the initial
implementation.

e Claims processing system: Michigan pharmacy claims are currently processed
through the Medicaid Management Information System (MMIS} . This system
currently contains historical data that must be initially transferred to the
PEM system. In addition, the claims processing system must receive a weekly
paid claims file from the PBM for further processing in MMIS and other down-
line systems.

e Provider eligibility database: This database contains the current Medicaid
providers. Information from this system should be transferred for the initial
implementation. It should be noted that the State currently expects the PBM
will use the State’s on-line system to obtain a provider ID for new providers
that must be added to its own provider database once the initial
implementation is completed. (The PBM contractor will perform Medicaid
provider enrollment activities for pharmacy providers using the State’s
current on-line system.)

e National Drug Code database: This database contains data obtained from First
DataBank; the State’s covered drug parameters; HCFA drug rebate amounts; and
HCFA approved manufacturers. Information from this system should be
transferred for both the initial implementation and an on-going basis.

¢ Providers under sanction database: This database contains data about
providers who are currently under State sanction. Information from this
system should be transferred for both the initial implementation and an on-
going basis. It should be noted that this information is also available on
the Web.

e Formulary database: This database contains the formulary information for
Michigan Information from this system should be transferred for both the
initial implementation and an on-going basis.

e DPrior authorization database: This database contains information directing
prior authorization activities. Information from this system should be
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transferred for the initial implementation and updated on an on-going basis,
at least until the CSHCS is fully implemented within the PBM’s operations.

e Recipient monitoring database: This database identifies the recipients who
are currently being monitored. Information from this system should be
transferred for the initial implementation and updated on an on-going basis.

The State would like to consider two options for preparing data for starting the
PBM service and for on-going data exchanges between the State and PBM:

Option One: The State will take the primary lead in this effort, conducting the
necessary system analysis, design, programming, and implementation steps, with
the PBM providing advice and information to the State. With this option, the PEM
can expect to receive data files fully prepared for processing in its gystem, and
the PBM will provide the standard NCPDP paid claims data (in Medicaid specific
format) to the State, with the State taking responsibility for preparing this
data for processing within its own systems.

Option Two: The PBM will take the primary lead in this effort, conducting the
necessary system analysis, design, programming, and implementation steps, with
the State providing advice and information to the PBM. With this option, the PBM
must prepare to receive data files containing the data elements it requests and
will itself process these data elements for entry inte its own systems, both at
gstart-up and an on-going basis. 2nd, on an on-going basis, the PBM will provide
the State both standard NCPDP paid claims data (in Medicaid specific format) and
paid claims data fully formatted for immediate processing within State systems
{in State specific format).

Option One

Requirements

1. The contractor shall provide all appropriate information to the State in
mutually agreed formats, according to a mutually agreed project schedule.

2. The contractor shall provide technically qualified personnel who can assist
the State with understanding, interpreting, and using the information the
contractor provides for this effort.

3. The contractor shall maintain the ability to conduct the necessary system
analysis, design programming, and implementation steps at all times, in case
the State decides to opt for Option Two during the course of the contract.

Performance Standards

The contractor is encouraged to suggest improved or additiomal performance
standards, including adding specificity where appropriate.

1. Provision of information, advice, and consultation: The contractor shall
provide the information requested in a clear and timely manner, and in the
technical gpecifications agreed upon, without fail.
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The contractor’s level of knowledge of the systems at the State that interface
with the contractor’s system will be meagured in informal performance reviews,
and is expected to improve continucusly over time.

If failure to meet these standards is found, the contractor will correct such
failure within 24 hours. 1If the contractor fails to correct errors for
erroneously processed claims or fails to correct a compliance failure, the
State will recoup any funds paid inappropriately. In addition, the State may
sanction the contractor by withholding payments until the contractor is in
compliance or charge the contractor liquidated damages

Option Two

Requirements

1.

The contractor shall submit a separate, detailed work plan for performing this
service within five (5) days of award of contract. This work plan must be
fully synchronized with the overall work plan provided for the project.

The contractor shall provide technically qualified personnel who have
demonstrated experience in designing, develcoping, and implementing data
transfer routines for programs that require start-up electronic data transfers
and on-going data transfers for databases that must be kept synchronized over
time.

The contractor shall recommend and use a mutually accepted, well-recognized
systems development methodeclogy for completing this effort.

The contractor shall provide the State with full documentation for the
interface systems that are developed and implemented in a mutually agreed
electronic format.

Performance Standards

The contractor is encouraged to suggest improved or additional performance
standards, including adding specificity where appropriate.

1.

Interface System Development Effort: The contractor shall complete this effort
according to the approved work plan without fail.

Interface System: The interface system must perform exactly according to the
mutually agreed specifications.

The contractor's level of knowledge of the systems at the State that interface
with the contractor’s system will be measured in informal performance reviews,
and is expected to improve continuously over time.

If failure to meet these standards is found, the contractor will correct such
failure within 24 hours. If the contractor fails to correct errors for
erronecusly processed claims or fails to correct a compliance failure, the
State will recoup any funds paid inappropriately. In addition, the State may
ganction the contractor by withholding payments until the contractor is in
compliance or charge the contractor liquidated damages.
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Technical Network and Operations Management

Overview

The contractor shall be responsible for supporting an in-state, out-of-state, and
Canadian, pharmacy network in accordance with State of Michigan requirements.

The contractor shall also perform all appropriate operations for adjudication of
claims, clinical consultation, disease management, and any other appropriate
steps to meet needs described in this RFP. Included with network and operations
management are audit requirements to ensure cost effectiveness and quality of
care.

Requirements

The requirements for the contractor’s network and cperations management include
the following:

1. The contractor shall be responsible for providing an in-state, out-of-state,
and Canadian pharmacy network that ensures adequate access to pharmacies,
including pharmacies in border counties in surrounding states. This network
must include an initialization of all current Medicaid-enrolled pharmacy
providers. The contractor shall assure availability of compatible hardware,
software, and all necessary participant instructions to fully activate this
network for beneficiaries of applicable pharmacy programs. Please identify if
the contractor’s system interfaces with existing pharmacy * switch” networks
that connect pharmacy providers.

2. If requested, the contractor shall provide MDCH with Michigan statistics of
transactions between the ™ switches” and the contractor, with such reports
including volume, longest collection period, ete. Any such requests will be
made in advance of the data collection period and the resultant statistics
shall be provided to MDCH within three (3) business days following the end of
the data collection period.

3. The data transmissions between providers and the contractor shall be in
conformance with all NCPDP Version 3.2 transaction standards (including
Medicaid specific format where appropriate). B&As updates to NCPDP become
available, the contractor will maintain compatibility with providers using
Version 3.2 and those using updated version(s).

4, Federal regulations reguire MDCH to maintain appropriate controis over POS
contractors who perform both switching services and billing services;
therefore, if provided by the same company, they must be maintained as
separate and distinct operatioms. For those situations where the contractor
also serves as the providers’ agent, an organizational * firewall” must be in
place to separate these functions,

5. The contractor shall provide software to allow MDCH to test the contractor's
system using the State’s network, including submission and receipt of NCPDP
POS transactions, as well as audit performance of the network, throughout the
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10.

11

12

project’s life. The contractor’s system shall include a criteria test
capability permitting Michigan staff to simulate the effect of adding or
changing criteria on a trial basis.

The contractor shall provide remote access that allows State staff the
discretion and ability to update actual production files (eligibility, prior
authorization, definition, formulary, drug utilization review, claims history,
etc.) in real time basis, with an average system response time (from receipt
of POS claim teo transmission of response) of no greater than five (5} seconds
for all transactions a minimum of ninety-eight percent {28%) of the time seven
(7) days per week twenty-four (24) hours per day (except for pre-arranged
downtime} .

The contractor shall provide a dedicated team of professionals to serve the
State of Michigan that will interface with and be responsive to State staff
regarding inquiries, requests, and issues raised by the State. Included among
the team should be persons with account management, pharmacy, and technology
expertise relative to the contractor’s system. The contractor shall identify
in its bid response specific individuals who comprise the team.

The contractor shall provide a professional medical and pharmacological
consulting staff who will research and maintain current (real-time), drug
formulary information, and timely invoice adjudication standards to assure
responsible and timely drug guidance, and federal and State of Michigan drug
payment compliance (coverage integrity).

The contractor shall provide a professional (licensed) medical and
pharmacological advisory staff and other resources necessary to provide
pharmacists at the point of sale with advice pertaining to the proper use of
prescription drugs, consistent with medical standards, as they apply to each
beneficiary’s unique needs and medical conditions.

The contractor will be entrusted with confidential information. Data
collected on behalf of the State program is not to be distributed to any party
without the written consent of the State and is not to be used by the
contractor for any purposes unless specifically approved by the State. The
contractor shall assure a totally confidential handling of beneficiary,
provider, and other data at all times. Each member »f the contractor's staff
assigned to this project shall be required to sign a security form.

The contractor shall provide secure telecommunications links to claims

processing center (s}, have sufficient processing capacity, to handle
Michigan’s peak loads, have adequate availability and reliability for
processing of Michigan'’'s pharmacy claims, and provide for business recovery
and disaster recovery (including backup and recovery activities). The bidders
are to specifically identify in the bid response how it anticipates for
meeting these needs.

As determined by MDCH, the following specific security measures may be

included in operating procedures: (a) computer hardware contreols that ensure
acceptance of data from authorized networks only, (b) software comntrols that
establish separate files for lists of authorized user access and
identification codes, (c) manual procedures that provide secure access to the
system with minimal risk, (4} passwords, identification codes, or other
security procedures that shall be used by the contractor or State of Michigan
staff, (e) software changes subject to MDCH approval prior to implementation,
and (f) segregation of systems operations functions from system develcopment .
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13.

14

15.

16.

The bidders shall specify in the bid response which of these measures, plus
any others, that it takes or intends to take.

The contractor’s bid response shall include evidence that it has a business
continuity/disaster recovery plan for its central processing gsite, including
the ability to continue processing in the event that the central site is
rendered inoperable. If requested, test results of that plan, shall be made
available to MDCH. The plan shall be able to meet the requirements of MDCH
and DMB, as appropriate.

The contractor’s bid response shall include standards to address system
vulnerability from theft, viruses, wmischief, efforts at tampering, etc¢. The
contractor shall apply recognized industry standards governing security of
state and federal automated data processing systems and information
processing. Minimally, the State of Michigan requires the contractor to
conduct a security risk analysis, with the results to be provided to state and
federal agencies, as appropriate.

The bid response shall include sufficient information to show that the
contractor meets the following requirements: (a) documentation of emergency
procedures to take in the event of a natural disaster by fire, watexr damage,
gsabotage, mob action, bomb threats, etc., (b) employees at the site shall be
familiar with emergency procedures, (c) smoking shall be prohibited at the
site, (d) heat and smoke detectors shall be installed at the site both in the
ceiling and under raised floors {if applicable), which alert the local fire
department as well as internal personnel (e) portable fire extinguishers shall
be located in strategic and accessible areas of the site, and be vividly
marked and periodically tested, (f) protection by an automatic fire
suppregsing system, and (g) back up by an uninterruptible power system.

The contractor shall adhere to other network and cperations management
standards identified in other sections of this RFP.

Performance Standards

The contractor is encouraged to suggest improved or additional performance
standards, including adding specificity where appropriate.

1.

The contractor will monitor and report system accessibility ensuring that the
average response time (from receipt of POS claim to transmission of response)
is no greater than five (5) seconds (except during scheduled maintenance) for
provider inguiry or billing purposes for all normal modes of entry. The
contractor may have scheduled maintenance downtime as approved by MDCH. The
contractor shall ensure that unscheduled system downtime does not exceed two
{2} hours during any continuous seven (7) day pericd.

When requested, the contractor shall provide MDCH with Michigan statistics of
trangsactions between the * switches” and the contractor, with such reports
including volume, longest collection period, etc. Any such requests will be
made in advance of the data collection period and the resultant statistics
shall be provided to MDCH within three (3) business days following the end of
the data collection period.

The documentation the contractor provides for all the network-related
requirements (participants, components, standards, capacity, disaster recovery
plan, and vulnerability protection plan) must meet reagonable expectations for
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completeness, accuracy and clarity, as judged by appropriately assigned MDCH
staff.

On-line access to the contractor’s network, as provided to appropriately
assigned MDCH personnel, must be without fail, except during scheduled
downtimes.

The performance of the contractor’s persomnnel assigned to interface with the
State will be measured in informal performance reviews.

The contractor shall suggest appropriate performance thresholds in the
following coperational areas:

~ Percentage of claims paid with no errors.
= Maximum percentage error in total amount paid.
-~ Percentage of POS claims transactions within defined times (in seconds)

—~ Percentage of batch and paper claims within defined times {in hours or
days)

— Percentage change (increase or decrease) for ingredient costs per
script for the first and second years of contract.

If failure to meet these standards is found, the contractor will correct such
failure within 24 hours. If the contractor fails to correct errors for
erroneously processed claims or fails to correct a compliance failure, the
State will recoup any funds paid inappropriately. In addition, the State may
sanction the contractor by withholding payments until the céntractor is in
compliance or charge the contractor liguidated damages.
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Dedicated Beneficiary & Provider Hotlines

Overview

General System Operations

The contractor shall maintain toll-free telephone access to support system
operations of its systems. A systems hotline shall be available 24 hours a day,
seven days a week, 365 days a year to respond to claims inquiries and questions
and problems about operations. The contractor shall supply all required
information systems, telecommunications, and personnel to perform these
operations.

Prior Authorization

The contractor shall also provide a toll-free prior authorization hotline for
physicians and pharmacists. A prior authorization hotline shall be available at
least Monday through Friday from 7:00 a.m. to 7:00 p.m. eastern standard time to
respond tc prior authorization requests. The contractor shall staff its hotline
with pharmacist(s) who can respond to pharmacy providers within 24 hours to any
request and who can also support the Michigan DUR Board. The contractor will be
given the State’s hotline numbers (for providers and clients} so that its
personnel may provide, as appropriate, when responding to prior authorization
requests. The contractor shall supply all required information systems,
telecommunications, and personnel to perform these cperations.

Requirements
The requirements for the contractor’s hotline process include the following:

1. The contractor shall maintain toll-free telephone access to support system
{technical) operations. A systems hotline shall be available 24 hours a day,
seven days a week, 365 days a year to respond to claims, inquiries, questions
and problems regarding operations. The hotline shall be available to
providers, State representatives, and beneficiaries. The contractor shall
supply all required information systems, telecommunications, and personnel to
perform these operations. The contractor shall appropriately staff its
systems hotline, with positicons such as a manager, hotline team leaders, and
hotline representatives, all of who shall be extensively trained.

2. The contractor shall provide the following custcmer service activities, at a
minimum:
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— Single front-end toll-free telephone number with touch-tone routing (if
necegsary) to respond to requests for pharmacy locations, inquiries or
claimg, and complaints about pharmacist practices and services

- Separate toll-free numbers for participants, physicians, and
pharmacists

~ Voice response unit {if necessary) with a user-friendly menu that
callers find easy to understand

— Access to a pharmacist consultant 24 hours a day
— Development of the same sexvices through the Internet

The contractor’s hotline staff shall have complete on-line access to all
computer files and databases that support the system for applicable pharmacy
programs.

The contractor‘’s hotline shall provide sufficient telecommunications capacity
to meet the State of Michigan's existing needs with acceptable call completion
and abandonment rates. It shall also be gcalable to demand in the future. It
shall also possess an advanced telephone system that provides the State of
Michigan with extensive management tracking and reporting capabilities. A QA
program shall be in place that samples calls and follows up to confirm
efficient handling and caller satisfaction.

The contractor shall maintain toll-free telephone access (available for in-
state and out-of-state providers) to support prior authorization. A prior
authorization hotline shall be available at least Monday through Friday from
7:00 a.m. to 7:00 p.m. eastern standard time to respond to prior authorizaticn
requests. (In the bid response, the contractor should state whether its
existing prior authorization hotline is available for more than the required
five days a week and whether the contractor would provide these same hours for
this contract. The contractor should also indicate how they would handle
emergency situations during other hours.) This hotline shall be available to
providers, State representatives, and beneficiaries. The contractor shall
supply all required information systems, telecommunications, and personnel to
perform these operations. It sghall be staffed with clinical pharmacists to
field on-line drug utilization review and other clinical questions. For prior
authorization services the contractor shall provide pharmacist({s] who can
respond within twenty-four (24} hours to any request.

The prior authorization staff shall be supervised by a R.Ph. or PharmD., who
will be available to make clinical decisions. Each assigned pharmacist shall
currently be licensed as a registered pharmacist in the state in which they
are practicing and familiar with the State of Michigan pharmacy practice and
related Board of Pharmacy rules.

The contractor shall provide a professional (licensed) medical and
pharmacological advisory staff and other resources necessary to provide
pharmacists at the peoint of sale with advice pertaining to the proper use of
prescription drugs, consistent with prospective drug utilization and other
medical standards, as they apply to each beneficiary’s unique needs and
medical conditions.

The contractor shall produce reports on usage of the hotline{s), including
number of inquiries, types of inguiries, and timeliness of responses.
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9. The contractor’s process shall allow beneficiaries to locate nearby pharmacies
for special situations, such as 24-hour pharmacies or those dispensing
compound drugs, etc. This could be accomplished by interfaces with pharmacy
network database to identify the participating pharmacies near beneficiary’s
address.

Performance Standards

The contractor is encouraged to suggest improved or additional performance
standards, including adding specificity where appropriate.

1. THe State will conduct ad-hoc tests at any time to ensure the contractor is
performing prior authorization services via telephone and telecommunications
device in accordance with federal and MDCH peolicies and guidelines, and that
the contractor is adhering to each of the following:

Routine prior authorization requests shall be approved while the
dispensing provider is still on the telephone.

Requests that cannot be answered routinely shall be escalated and
completed within cone (1) hour.

Federal law requires response to prior authorization requests within
twenty-four (24) hours for drugs not included on the formulary.

Under certain emergency situations, as defined by the federal Secretary
of Human Services, a seventy-two (72) hour supply of a covered
cutpatient drug may be dispensed until authorizaticn can be determined
(e.g. if contractor-provided hotline services is not available on
weekends and/or holidays) .

2. The contractor shall provide reports demonstrating that it has performed as
follows:

100% of telephone inquiries shall be answered within 24 hours.

The bidder shall specify the percentage of calls returned by account
service representatives within 12 to 24 hours of receipt.

The bidder shall specify the percentage of calls resolved within 24
hours of receipt.

Calls to hotlines shall be answered within three (3) rings or fifteen
(15) seconds. If an automated voice response system is used, an option
must exist that allows the caller to speak directly with an operator.
Total wait time to speak with an operator shall not exceed two (2)
minutes.

The inguiry telephone system shall maintain sufficient staffing to
respond to telephone calls by not allowing an average in excess of 30
seconds on hold. :

The bidder shall specify the average time in seconds to answer customer
service calls.

The bidder shall specify the percentage of calls it will answer within
15 seconds, 20 seconds, and 30 seconds.
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— The ingquiry telephone line for beneficiaries shall have no meore than 5%
lost calls.

— The bidder shall gpecify the percentage of calls abandoned.
— The bidder shall specify the percentage of calls blocked.

— 95% of written inquiries that the contractor receives either from State
staff or from beneficiaries shall be answered within five calendar
days. The contractor shall calculate response time from the date of
receipt to final resolution.

— The bidder shall specify the percentage of written inguiries responded
to within five days.

—~ The bidder shall specify the percentage of written ingquiries responded
to within ten business days.

If failure to meet these standards is found, the contractor will correct such
failure within 24 hours. If the contractor fails to correct errors for
erroneously processed claims or fails to correct a compliance failure, the
State will recoup any funds paid inappropriately. In addition, the State may
sanction the contractor by withholding payments until the contractor is in
compliance or charge the contractor liquidated damages.
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Communications

Overview

The State of Michigan has dedicated resources for providing all types and levels
of communication with beneficiaries, providers, and the general public. The
contractor ghall become familiar with these services so as not to duplicate
communications. The contractor will be encouraged to develop and distribute
communications unique to pharmacy services, including but not limited to:
seasonal warnings or alerts, new drug benefits, and prevention oriented
materials. The contractor shall NOT be expected to provide individual pharmacy
benefit cards to each eligible person. The State will continue to issue Medicaid
identification (ID) cards, which are the official documents to verify
beneficiaries’ eligibility for Medicaid services, including pharmacy.

Requirements

1. The contractor shall develop and distribute communications unique to pharmacy
services, including but not limited to: seasonal warnings or alerts, new drug
benefits, and prevention oriented materials.

2. The State shall approve all communications involving the Medicaid program
prior to use.

3. The contractor shall work with MDCH to develop and distribute fraud and abuse
education information to pharmacists billing for pharmaceutical services and
shall receive approval from MDCH before distribution of such informationm.

4. The bidder must submit examples of proposed communications with beneficiaries
and providers that they would recommend if they were awarded the contract.

5. The contractor shall provide appropriate communications to pharmacy providers
to address the counseling recquirements as described in OBRA ‘90 legislation
(see Appendix F).

Performance Standards

The contractor is encouraged to suggest improved or additional performance
standards, including adding specificity where appropriate.

1. Timeliness, appropriateness, and quality of information: The contractor’s
regponse to the toll-free number service will be tested by State personnel for
timeliness, appropriateness, and quality of information through ad-hoc testing
at any time.

2. Hotline statistics: The contractor will provide written statistics regarding
the toll-free number service that includes level of activity and number,
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nature and disposition of calls involving any issues that could not be
resolved during the calling session.

All submissions by the contractor, such as educational information: Whenever
appropriate the contractor and the State will develop specific requirements of
each of these submissions and the contractor will meet these specific
requirements and otherwise demonstrate a very high level of performance,
measured in informal performance reviews of the timeliness, appropriateness,
and clarity of such material and consultation and advice.

Tf failure to meet these standards is found, the contractor will correch such
failure within 24 hours. If the contractor fails to correct errors for
erroneously processed claims or fails to correct a compliance failure, the
State will recoup any funds paid inappropriately. In addition, the State may
sanction the contractor by withholding payments until the contractor ig in
compliance or charge the contractor liguidated damages.
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Appendix ©
Phase 1l - Clinical Consultation

e Drug utilization review

e Utilization management
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The retrospective DUR shall assess data on drug use against explicit
predetermined standards and introduce appropriate remedial strategies to improve
the quality of care and reduce medical care costs.

Finally, the contractor shall develop active and ongoing educational outreach
programs to educate practitioners on common drug therapy problems, in order to
improve prescribing or dispensing practices.

The State of Michigan Drug Utilization Review Board (DUR Board) shall be
responsible for approving all prospective and retrospective DUR programs priocr to
their distribution or implementation.

Requirements

The requirements for the contractor’s DUR and education programs include the
following:

General

1. The contractor shall provide a dedicated clinical manager (RPh or PharmD) who
will be responsible for daily oversight of the DUR programs and provide
¢linical analysis and guidance to the DUR Board and Pharmaceuticals &
Therapeutics (P&T) Committee (sometimes referred to asg the Formulary
Committee) .

2. The contractor/clinical manager shall coordinate with the State of Michigan
DUR Board, which includes health care professionals who will be responsible
for approving all DUR programs.

3, Within 120 days of contract implementation and annually thereafter, the
contractor’s clinical manager shall present an annual DUR plan to the DUR
Board for consideration, including a profile of all proposed DUR programs and
dateg for execution, as well as expert advice regarding standards for
pharmacist counseling of beneficiaries.

4. On an annual basis, the contractor shall participate in the preparation of a
report to the State that includes a description of the DUR activities (part of
annual clinical plan}, scope and nature of the prospective and retrospective
drug use review programs, a summary of the interventions used, and an
assessment of the impact of these educational interventions on the quality of
care and an estimate of the cost savings generated as a result. This report
ghall be used to evaluate the effectiveness of the DUR program.

5. A c¢linical manager shall attend each DUR Board meeting and present the
committee with a written report containing the following informatiom:

—~ Based on previous quarter’s pharmacy claims, present 10 top therapeutic
classes and top 5 high growth therapeutic classes, their current DUR
protocol and recommendatione for additions or changes in the DUR
program

-  Provide educational materials including supportive clinical research,
protocols and financial analysis for newly approved therapies and

-84 -



Drug Utilization Review

Overview

Drug utilization review (DUR) will include the three major elements defined by
OBR2& ‘90, including:

* DProspective drug utilization review (requirements for prospective DUR during
POS edits are detailed in Appendix B, which defines the requested Phase I
tasks)

¢ Retrogpective drug utilization review

* Education programs

The purpose of the DUR program is to improve the quality of pharmaceutical care
by ensuring that prescriptions are appropriate, medically necessary, and that
they are not likely to result in adverse medical results, in accordance with OBRA
‘90. The program shall be designed to educate physicians and pharmacists to
identify and reduce the frequency of patterns of fraud, abuse, gross overuse, Or
inappropriate or medically unnecessary care. The program shall evaluate drug use
patterns among physicians, pharmacists and beneficiaries, and those associated
with specific drugs or groups of drugs. DUR shall assess data on drug use
against predetermined standards, congistent with peer-reviewed literature and the
recommendations of the State’s DUR Board. The assessment must include, but shall
not be limited to:

Monitoring for therapeutic appropriateness
over-utilization and under-utilization

Appropriate use of generic products

Therapeutic duplication

Drug-disease contraindications

Drug-drug interactions

Incorrect drug dosage or duration of drug treatment
Clinical abuse/misuse

9 5 & o & & & »

The prospective DUR shall provide for a review of drug therapy before each
prescription is filled or delivered to a beneficiary. The review must include
screening for the items listed above, as well as drug-allergy interactions. The
contractor shall develop a program that encourages pharmacists to comply with
State law, which requires pharmacists to offer to discuss anything about the
prescription that the pharmacist feelg is important, based on the prospective
DUR. The contractor shall alsc encourage pharmacists to make a reagonable effort
to obtain, record and maintain specific beneficiary profile information.

In compliance with OBRA ‘90, State law requires pharmacists to counsel
beneficiaries on the significant findings of the prosgpective DUR. The contractor
shall encourage pharmacists to comply with this law. The State is responsible
for establishing the standards for this counseling, and the contractor should
provide expert advice to the DUR Board in this regard.
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indications to the DUR Board for consideration. Upon approval, this
information will be included as part of the prospective and
retrogpective DUR program to targeted physicians.

On a quarterly basis, the contractor will provide face-to-face clinical
detailing to top 25% of all prescribers, with detailed criteria tc be provided
by the State.

The contractor’s DUR programs shall comply with all OBRA ‘%0 requirements.

Prospective DUR

1.

The contractor shall provide a prospective drug utilization review process
that is linked to the electronic claims management network, so as to furnish
medical and drug history information for each beneficiary. This process is
subject to the review and recommendation of the State’s DUR Board. This
process shall have the flexibility to adjust to changes in criteria or
procedures ag reccommended by the DUR Board.

The contractor shall provide educational materials targeted to pharmacists
informing pharmacists about their legal obligation to provide counseling to
beneficlaries regarding meaningful prospective DUR findings.

Retrospective DUR

1,

The contractor shall analyze pharmacy and non-pharmacy (primarily
hospitalization and laboratory) claims on an ongoing basis and present
recommendations quarterly for additions or changes to the retrospective DUR

programs and interventions. (The State will be responsible for providing non-
pharmacy claimg data from its MMIS application, and encounter data of health
plan services are included.) The proposed DUR programs shall address both

high risk and high cost/utilization drug therapies and shall tie to the top
drugs/disease states that are being used by beneficiaries of applicable
pharmacy programs.

The program shall, on a monthly to quarterly basis, assess data on drug use
against explicit predetermined standards including but not limited to
monitoring for therapeutic appropriateness, over-utilization and under-
utilization, incorrect drug dosage, or duration of drug treatment and clinical
abuse/migugse and, as necegsary, introduce remedial strategies to improve the
quality of care and to conserve program funds or personal expenditures.

The retrospective DUR program shall provide ongoing interventions for
physicians and pharmacists targeted toward therapy problems or individuals
identified in the course of retrospective DUR activities.

The retrospective DUR program shall include written, oral, or electronic
reminders containing beneficiary-specific or drug-specific (or both)
information and suggested changes in prescribing or dispensing practices,
communicated in a manner designed to ensure the privacy of beneficiary-related
information.
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The contractor’s process shall include intensified review or monitoring of
selected prescribers or dispensers, proposing detailed program interventions
to the DUR Board for consideration.

The contractor’s process shall include periodic evaluation of interventions to
determine if the interventions improved the gquality of drug therapy. The
contractor is to evaluate the success of interventions and make modifications
ag necessary.

Educational Programs

1.

On a quarterly basis, the contractor shall provide educational materials
including supportive clinical research, protocols, and financial analyses for
newly approved therapies and indications to the DUR Board for congideration.
Upon approval, this information will be included as part of the prospective
DUR program to targeted physicians.

The DUR program shall integrate with edits {whether POS, batch, or paper
claims processing), and provide communications and education to pharmacies
that are not appropriately complying with these edits, including encouraging
pharmacists to counsel beneficiaries on DUR findings. The pharmacy-focus DUR
program shall also be incorporated into the network management program.

The contractor shall demonstrate experience in effective physician and
pharmacy targeting, that is focusing on the high value prescribers that
contribute the largest impact on improved quality of care and drug cost
reduction, then implementing interventions to optimize prescriber behavior.

The contractor shall have demonstrated success in attaining prescriber
agreement to use a clinically appropriate alternative product or generic, if
relevant, in the same therapeutic class.

The contractor shall have demonstrated use of face-to-face discussions between
health care professionals who are experts in rational drug therapy and
gselected prescribers and pharmacists who have been targeted for educational
intervention, including discussion of optimal prescribing, dispensing or
pharmacy care practices and follow-up face-to-face discussions.

The contractor shall have a team of clinical pharmacists (RPh or PharmD) to
meet with targeted physicians. The face-to-face meetings shall include
prospective and retrospective, beneficiary specific, DUR. The clinical
pharmacists may also meet with physician groups, providing prospective and
retrospective DUR education that is not beneficiary specific.

Performance Standards

The specific standards are to be established during contract negotiation based
on input from State and contractor representatives.

The consultation and advice provided the State, Michigan DUR Board, and health
care professicnals by the dedicated clinical manager, ¢linical pharmacists and
any other contractor personnel assigned such activities: A very high level of
performance measured in regular performance reviews of the timeliness,

appropriateness, and clarity of such consultation and advice, completed by the
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appropriate State management personnel and the Michigan DUR Board members, or
any other appropriate participating parties.

All submissions by the contractor, such as recommendations for a DUR process,
the development of an Annual DUR Plan, the educational materials, the data
assessments, the evaluations and recommendations for interventions, the
reminders, and any other material submitted to the State to the participating
providers, the targeted physicians, the DUR Board or the Michigan P&T
Committee: Whenever appropriate the contractor and the State will develop
specific requirements of each of these submissions and the contractor will
meet these specific requirements and otherwise demonstrate a very high level
of performance, measured in informal performance reviews of the timeliness,
appropriateness, and clarity of such material and consultation and advice.
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Utilization Management

Overview

Utilization management must focus beneficiary, physician, and pharmacist
utilization patterns and will be integrated with both the retrospective DUR and
network management programsg. The utilization management protocols will be
proposed by the State of Michigan Drug Utilization Review Board (DUR Board) and
presented to the State for approval. While the primary focus of utilization
management is controlling/reducing pharmacy utilization, utilization management
programs may also integrate with disease management and retrospective DUR,
identifying beneficiaries who are non-compliant or inconsistently using their
therapies.

Utilization management consists of reviewing, on a monthly basis, the utilization
patterns of beneficiaries - focusing on beneficiaries receiving a large number of
prescriptions each month, high cost prescriptions, controlled substances and
beneficiaries seeing multiple physicians and/or receiving prescriptions from
multiple pharmacists (referred to as poly-physician, poly-pharm}. Once
beneficiaries are systematically identified, they will be assessed by the
clinical manager to determine the appropriate intervention, which may include
referring the beneficiary to a case management program, physician notification,
beneficiary lock-in (restricting the potentially abusive beneficiary to a single
physician and pharmacy, within applicable legislation, unless prior authorization
is received)}, or others.

Pharmacy utilization management consists of systematic reviews of pharmacy
prescribing patterns, focusing on unusual activity such as disproportionate drug
dispensing patterns and generic substitution opportunities. Pharmacy utilization
management will integrate with pharmacy network management, identifying potential
candidates for further investigation or on-site audits. Physician utilization
management is integrated with retrospective DUR and assists in targeting the
appropriate method of communication and intervention with the physician.

The DUR Board will be responsible for approving all utilization management
targeting protocols and beneficiary lock-in candidates.

Requirements

The requirements to the contractor’s utilization management program includes the
follewing:

1. The contractor shall provide a dedicated clinical manager {RPh or PharmD) who
will be responsible for daily oversight and clinical review of beneficiaries,
physicians, and pharmacies that that have been identified through the
utilization management program.
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The contractor/clinical manager shall coordinate with the State of Michigan
DUR Board, which includes health care professionals who will be responsible
for approving all utilization management programs.

Within 120 days of contract implementation and annually thereafter, the
contractor’s clinical manager shall present an annual utilization management
plan to the DUR Board for consideration.

The contractor shall analyze pharmacy claims on a monthly basis and present
recommendations for additions or changes to the utilization management program
and interventiocns. The proposed utilizatbion management program shall include
review of both high risk and high cost/utilization therapies for integration
with prior authorization, POS edits, and DUR programs.

On a quarterly basis, contractor will provide a written report profiling the
top 100 utilizing beneficiaries, pharmacies and physicians. The report will
hlghllght the percentage of cost {to total) attributed to the top utilizers,
the actions taken (including DUR and detailing programs) and future action to
be taken

The contractor shall demonstrate experience in effective and efficient
utilization management programs that integrate with formulary protoccls, DUR,
and pharmacy network management.

The contractor shall have developed information system programs for
utilization management screening, which includes flexible evaluation criteria
and timely data integratiom.

Where appropriate, the contractor shall have the ability to use face-to-face
discussions between health care professionals who are experts in rational drug
therapy and selected prescribers and pharmacists who have been targeted for
utilization management.

Utilization management shall include written, oral, or electromic reminders
containing specific information and suggested changes in prescribing or
dispensing practices, communicated in a manner designed to ensuze the privacy
of beneficiary-related information.

Performance Standards

1.

The consultation and advice provided the State, Michigan DUR Board, and health
care professionals by the dedicated clinical manager, clinical pharmacists and
any other contractor personnel assigned such activities: A very high level of
performance measured in regular performance reviews of the timeliness,
appropriateness, and clarity of such consultation and advice, completed by the
appropriate State management personnel and the Michigan DUR Board members, or
any other appropriate participating parties.

All submissions by the contractoxr, such as clinical reviews, analyses,
proposed utilization plans, and any other material submitted to the State to
the participating providers, the targeted physicians, the DUR Board or the
Michigan P&T Committee: Whenever appropriate the contractor and the State
will develop specific requirements of each of these submissions and the
contractor will meet these specific requirements and otherwise demonstrate a
very high level of performance, measured in informal performance reviews of
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the timeliness, appropriateness, and clarity of such material and consultation
and advice.
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Appendix D
Phase lll - Disease Management

Overview

Public Act 114 of 1999, Section 1612 (2} is the statutory basis for development
of a disease management system for care rendered beneficiaries.

“ The MSA may implement prospective drug utilization review and disease
management systems. The prospective drug utilization review and disease
management systems authorized by this subsection shall have physician oversight,
shall focus on patient, physician, and pharmacist education, and shall be
developed in consultation with the National Pharmaceutical Council, Michigan
State Medical Society, Michigan Association of Osteopathic Physicians, Michigan
Pharmacists’ Association, Michigan Partner for Patient Advocacy, and Michigan
Nurses’' Association.”

Disease management is a name applied to use of pre-establishéd proteocols or best
practices, as identified by qualified medical personnel, to review care and
services received by beneficiaries with a specified condition{s) to validate that
care offered is optimal and conforms to the best practices for treatment
guidelines. This review may apply to either acute illness, e.g., pneumonia in
adults, or to chronic medical conditions such as asthma, hypertension, and
gchizophrenia.

As specified in statute, a disease management system/process must be developed in
consultation with the organizations listed, must have physician oversight, and
shall focus on beneficiary, physician, and pharmacist education. Therefore, the
contractor shall coordinate meetings with these organizaticns and MDCH staff,
especially the Office of Medical Affairs (OMA), shall facilitate literature
review of existing disease management protocols for MDCH’s benefit, shall select
a topic or topics for implementation, shall analyze the capacity of data to
support such a topic, and shall prepare strategies for translating disease
management protocols and observed findings to educational opportunities for
eligible beneficiaries of applicable pharmacy programs with the selected
condition, and the pharmacy and physician providers c¢aring for them. Of
necessity, this function will rely on identification of physician services and
other data containing diagnoses, if available, in addition tc pharmacy and other
paid claims information detailing treatments.

Following consensus with MDCH and the other organizations to be consulted, the
contractor shall identify the selected disease(s), the beneficiaries to be
reviewed, the findings of the review, the analysis of strategies to improve the
findings, and re-measurement of the findings after interventions with the
beneficiary, physician, and pharmacist communities. The statute does not specify
frequency, and due to the labor-intensive nature of such an activity, it may be
best to proceed incrementally, perhaps choosing one disease only until experience
is gained with data requirements and interventions.
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The bidder, in its response, is to provide recommendations as to what the State
of Michigan should do with regards to direction and operations of its disease
management program, including the type and frequency of activities to be
performed, including extent of education and intervention efforts. The bidder
should list the types of diseases that will be covered in its program.

The State of Michigan will provide each bidder, upon request, with a sample of
electronic FFS data of previously paid claims. For reasons of confidentiality,
there will be ne names or other identifying information associated with the data
records. The bidder, in its bid response, should use this data to make moxe
specific recommendations on how the State should plan its disease management
program, such as case management services, etc. The bidder should give examples
of existing disease management services it offers. In the price propesal of its
bid response, the bidder is to identify in quantifiable terms the amount of
savings that the State can expect given the proposed approach and costs for
disease management. The bidder should be aware that any actual cost savings
realized through implementation of this program will be used to fund Phases II
and III of this program.

Requirements

The requirements to the contractor’s disease management process include the
following:

1. The contractor shall provide disease management activities to identify and
manage troublesome therapies.

2. The bidder shall give ongoing examples of disease management activities
including any materials and documentation that are part of its program.

3. The contractor shall describe the philosophy and strategy behind its clinical
management services and initiatives, including:

- How program emphasizes beneficiary-centered care

- Summary of top five features that distinguish its clinical management
capabilities

4. The contractor shall provide clinical management activities, including but not
limited to: outreach and education, physician profiling, retrospective and
prospective drug utilization review, prior authorization, formulary
management, predictive modeling. As part of the bid response, the contractor
gshall identify how these activities fit within its recommended disease
management program.

5. The contractor shall provide new, innovative and effective programs for
clinical and diseage management activities.

6. The contractor shall introduce innovative services that improve physician
prescribing and treatment.

7. The contractor shall provide comprehensive beneficiary and provider (pharmacy
and physician) education services.

8. The contractor shall maintain an ongoing physician educaticnal program on
proper drug and dosage prescribing protocols.
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9. The contractor shall educate physicians to choose particular medications for
certain diagnoses, prescribe proper dosages, select generics when available,
and utilize preferred single source products as needed.

10.The contractor shall offer utilization and health management programs that
decrease inappropriate Rx and medical utilization while ensuring bettexr
compliance with best practices for treatment guidelines and improved health
care outcomes.

11 The contractor’s system shall have the capability te screen for drug therapy
concerns, by specific drugs relative to high risk disease to include (but not
be limited to): cardiovascular disease, cerebrovascular disease, central
nervous system disease, renal disease, endocrine disease, gagtrointestinal
disease, psychiatric disease, and respiratory disease. The contractor shall
alao be asked to provide pricing to the State by disease grouping.

12.The contractor shall provide physician profiling/other clinical effectiveness
reports.

13.The contractor shall consult not only with the State’s DUR Board on its
disease management activities, but also coordinate with other State agencies
impacting beneficiary care.

Performance Standards

1. The specific standards are to be established during contract negotiation based
on input from State and contractor representatives.

2. Refer to other tasks for anticipated standards identified with activities such
as outreach and education, physician profiling, retrospective and prospective
drug utilization review, prior authorization, formulary management, and
predictive modeling.

-93-



Appendix E
Michigan Medicaid Information System (MMIS) Edits

The following pages are the edits now being used for processing rules within the
State’s MMIS applicaticn.
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006

007

013

014, 015

019

020

021

022

023

024

025

026

The provider was not enrolled as an eligible provider on the date(s)
of service. The provider should verify the date of service and the date
the provider became an enrolled provider (using the Provider Tumn-
Around form). The claim should be rebilled if the date of provider
enroliment is prior to, or on, the date of service.

The provider has not submitted a complete cost report or has failed
to provide other documentation requested by the Medical Services
Administration.

The claim was submitted on magnetic tape and there is no
authorization for this billing agent from the provider on file with
Provider Enrollment. The provider must submit a completed MSA-
1343 to Provider Enrollment, wait for verification of receipt of the MSA-
1343 (on the Provider Turn-Around form), and then rebill the claim.

The date of service is more than 180 days from the Julian Date of
the Prior Authorization Number.

The beneficiary ID Number is missing. The claim should be corrected
and rebilled.

The beneficiary ID Number is not numeric. The provider should verify
the beneficiary ID Number. The claim should be corrected and rebilled.

The beneficiary ID Number is invalid. The provider should verify the
beneficiary |D Number. The claim should be corrected and rebilled.

The beneficiary ID Number does not match any beneficiary ID
Number on ACCESS.

The beneficiary was not eligible for Medicaid or State Medical
Program coverage on the date(s) of service.

The beneficiary was not eligible for Children's Special Health Care
Services Program coverage on the date(s) of service. The provider
should verify the beneficiary ID Number with the Eligibility Notice. [f the
date of service is within the period of beneficiary eligibility, the claim
should be rebilled.

The beneficiary is enrolled in a Qualified Health Plan/Health
Maintenance Organization/Clinic Plan. The provider should contact
the Qualified Heaith Plan/Health Maintenance Organization/Clinic Plan
for reimbursement.

The beneficiary is eligible for only Children’s Special Health Care

Services Program coverage on the date of service. The explanation
code is for informational purposes only.
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027

029

036

037

038

040

041

042

044

045

046

049

050

051

058

The beneficiary is eligible for both Children's Special Health Care
Services and Medicaid coverage on the date(s) of service. The
explanation code is for informational purposes only.

The beneficiary is eligible for State Medical Program coverage on
the date(s) of service. The explanation code is for informational
purposes only.

The beneficiary is eligible for Resident County Hospitalization
coverage on the date(s) of service. The explanation code is for
informational purposes only.

Reimbursement for a Resident County Hospitalization claim(s) must
be obtained from the beneficiary’s local Family Independence
Agency office, not Medicaid. The provider should contact the local
Family Independence Agency office.

The local Family iIndependence Agency office has not entered the
proper authorization on ACCESS.

The primary diagnosis code is missing. The claim should be
corrected and rebilled.

The primary diagnosis code does not match the diagnosis file.

The primary diagnosis code is being manually reviewed for
Program criteria.

The secondary diagnosis is being manually reviewed for Program
criteria.

The primary diagnosis code is being manually reviewed as the
beneficiary's age does not fall within the normally accepted age
range for this diagnosis.

The primary diagnosis code is being manually reviewed as the
diagnosis is not normally acceptable for the beneficiary's sex.

The primary diagnosis is being manually reviewed.

The primary diagnosis is being manually reviewed as this type of
provider does not normally render treatment for this diagnosis.

The procedure code billed does not reflect the appropriate
treatment for the primary diagnosis.

The procedure code billed does not reflect the appropriate
treatment for the secondary diagnosis.
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059

061

062

063

064

065,066,
067

068

072

073

074

075

076

078

079

080

The secondary diagnosis is being manually reviewed as this type of
provider does not normally render treatment for this diagnosis.

The secondary diagnosis code does not match the diagnosis file.

The secondary diagnosis is being manually reviewed as this type of
provider does not normally render treatment for this diagnosis.

The secondary diagnosis is being manually reviewed as the
diagnosis is not normally acceptable for the beneficiary's sex.

The secondary diagnosis is being manually reviewed as the
beneficiary's age does not fall within the normally accepted age
range for this diagnosis.

The claim has a prior authorization number which is not yet on file
with the Medical Services Administration for this beneficiary, OR
services on the prior authorization form have been deleted or
already paid.

The claim is being reviewed for a prior authorization condition.

The dental copayment has been deducted. The explanation code is
for informational purposes only.

The tooth number/letter is invalid. The claim should be corrected and
rebilled.

The tooth surface is invalid. The claim should be corrected and
rebilled.

The tooth number/letter is missing. The claim should be corrected
and rebilled.

The tooth surface is missing. The claim should be corrected and
rebilled.

The quantity on the claim exceeds the allowable quantity for this
procedure code. The explanation code is for informational purposes
only.

The injury code is missing. The claim should be corrected and
rebilled.

The injury code is invalid.
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087

088

089

090

091

092

093

095

096

097

099

This procedure is being manually reviewed to determine the
medical necessity and/or appropriateness of the service. The
provider is required to forward the medical record for this date of service
and any other documentation which supports this service to: Selective
Edit Unit, Medical Services Administration, P.O. Box 30479, Lansing, Ml
48909. If records are not received within 30 days of the payment date of
this Remittance Advice on which this explanation code first appears for
this claim, the claim will be rejected.

The copayment has been deducted for chiropractic, podiatric, or
hearing aid services. The explanation code is for informational
purposes only.

The procedure code is missing. The claim should be corrected and
rebilled.

The type of service code is missing or invalid. The claim should be
corrected and rebilled.

The procedure code is invalid. The claim should be corrected and
rebilled.

The procedure code is invalid, OR the combination of the type of
service code and procedure code is invalid, OR the procedure code
is incorrect for the provider. The provider should verify the procedure
code, type of service code, and provider type code. The claim should be
corrected and rebilled.

The procedure code or the combination of the type of service code
and procedure code is not covered on the date of service. The
provider should verify the procedure code, type of service code, and
date of service. Providers should also verify the billing procedure with
current manual material for possible changes. The claim should be
corrected and rebilled.

The place of service is not acceptable for this procedure code or
type of service.

The procedure code is being manually reviewed as the beneficiary's
age does not fall within the normally accepted age range for the
procedure,

The procedure code is being manually reviewed as the procedure is
not normally acceptable for the beneficiary's sex.

The procedure is being manually reviewed as this type of provider
does not normaily render the indicated procedure.

-98-



100

101

102

103

104

105

107

110

114

116

119

120

121

122

125

126

The amount to be paid for this procedure is being determined
manually.

Reimbursement for the procedure billed has been made based on
Medicaid’s allowable quantity. The quantity has been reduced to
Medicaid's allowable quantity. The Remittance Advice indicates the
quantity on which reimbursement is based. The explanation code is for
informational purposes only.

The amount billed is being manually reviewed.

The amount to be paid on this claim is different than the total
Medicare coinsurance and/or deductible amounts.

This procedure code or drug code is being manually reviewed for
Program criteria.

The combination of services bilied is being manually reviewed.

The sum of Medicare and other insurance payments equals or
exceeds Medicaid's rate. The service should not be rebilled.

The level of care shown on the claim does not match the level of
care on ACCESS for this beneficiary.

The necessity for the private room is being manually reviewed. The
explanation code is for informational purposes only.

Medicare coverage may be available when a diagnosis or procedure
is for chronic renal disease.

The provider does not have the appropriate specialty on file with
Provider Enroliment to be reimbursed for this service. This service
must not be rebilled

The primary surgical procedure code is invalid. The claim should be
corrected and rebilled.

The primary surgical procedure code does not match the procedure
file. The claim should be corrected and rebilled.

Operating room charges were billed without a primary surgical
procedure code. The claim should be corrected and rebilled.

The secondary surgical procedure code is invalid.
The secondary surgical procedure code does not match the
procedure file. The provider should correct the secondary surgical

procedure code and rebill the claim
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127

130

132

136

137

140

141

142

143

147

148

150

151

152

153

The surgical procedure is being reviewed because of an emergent
or urgent condition.

The individual consideration code is invalid. The explanation code is
for informational purposes only.

The provider has requested individual consideration.
The attending physician provider ID Number is missing.

The attending physician provider ID Number is invalid. The claim
should be corrected and rebilled.

The beneficiary was eligible for State Medical Program coverage on
the date of service but no authorization from the local Family
Independence Agency office is on file for the service. [f the provider
did receive authorization from the local Family Independence Agency
office, the claim may be rebilled with a copy of the authorization
attached.

This type of provider is not authorized to provide treatment under
the State Medical Program.

The place of service is not acceptable for the State Medical
Program. The service must not be rebilled.

The procedure or drug code is not covered for the State Medical
Program.

The provider type is not authorized to provide treatment under
Resident County Hospitalization. (Only types 10, 11, 13, 14, 30, and
74 are allowed provider types.)

The place of service is not acceptable by the Resident County
Hospitalization Program. (Only the inpatient place of service is
acceptable.)

The prescribing/referring physician ID Number is missing. The
claim should be corrected and rebilled.

The prescribing/referring physician ID Number is invalid. The claim
should be corrected and rebilled.

The prescribing/referring physician ID Number on the claim is being
manually reviewed.

The pharmacy copayment has been deducted. The explanation code
is for informational purposes only.
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154

155

156

157

158

161

162

163

167

168

The date of service is missing. The claim should be corrected and
rebilled.

The date of service is invalid. The claim should be corrected and
rebilled.

The date of service is after the date the claim was received by the
Medical Services Administration. The date should be verified. If
appropriate, the claim should be corrected and rebilled. If the date is
correct, the service must not be rebilled.

The claim line date of service is not included in the range of dates
indicated by the begin to end dates of service. If appropriate, the
claim should be corrected and rebilled.

The claim was received by the Medical Services Administration
more than one year after the date of service.

The provider is a hospital-based physician. The explanation code is
for informational purposes only.

The provider does not have the appropriate specialty on file with
Provider Enrollment to be reimbursed for this procedure. The
provider must submit a copy of his/her board certification or proof of
completing a residency in the specialty area, along with his/her provider
ID Number, to the Provider Enroliment Unit.

This is a Friday/Saturday elective admission. The service must not
be rebilled.

The admission date is missing. The claim should be corrected and
rebilled.

The admission date is invalid.
The admission date is after the begin date of service. The date(s)
should be verified. If appropriate, the claim should be corrected and

rebilted.

The Resident County Hospitalization Program does not cover this
dental procedure.

The provider's total charge exceeds Medicaid's rate. This resultsina

Medicaid payment, but the amount is less than requested. The
explanation code is for informational purposes only.
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169

170

171

173

174

175

176

177

178

180

181

The provider type on the prior authorization form on file with the
Medical Services Administration does not match the provider type
on the claim.

The provider ID Number on the claim does not match the provider
ID Number on the prior authorization form on file with the Medical
Services Administration. The explanation code is for informational
purposes only.

The procedure code on the claim does not match the procedure
code on the prior authorization form on file with the Medical
Services Administration. The provider should verify the code used
with the procedure codes on the approved prior authorization form. If
the procedure code is incorrect, only those services that have been prior
authorized should be rendered and billed. If the procedure code is
correct, the service should not be rebilled.

The Dental invoice tooth numberfietter does not match the tooth
number/letter on the prior authorization form on file with the Medical
Services Administration. The provider should verify the tooth
number/letter billed with the number/letter that was prior authorized. If
they match, the provider should contact the dental consultant.

The begin date of service is missing. The claim should be corrected
and rebilled.

The begin date of service is invalid.

The begin date of service is after the end date of service. The
date(s) should be verified. If appropriate, the claim should be corrected
and rebilled. If the data is correct, the service must not be rebilled.

The tooth surface on the Dental Invoice does not match the tooth
surface on the prior authorization form on file with the Medical
Services Administration. The provider should verify the tooth surface
billed with the surface that was prior authorized. If they match, the
provider should contact the dental consultant.

The quantity indicated on the claim is greater than the quantity
indicated on the prior authorization form on file with the Medical
Services Administration.

The procedure code billed has been deleted from the prior
authorization form on file with the Medical Services Administration.

The prior authorization on file with the Medical Services

Administration indicates the procedure code has previously been
paid. The service must not be rebilled.
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182

183

184

185

186

187

188

190

191

192

193

194

195

197

199

201

The service should have been included in the treatment plan on the
prior authorization form, OR the prior authorization number has not
been entered on the claim.

The date of service is prior to the date of the prior authorization.

The end date of service is missing. The claim should be corrected
and rebilled.

The end date of service is invalid.

The end date of service is after the date the claim was received by
the Medical Services Administration. The date(s) should be verified.
If appropriate, the claim should be corrected and rebilled.

The range from begin to end date of service covers more than one
month. The provider should rebill each month on a separate claim.

There is no authorization for long-term care on ACCESS for at least
one of the dates covered by this claim.

The prior authorization number is not numeric. The claim should be
corrected and rebilled.

The prior authorization number is invalid.

The provider does not have the appropriate specialty on file to be
reimbursed for this procedure. If the provider has the appropriate
specialty, then the Provider Enrollment Unit should be notified and the
claim rebilled. If the provider does not have the appropriate specialty,
then the service must not be rebilled.

The Children's Special Health Care Services Program has not
authorized this date of service.

The Children's Special Health Care Services Program has not
authorized this provider type to render treatment to this child.

The Children's Special Health Care Services Program has not
authorized this provider ID Number to render treatment to this child.

The service requires prior authorization and the prior authorization
number is not on the claim,

The procedure was reimbursed at the lesser of charge or screen.
The explanation code is for informational purposes only.

The provider ID Number on the claim does not match the provider
ID Number that was authorized to treat this beneficiary.
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202

203

209

210

21

213

214

216

217

218

219

220

222

223

224

225

Medicaid has been billed before six months had elapsed since
billing the other insurance carrier. The provider should wait until six
months after billing the other insurance carrier before rebilling the claim.
The provider must bill the other insurance carrier first for ancillary
services. (ACCESS indicates that the beneficiary has other insurance
but the claim indicates no action was taken by the other insurance
carrier’) The provider should bili the other insurance carrier, await a
response, then rebill the claim.

The vision copayment has been deducted. The explanation code is
for informational purposes only.

The original Claim Reference Number on the claim adjustment is
invalid.

The original Claim Reference Number on the claim adjustment is
missing. The claim should be corrected and rebilled.

The original claim line number on the claim adjustment is invalid
The original claim line number on the claim adjustment is missing.
The Health Maintenance Organization or Clinic Plan has billed too
far in advance. The date(s) should be verified. If incorrect, the claim
should be corrected and rebilled.

The end date of service does not equal the last day of the month.
The begin date of service does not equal the first day of the month.

The primary surgical procedure date is invalid.

The primary surgical procedure date is missing. The claim should be
corrected and rebilled

The prescription number is missing. The claim should be corrected
and rebilled.

The prescription number is invalid.

The beneficiary is restricted to primary providers as indicated on
the beneficiary's ID Card.

The beneficiary requires prior authorization as indicated on the
beneficiary's ID Card.
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228

229

230

232

233

234

235

236

238

239

240

242

243

The pharmacy's prescribing/referring physician is not the restricted
beneficiary's primary provider as indicated on the beneficiary's ID
Card.

The emergent condition code is missing. The claim should be
corrected and rebilled.

The emergent condition code is invalid.

The beneficiary is eligible for Children's Special Health Care
Services Program coverage on the date(s) of service.

The referral code is missing. The claim should be corrected and
rebilled.

The referral code is invalid.
The provider ID and the procedure code billed are not compatible.

The beneficiary was not enrolled in a Qualified Health Plan/Health
Maintenance Organization/Clinic Plan on the date(s) of service.

The locator code is invalid.

The Medicare status code is missing. The claim should be corrected
and rebilled.

The Medicare status code is invalid.

The Medicare status code and Medicare coinsurance and deductible
relationship is invalid, as:

« the status code indicates the entire charge was applied to the
deductibie and no deductible was billed, or

» the status code indicates Medicare payment was made and no
coinsurance/deductible was billed, or

s the status code indicates Medicare did not cover the service and the
coinsurance/deductible was billed.

The Medicare status code and Medicare payment relationship is
invalid, as:

« the status code indicates payment and no claim line payment(s) is
shown, or

+ the status code indicates no payment and claim line payment(s) is
shown.
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« The claim should be corrected and rebilled.

244,245 The claim is being reviewed for possible Medicare coverage.

246

247

251

252

253

254

255

259

262

264

265

The beneficiary is eligible for Medicare, however, the claim shows
the beneficiary is under age 65.

The beneficiary is age 65 or older and there is no indication that
Medicare has made payment or applied the charge to the
beneficiary's deductible.

The facility is billing for ancillary services that have not been
approved by Medicare. Only those ancillary services with a
coinsurance or deductible amount may be billed by the facility. The
service must not be rebilled.

The type of service code on the claim does not match the type of
service code on the prior authorization form on file with the Medical
Services Administration. The provider should verify the type of service
code on the claim with his/her copy of the prior authorization form. If the
claim is incorrect, the provider should correct and rebill the claim. If the
prior authorization form is incorrect, the provider should submit a copy of
the prior authorization form, indicating the correction, to the Provider
Professional Review Section. The claim should be rebilled when the
provider receives his/her corrected prior authorization from Medicaid.

The wrong procedure code system is being billed.

The other insurance code is missing. The claim should be corrected
and rebilled.

The other insurance code is invalid.

Medicaid was billed before six months had elapsed since billing the
other insurance carrier. The provider must allow six months for the
other insurance carrier to respond . If no response is received within six
months, the service should be billed.

The beneficiary data on ACCESS indicates other insurance. The
provider should investigate to determine if benefits are available. The
claim should be rebilled using the correct other insurance code and
documentation,

The discharge status code is missing. The claim should be corrected
and rebilled.

The discharge status code is invalid.
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269

271

272,273

276

277

278

279

280

282

The claim is being manually reviewed for possible change in other
insurance status.

The Qualified Heaith Plan/Health Maintenance Organization/Clinic
Plan beneficiary has other insurance. The explanation code is for
informational purposes only.

The beneficiary has another insurance coverage for pharmacy; The
pharmacy must bill the Other insurance carrier first before billing
Medicaid, Children’s Special Health Care Services, or the State Medical
Program. See your Pharmacy Manual Appendix C for requirements
regarding Other Insurance billings and Chapter IV for billing instructions
for prescriptions with Other Insurance payments.

Beneficiary 1D cards will indicate an Other Insurance Code of 87
when a beneficiary has another pharmacy insurer. Also,
pharmacies may identify this Other insurance Code and obtain
Carrier Codes from ACCESS by cailing 1-800-723-8247 {telephone
voice response) or 1-800-759-3425 (computer-modem).

The sum of the amounts paid by the other insurance carrier does
not equal the total other insurance amount paid. The provider should
recalculate the dollar amount on each claim line. The total of the other
insurance payment on each claim line must equal the total other
insurance payment item. The claim should be corrected and rebilled.
(The provider may rebill indicating a lump sum other insurance payment
in the Remarks section or Total Other Insurance Paid item. A copy of
the other insurance's payment voucher must accompany the claim.}

The sum of the amounts billed does not equal the total amount
billed. The provider should correct the dollar amounts on each claim
line and rebill the claim.

The noncovered charge is greater than the beneficiary-pay amount.
The explanation code is for informational purposes only.

The claim line date of service is not included in the range of dates
indicated by the from and thru dates on the claim. The claim should
be corrected and rebilled.

The surgeon's provider ID Number is invalid.

The beneficiary-pay amount does not agree with the data on
ACCESS for this date of service. The beneficiary-pay amount for this
beneficiary should be verified by the provider before billing another claim
for this beneficiary. The explanation code is for informational purposes
only.
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284

287

288

292

294

295

206

298

299

301

302

303

306

308

309

State-owned and operated facilities are not allowed to offset
beneficiary-pay amounts. The service must not be rebilled.

State-owned and operated facilities may not bill for services that
have been applied to the Medicare Part B deductible. The claim
should not be rebilled.

The relationship between the claim status code and discharge
status code is invalid. The claim should be corrected and rebiiled.

This beneficiary is not authorized for long-term care for these dates
of service. The claim should not be rebilled.

There is an invalid relationship between the claim line date of
service and the number of days/quantity. The claim should be
corrected and rebilled.

The claim status code is invalid or missing. The claim should be
corrected and rebilled.

The relationship between the claim status code and the admission
begin date is invalid. The claim should be corrected and rebilled.

The relationship between the Medicare indicator and the
beneficiary's age is invalid. The claim should be corrected and
rebilled.

Ancillary services may not be billed to Medicaid by State-owned
and operated facilities. The claim should not be rebilled.

The relationship between the Adjustment Code (Type of Bill
indicator) and the Original Claim Reference Number is invalid. The
claim should be corrected and rebilled.

Outpatient services for beneficiaries in a long-term care facility are
limited to ancillary services. The service must not be rebilled

The Medicare indicator is invalid. The claim should be corrected and
rebilled.

Pharmacies cannot bill over-the-counter products that are included
in the facility’s per diem rate for a beneficiary in a long-term care
facility. The service must not be rebilled

Payment was forced for this enroliee who lost Medicaid eligibility
for this month. The explanation code is for informational purposes only.

The first date of service may not be a therapeutic leave day.
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310

313

314

315

317

319

320

321

322

323, 325

324

326, 327

328

The service is included in the long-term care facility's per diem rate.
The last date of service cannot be a therapeutic leave day.

The coinsurance amount plus deductible amount is greater than the
amount billed on the Medicare lines. The provider should verify the
amount used with the Medicare voucher and correct and rebill the claim.

The date the claim was submitted to the other insurance carrier is
invalid. The explanation code is for informational purposes only.

The relationship between the beneficiary's level of care and the
provider type is invalid.

This is a continuous or final billing for outpatient services. The
claim status code should be corrected and the services rebilled.

The relationship between Medicare indicator on ciaim lines 6
through 10 and the information on the claim line may be invalid as:

» the indicator is blank, which is to be used for claims with
Medicare (T18) payment, and no claim line Medicare payment is
shown, or

» the indicator is "2", which is to be used for claims without
Medicare payment, and a claim line Medicare payment is shown.

The claim should be corrected and rebilled.
The procedure is being reviewed as a separate procedure.

The noncovered charges are not prior authorized. The service must
not be rebiiled.

Multiple procedures are being reviewed for appropriate
reimbursement.

Multiple procedures will be reimbursed based on claim line order
with the primary procedure first.

The appropriate CLIA lab specialty code is not on the Provider
Enroliment file. The provider should notify Provider Enroliment, in
writing, of its CLIA certification. The claim must not be rebilled until the
Provider Enroliment file is updated.

The beneficiary is eligible for only Children's Special Health Care

Services Program coverage and the service billed is not a benefit of
that program. The service should not be rebilled.
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329

330

331

332

333

334

335

336

337

338

339

340

341

342

343

The number of days or visits is missing. The claim should be
corrected and rebilled.

The number of days or visits is invalid

The relationship between the number of days billed, the from and
thru dates, and discharge status code is invalid. The claim should be
corrected and rebilled

The total number of days billed does not equal the sum of the days
on the claim lines.

This procedure code cannot be used by this provider. The service
should not be rebilled.

Days supply is invalid or missing. The claim should be corrected and
rebilled.

The originating county code is invalid. The explanation code is for
informational purposes only.

Days supply is greater than 100 days. The service must not be
rebilled.

The compounded indicator was changed to 1, as the value submitted
was invalid. Valid values are 4 (home infusion therapy), 3
(compound for capsules, suppositories, and tissue papers), 2
(compound for other forins) and 1 (not a compound). The
explanation code is for informational purposes only.

The procedure code billed with this diagnosis code requires prior
authorization, but there is no prior authorization number on the
claim.

The claim adjustment is for a procedure code requiring prior
authorization.

The destination county code is invalid. The explanation code is for
informational purposes only.

This laboratory service is not allowed for this provider type. The
service must not be rebilled.

A unit dose fee has been approved for this provider. The
explanation code is for informational purposes only.

This procedure is being manually reviewed for identification of the
referring/attending provider.
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344

348

349

350

355

364

367

369

370

371

372

This procedure cannot be reimbursed as the referring/attending
provider ID Number on the claim is missing or invalid. The claim
should be corrected and rebilled.

This service has been reimbursed as a bilateral procedure based on
the reporting of Modifier Code 50. This explanation code is for
informational purposes only.

Modifier Code 50 has been reported for this procedure, but no
additional reimbursement has been made. This explanation code is
for informational purposes only.

The place of service code is missing. The claim should be corrected
and rebilled.

The quantity billed is invalid or missing.

The service has been rejected as it was rendered upon an
order/prescription from a suspended provider. The claim must not
be rebilled.

The claim reflects a quantity in excess of the quantity normally accepted
for this drug. This explanation code frequently causes payment
rejections, because the proper billing unit was not used (e.g.
milliliters were used instead of vials). Pharmacies should rebill with
corrected quantity entries.

When quantity limits are exceeded, a pharmacy may receive
payment by rebilling and listing the prescriber’s daily dosage
instruction in the Remarks or Drug Description of the invoice. For
dermatologicals, also list the size of the application area. [Note:
The prescriber’s daily dosage instruction times the number of Days
Supply billed must equal the Quantity billed.]

The drug billed requires prior approval and the required prior
authorization number was invalid for the beneficiary. The claim
should be corrected and rebilled, if appropriate. (The prior authorization
number must be entered in the Authorization No. field, not the Remarks.}

The National Drug Code (NDC) is not on the Program’s drug file. Check
the NDC entry for accuracy and rebill.

The National Drug Code (NDC) billed is not normally dispensed for a
beneficiary of this age.

The National Drug Code (NDC) billed is not applicable for the
beneficiary's sex. All data should be verified. If appropriate,
carrections should be made and the claim rebilled. If the data is correct,
the service must not be rebilled.
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373

374

376

377

378

379

380

381

382

383

384

386

388

389

390

The compounded drug claim is being manually priced.
The amount billed is being manually reviewed.

Medicaid, Children’s Special Health Care Services or the State Medical
Program does not cover the drug billed. All data should be verified,
especially the Michigan Medicaid Drug List (Appendix F). If
appropriate, corrections should be made and the prescription
rebilled. If the data is correct, the prescription must not be rebilled.

The new/refill code is missing. The claim should be corrected and
rebilled.

The new/refill code is invalid. The claim should be corrected and
rebilled.

The fee for this procedure is being manually reviewed.

The acquisition charge is missing.

The facility charge is invalid.

The quantity times the rate does not equal the hospital charge.

The professional charge is missing. The claim should be corrected
and rebilled.

The professional charge is invalid. The claim should be corrected and
rebilled.

Charges billed appear inconsistent for the National Drug Code {(NDC).
Possible problems are {1) the pharmacy may have billed a generic
drug under a brand name NDC or {2) the pharmacy billed only a
beneficiary’s copayment for another insurer {e.g., $2, $5, $10)
instead of separately listing the pharmacy’s total charges for
product cost and professional fee with the Other Insurance payment
on the claim. See the Pharmacy Chapter IV for billing instructions
for prescriptions with Other Insurance payments.

The diagnosis code does not appear to support the procedure
billed.

There is an invalid relationship between the number of days billed,
the from and thru dates, and the discharge status code.

The other insurance payment on this claim line is invalid.
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391

392

394

395

396

397

400

401

402

403, 407,
409

404

408

410

411

Proposed less than effective drugs and identical, related, and
similar products are not covered. The services must not be rebilled.

The quantity entry and package size for the National Drug Code
(NDC) billed are inconsistent. The pharmacy should check the
quantity entry on the claim to make sure that decimals were billed for
fractional package sizes (e.g. 18.1 gms) or that the quantity relates to
the NDC package (e g, billing 21, not 28, for an oral contraceptive sold
in packages of 21).

Inpatient hospital services for Wayne County Resident County
Hospitalization beneficiaries require prior authorization by the
Wayne County PLUS CARE Program.

The amount billed on this claim line is missing.
The charges minus Medicare and other insurance payment(s) do
not equal the amount billed. The expianation code is for informational

purposes only.

The charges minus Medicare and other insurance payment(s) do
not equal the amount billed.

The total number of lines is invalid. The explanation code is for
informational purposes only.

The total number of lines is missing. The explanation code is for
informational purposes only.

The number of claim lines read does not equal the total number of

lines indicated. The explanation code is for informational purposes
only.

The data on ACCESS indicates other insurance. The provider should
investigate to determine if benefits are available. The claim shouid be
rebilled using the correct other insurance code and documentation.

The claim is being manually reviewed for possible change in other
insurance status.

The claim is being manually reviewed for possible change in other
insurance status.

The Medicare payment is invalid.

The claim is being manually reviewed for possible change in other
insurance status.
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412, 413,
414

415

416

417

418

420

421

422

423

427

428

Medicaid was billed before six months had elapsed since billing the
other insurance carrier. The provider must allow six months for the
other insurance carrier to respond. If no response is received within six
months, the service should be rebilled.

The Medicare coinsurance amount is invalid.

The amount billed as Medicare coinsurance is not calcuiated
correctly based on the total Medicare payment.

This elective service (Emergent Condition Code 2) was performed in
the emergency room. The service should be rebilled using the clinic
visit Procedure Code 169525.

This urgent service (Emergent Condition Code 3) was performed in
the emergency room. The service should be rebilled using the clinic
visit Procedure Code 169525.

The amount applied to the Medicare deductible exceeds the yearly
Medicare deductible.

The provider is billing a procedure code that is incompatible for the
setting and the provider specialty.

A hospital charge is not allowed for this procedure, or the
procedure performed is not indicated on the claim.

This procedure code and type must be billed on the Michigan Health
Benefits Claim form.

This procedure code supports the hospital charge codes, no charge
is allowed. The explanation code is for informational purposes only.

The total other insurance paid is invalid,

The beneficiary is enrolled in the Wayne County PLUS CARE
Program. The provider should contact the beneficiary's health care or
dental contractor.

Effective October 1, 1988, Wayne County does not have a Resident
County Hospitalization Only program. The claim should not be
rebilled.

State Medical Program coverage does not include inpatient hospital

services. The claim should not be rebilled. The provider should contact
the Wayne County Family Independence Agency office.
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429

432

433

434

435

436

437

438

439

440

441

443

444

445

4486

447

448

Services to beneficiaries eligible for the State Medical Program in
Wayne County rendered prior to enroliment with a health
care/dental contractor are not covered. The claim must not be
rebilled.

The quantity billed is missing or invalid, or the outpatient hospital
has asked for individual consideration.

The total charge is invalid or missing.
The total Medicare payment is not numeric.
The total facility charge is invalid.

The sum of the hospital charges does not equal the total hospital
charge.

The sum of the charges does not equal the total charge.
The sum of the Medicare payments does not equal the total
Medicare payment. The explanation code is for informational purposes

only.

The sum of the other insurance payments does not equal the total
other insurance payment.

The professional charges total is invalid.

The sum of the professional charges does not equal the total
professional charge.

The date of service is not within the authorized period. The service
must not be rebilled.

Services may be the responsibility of the beneficiary's health care
or dental contractor in the Wayne County PLUS CARE Program.

The total payments from other sources is invalid.

The drug requires prior approval and the prior authorization number
is missing.

The beneficiary is a Qualified Medicare Beneficiary. This code is for
informational purposes only.

Medicaid is liable only for the coinsurance and deductible portion of

a Medicare-covered service for Medicare Qua!iﬁ_ed Beneficiaries.
The claim must not be rebilled to Medicaid.
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450

452

454

456

457

458

459

462

463

464

465

467

468

469

472

The beneficiary-pay amount is invalid.

The claim is pending for manual review of the beneficiary-pay
amount.

This service is not covered by the Program. The service must not be
rebilled.

The beneficiary-pay amount less the noncovered charge is not
equal to the net beneficiary-pay amount.

The claim is being reviewed as the place of service may not be
acceptable for this surgery.

The inpatient stay has exceeded 30 days.
The inpatient stay has exceeded 60 days.

The beneficiary is only eligible for emergent/urgent services and
elective services have been bhilled. The service must not be rebilled.

The physician sponsor's ID Number and type code are not the same
as the provider ID Number and type code or referring/attending
provider ID Number and type code on the claim. The provider should
verify that the provider ID Number and type code used on the claim are
the physician sponsor ID Number and type code. (There may be
instances when the physician sponsor has more than one ID Number but
only one is the correct number for the Physician Sponsor Plan for this
beneficiary.}

The total amount billed is missing. The claim should be corrected and
rebilied.

The total amount billed is invalid.

The total net charge minus the net beneficiary-pay amount does not
equal the amount billed. The explanation code is for informational
purposes only.

The summary of the charges does not agree with the total amount
billed.

The sum of the amounts billed does not equal the total amount
billed. The explanation code is for informational purposes only.

The Physician Sponsor's/Clinic Plan's Medicaid provider ID Number
is not the same as the attending physician's provider ID Number on
the claim. The provider should verify the attending physician's provider
ID Number on the claim [If the number on the claim is incorrect, the
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473

474

480

483

486

488

489

492

494

provider should correct and rebill the claim. If the beneficiary was
referred for medical care, the attending physician's provider ID Number
must indicate the Physician Sponsor's/Clinic Plan provider ID Number on
the claim when billing. Medicaid will not cover services rendered to a
Physician Sponsor/Clinic Plan beneficiary without the physician
sponsor's/Clinic Plan authorization unless the services were in response
to an emergency situation.

The beneficiary is enrolled in the Beneficiary Monitoring Program
as requiring prior authorization for services.

The beneficiary is enrolied in the Beneficiary Monitoring Restricted
Provider Control Program and the provider ID Number is not the
same as the provider or referring/attending/prescribing provider ID
Number on the claim.

The unit dose repackaging fee was not included in reimbursement
because the prescription was not dispensed to a iong-term care
beneficiary OR the product is not an oral solid OR the product is a
manufacturer prepackaged unit dose OR the pharmacy is not
authorized for unit dose repackaging reimbursement. This code is
for informational purposes only.

The beneficiary-pay amount has been corrected to match the
amount on ACCESS. If an insufficient beneficiary-pay amount has
been collected, the balance is due from the beneficiary. If an
excessive amount has been collected, the balance is due to the
beneficiary. This code is for informationa! purposes only.

The beneficiary no longer resides in the Qualified Health
Plan/Health Maintenance Organization/Clinic Plan service area.

The Children's Special Health Care Services Program has not
authorized this provider type to render services to this child.

The beneficiary is not eligible for Health Maintenance Organization
or Clinic Plan enrollment.

The beneficiary was not eligible for Children's Special Health Care
Services, Medicaid, State Medical Program, or Resident County
Hospitalization coverage on the date(s) of service. The date(s) and
beneficiary ID Number should be verified. If appropriate, the claim
should be corrected and rebilled. !f the data is correct, the service must
not be rebilled.

The beneficiary was determined ineligible for Medical Assistance

after a Medicaid ID Card was issued. Since a card was issued, the
claim has been processed for payment. This also applies to the
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495

497

498

500

503

504

505

506

510

511

513

5156

518

519

State Medical Program in those counties where an ID Card is
issued. The explanation code is for informational purposes only.

The beneficiary is over one year of age and is not enrolled in a
health maintenance organization or clinic plan on the date of
service.

This claim line is paid at 50% of the provider's charge or at 50% of
Medicaid reimbursement, whichever is less. The explanation cocde is
for informational purposes only.

This service must be billed with a modifier. The claim should be
rebilled with the appropriate modifier.

Multiple procedures have been billed. Reimbursement on this claim
line, combined with other paid procedures, represents the total
payment for this service.

The date of service on the claim requires manual review,
Adjustments will be processed manually.

The date of service on the claim is too old for immediate computer
processing. The claim will be processed within 90 days.

The dates of service span two or more historical processing
periods. Each date of service must be rebilled on a separate claim.

The services do not reflect the provision of nursing or physical
therapy services.

The claim indicates a possible DRG overpayment.

The claim indicates a readmission to the hospital within 15 days of
discharge from a different hospital.

The claim indicates a readmission to the same hospital within 15
days of discharge. The claim should be rebilled as explained in the
Medicaid Hospital Manual.

The outpatient claim indicates emergency room services
(Procedure Code 169032) and subsequent admission to the
inpatient hospital setting.

This beneficiary was readmitted/rehospitalized within 15 days of
discharge from a different hospital.

This beneficiary was readmitted/rehospitalized to the same hospital
within 15 days of discharge.
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526

530

534

535

536, 538

548

549

532

553

555

The documentation submitted does not reflect the diagnosis and/or
procedure as indicated on the claim. The claim has been
reassigned to a new DRG.

The outpatient claim is for services provided during an inpatient
stay. These outpatient services must be included on the inpatien claim.
The outpatien hospital must contact the inpatien hospital for
reimbursement for these services.

The total of the beneficiary-pay amount on ail long-term care
invoices for this beneficiary for this month of service exceeds the
beneficiary-pay amount shown on ACCESS. The explanation code is
for informational purposes only. The provider should refund the excess
beneficiary-pay amount to the beneficiary and submit a claim
adjustment.

The total of the beneficiary-pay amount on all long-term care
invoices for this beneficiary for this month of service is less than
the beneficiary-pay amount shown on ACCESS. The Medical
Services Administration has corrected the beneficiary-pay amount on this
claim to reflect the beneficiary-pay amount shown on ACCESS for the
month.

The amount billed for this laboratory service exceeds the dollar
limitation established by the Program.

The claim is a duplicate of a previously paid claim. The Claim
Reference Number, line number, and payment date of the paid claim are
shown. (If the Claim Reference Number following Explanation Code 548
is the same as the number assigned to this claim in the left column on
the Remittance Advice, duplicate services are billed on this claim.)

The claim is a duplicate of a claim paid to another Health
Maintenance Organization.

The claim is a duplicate of a previously paid claim. The Claim
Reference Number, line number, and payment date of the paid claim are
shown. (If the Claim Reference Number following Explanation Code 552
is the same as the number assigned to this claim in the left column on
the Remittance Advice, duplicate services are billed on this claim.) If the
service was to be included with another service that has already been
paid, then the paid claim must be claim adjusted to include the first
service.

The frequency of this service is being manually reviewed.

The date(s) of service is invalid.
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560

562

563

564

565

567

571

572

573

574

575

576

A claim is on file with a different drug entity for the same
beneficiary and prescription number. The explanation code is for
informational purposes only.

Refills of Schedule Il drugs are not covered. The prescription must
not be rebilled.

A refill for a Schedule Ili, IV, or V drug was billed more than 180
days from the date of service of the original prescription. A new
prescription is required.

A new prescription with refill code "1" has already been paid for
this prescription. The service must be rebilled with refill code "2" or a
new prescription is required.

The claim is billing for the sixth refill of the prescription for a
Schedute I, IV, or V drug. Only five refills are allowed. A new
prescription must be obtained before the prescription is rebilled.

The beneficiary has received the same drug from two different
pharmacies within a short period of time. The explanation code is for
informational purposes only.

The dates of service for this inpatient claim overlap the dates of
service for another paid claim and the amounts billed are equal.

This is a duplicate claim paid to the same Qualified Health
Plan/Health Maintenance Organization/Clinic Plan for the same
beneficiary and the same date(s) of service. The Claim Referenice
Number and payment date of the paid claim are shown (if the Claim
Reference Number following Explanation Code 572 is the same number
assigned to this claim in the left column on the Remittance Advice,
duplicate services are billed on this claim.) The service must not be
rebilled.

The service was previously paid to a Health Maintenance
Organization or Clinic Plan.

The Qualified Health Plan/Health Maintenance Organization/Clinic
Plan invoice dates of service overiap the dates of the previously
paid claim to another type of provider.

The dates of services for this claim are duplicate or overlapping the
dates of service for another paid claim.

The payment of this Medicare deductible would resuit in
overpayment of the Medicare deductible for the year.
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577

579

581

582

584

585

586

589

590

592, 593

596

600

601, 603

602

More than 28 therapeutic leave days have been used in the last 365
days.

The sum of all beneficiary-pay amounts accumulated by this
payment system, for this beneficiary, for this month of service,
does not equal the beneficiary-pay amount on the system. This
explanation code applies to claim adjustments only. If the claim is
rejected, correct the beneficiary pay amount and rebill the adjustment.

The claim to be adjusted cannot be located as a paid claim for this
beneficiary.

An attempt was made to adjust a Claim Reference Number or line
number which has already been adjusted. Only the last paid Claim
Reference Numberfline number can be adjusted. The claim adjustment
should be rebilled using the last paid Claim Reference Number.

This is the Claim Reference Number of the ciaim being adjusted.
The explanation code is for informational purposes only,

Based on the last date billed, the drug was dispensed too early, or
the drug was dispensed more frequently than allowed. The service
must not be rebilled.

The drug quantity billed exceeds accepted dosing policies allowed,
and an authorization number was not documented on the claim.
The claim should be corrected and rebilled, if appropriate.

This fiscal year has been final gross adjusted.

The acute dosing coverage for ulcer drugs has been exceeded and
no Utilization Review Number has been submitted with the request
for payment. The service must not be rebilled.

Services within a group practice may have exceeded the allowable
frequency.

More than one provider type has billed for case management for the
same month. The expianation code is for informational purposes oniy.

Determination of reimbursement for the DRG is being made. The
explanation code is for informational purposes only.

The combination of services billed for the same date of service is
being manually reviewed.

This service was included in another procedure code billed on the
same date of service. The service must not be rebilled To be
considered for additional payment, the first service, which was paid, must
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604

606

607

608, 609

681

690, 691

693-699

700

701

702

OR

be claim adjusted, individual consideration requested, and
documentation of all services rendered must be attached to the claim
adjustment.

A component part of this procedure was billed for the same date of
service on a previously paid claim. To be paid for this service, it is
necessary to claim adjust the previously paid claim line.

Multiple procedures or services have been billed on separate
claims. To be paid for this service, it is necessary to claim adjust the
previously paid claim line.

The frequency of the combination of services billed exceeds
Program policy limits. The services must not be rebilled.

The frequency of the combination of services billed exceeds
Program Policy Limits. Medical necessity must be documented.

This claim adjustment has been created by the Medical Services
Administration to recover payment for a retroactive health
maintenance organization disenrollment. This explanation code is for
informational purposes only.

This claim has been re-entered/created by the Medical Services
Administration. The explanation code is for informational purposes
only.

The beneficiary's eligibility has been manually reviewed. The
explanation code is for informational purposes only.

The reimbursement amount was manually determined. The
explanation code is for informational purposes only.

A portion or all of the outlier days have been denied. The claim has
been adjusted accerdingly.

The quantity has been corrected to correspond with the procedure
code description and submitted documentation. In the future, the
quantity field must be completed with the correct quantity. The
explanation code is for informational purposes only.

The quantity of visits has been changed to reflect those on the
submitted beneficiary care plan of treatment. For payment to be
considered for additional visits, a claim adjustment is required with
documentation supporting the necessity for the additional visits.
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Medicaid is only responsible for the Medicare 20% coinsurance
amount for those beneficiaries eligible for Medicare Part B for a
total amount not to exceed Medicaid's reimbursement limitation.
The claim has been processed for this amount up to Medicaid's
maximum limitation. The explanation code is for informational purposes
only.

The maximum allowance for this service has been paid. For
inpatient hospitals, any change in the charges will be manuaily
reflected in the final settiement data. The explanation code is for
informational purposes only.

A computational error has been corrected and the total amount
billed has been processed accordingly. The explanation code is for
informational purposes only.

For Inpatient Hospital: The beneficiary’s beneficiary-pay amount
according to ACCESS is less than the amount refiected on the
claim. If you have collected an inappropriate beneficiary-pay amount,
the difference should be refunded to the beneficiary. The explanation
code is for informational purposes only.

For Long-Term Care: The total of the beneficiary-pay amount on all
iong-term care invoices for this beneficiary for this month of service
is less than the beneficiary-pay amount on ACCESS. The Medical
Services Administration has corrected the beneficiary-pay amount on this
claim to reflect the beneficiary-pay amount shown on ACCESS for the
month.

The service on this claim line has been recoded to the correct
procedureftype/drug code. The provider must use the corrected code
for future billings. The explanation code is for informational purposes
only.

The utilization review sheet, discharge summary, anesthesia report, or
admission history and physical was either not received or incomplete.
The claim should be rebilled with the appropriate documentation

A PACER number must be obtained before this claim can be paid

The documentation submitted for review of this admission does not
warrant a second DRG payment. The provider should include the
services for this admission on the claim for the first admission. If the first
admission has been paid, then these services must be included on a
claim adjustment for the first admission.

The Optical Character Reader could not read the typed print
properly. This may be corrected by cleaning the type font, changing the
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ribbon, or properly aligning the claim. The explanation code is for
informational purposes only.

A review of this readmission appears to warrant two separate
DRGs. A claim for each admission must be submitted along with the
required documentation attached to each claim.

The claim has been manually rejected. A separate cover letter has
been sent to the provider explaining the reason for this rejection.

The documentation is not adequate to warrant additional payment
for this service. If appropriate, a claim adjustment should be submitted
with complete documentation of the service provided. The explanation
code is for informational purposes only.

Claims should be rebilled with the actual product cost of the item
documented. The explanation code is for informational purposes only.

This claim was rejected in error and has been resubmitted by the
Medical Services Administration. The explanation code is for
informational purposes only.

The provider type code and/or provider ID Number were corrected.
In the future, this information must be completed properly. The
explanation code is for informational purposes only.

This claim has been corrected to correspond with information on
the prior authorization form. The explanation code is for informational
purposes only.

Reimbursement for this Medicare Part A only claim includes a full
DRG payment minus the coinsurance and/or deductible payments
previously paid on the Part B only claim. The explanation code is for
informational purposes only.

The diagnosis code has been corrected to correspond with the
diagnosis description. The explanation code is for informational
purposes only.

The Medicare status code has been corrected. The explanation code
is for informational purposes only.

Your request for individual consideration has unnecessarily
delayed the processing of your claim. Please refer to Chapter IV of
your billing manual for information on the appropriate use of individual
consideration.
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The frequency of this service exceeds Program parameters. Medical
necessity must be documented. The explanation code is for
informational purposes only.

The information on this claim does not adequately support the use
of Emergent Condition Code 1 {emergency). If appropriate, the claim
should be rebilled with complete documentation supporting the Emergent
Condition Code 1.

This procedure, reviewed under Explanation Code 087, has been
rejected. Having been previously advised of a provider's right to contest
this decision, the provider may wish to address a request for an
Administrative Hearing to the Manager, Plan Administration and
Customer Services Bureau, Appeals Review Section, PO Box 30479,
Lansing, M 483909-7979.

This claim has been manually rejected for reasons specified by the
accompanying explanation codes with "P” {pend) indicators.

This rejected claim will be paid with a gross adjustment in
accordance with the provisions of a letter forwarded under separate
cover to the address indicated on page 1 of the Remittance Advice.
The claim should not be rebilled.

This service has been billed on the wrong claim form. The provider
should refer to his/her provider manual for the correct claim form to use
and rebill the claim.

Multiple procedures have been billed on separate claim lines.
These procedures must be combined and rebilled on one claim line,
using the appropriate procedure code.

This service is included in another procedure performed on the
same date. The service must not be rebilled.

This service is included in the reimbursement for the medical visit
provided on the same date of service. The service must not be
rebilled.

There is not sufficient information to process this claim line. The
claim line should be rebilled with complete documentation to support the
service provided. If claim adjusting, a copy of the Remittance Advice
page showing the last payment must also be attached.

The quantity billed on this line is not consistent with the billing unit

specified in Appendix F. The claim should be billed with the correct
quantity as specified in Appendix F.
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736

737

738

739

740

741

742

743

744

745

746

747

Multiple services are combined on one claim line. Each service
should be rebilled on a separate claim line.

This service is included in the surgical fee/delivery fee/antepartum
fee. The service must not be rebilled.

The service rendered is not covered by the Program. The service
must not be rebilled.

This service is included as a component part of another service and
cannot be reimbursed separately. The service must not be rebilled.

The procedure code/procedure type code/drug code on this claim
line should be rebilled with the correct code. (The provider shouid
also review the combination of procedure type code and place of service
code.) The claim should be corrected and rebilled.

This service must be rebilled with a copy of the operative report,
pathology report, or office or progress notes. The claim should be
rebilled with the appropriate documentation.

This payment reflects the maximum Medicaid allowance minus the
other insurance payment indicated on the claim. The explanation
code is for informational purposes only.

The surgical procedures should be rebilled according to Program
guidelines, in the proper sequence (indicating the primary
procedure on the first claim line), with appropriate modifiers. The
claim should be corrected and rebilled.

This claim has been manually rejected due to technical reasons.
The provider should not submit a new claim. The Medical Services
Administration will re-enter the claim. It will be processed under a new
Claim Reference Number and will appear on a future Remittance Advice.

This claim has been rejected because the provider signature item
was blank. A signed claim should be rebilled.

The drug listed on the claim cannot be paid without additional
information including the manufacturer, National Drug Code, and
dose (quantity given). The invoice from the manufacturer, wholesaler,
or pharmacy must be attached to the rebilled claim.

This service cannot be series billed. Each date of service must be
rebilled on separate claim lines.

Only one comprehensive examination or initial consultation is
covered within six months. The service should not be rebilled unless
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749

750

751

752

754

755

there is appropriate documentation to support additional consultations
and/or comprehensive visits.

Services performed for the reported diagnosis code are not
reimbursable due to the age or sex of the beneficiary. The service
must not be rebilled.

The pharmacy should recheck that the correct metric-billing unit as listed
in the Michigan Medicaid Drug List (Appendix F) was used for the
Quantity entry. Drug quantity exceeding the Medical Services
Administration’s  established allowable amounts must be fully
documented by “daily dosage instructions.” The claim should be
rebilled with the appropriate documentation or corrected metric
billing units.

Reimbursement cannot be determined for this product without
additional information such as product name, manufacturer,
National Drug Code or product number, dosage, form, strength, and
quantity dispensed. The claim should be rebilled with complete
documentation.

Medicaid records do not verify that the beneficiary-pay amount has
been collected for this month of service. The service must first be
applied to the beneficiary’s beneficiary-pay amount. Any services that
are not covered by this amount may be rebilled.

Medicaid records show this beneficiary was deceased during this
period. The claim should be rebilled for services rendered prior to date
the beneficiary expired.

The only noncovered services rejected by Medicare that can be
billed to Medicaid are those specifically identified as Medicare
exclusions. The provider should contact Medicare {o determine the
reason for the Medicare rejection. If the claim was rejected by Medicare
because:

* The service was billed incorrectly to Medicare, the provider should

rebill Medicare.

s The service was not medically necessary, Medicaid will not reimburse
for the service.

e The service is not a Medicare covered service, the provider may rebill
Medicaid The service must be rebilled on a separate claim. Only
Medicare excluded services should be included on the claim.

Those services covered by Medicare cannot he combined on one
claim with services not covered by Medicare. The provider must bill
covered Medicare services on one claim and Medicare noncovered
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services on a second claim with the appropriate Medicare status code on
each claim.

The Medicare payment voucher should be reviewed for approved
amounts, payments, total coinsurance, and deductible. The claim
should be corrected and rebilled.

An invoice cannot be submitted to adjust a previous payment.
Proper claim adjustment procedures must be followed as specified in
Chapter IV of the manuat.

This claim adjustment cannot be processed. A claim adjustment
must match the last paid claim for the following items: provider ID
number, beneficiary ID number, Claim Reference Number, and claim line
number. The claim adjustment should be comrected and rebilled.

NOTE: A rejected claim cannot be claim adjusted, but requires
submission of a new claim. Also, for purposes of claim adjusting, a
claim that indicated a $0 .00 payment is considered a paid claim.

Series billing on any one claim line cannot encompass services
rendered in more than one calendar month. The last date in the
month that the service was rendered must be used. The claim should be
rebilled indicating one calendar month per claim line Note: For long-
term care-facilities: When billing for more than one month of service,
each month must be submitted on separate claims

This service requires prior authorization. Since prior authorization
was not obtained, the service is not covered by Medicaid. The
beneficiary, histher family, or representative, must not be billed for this
service,

The necessary documentation was not received. The claim should
be rebilled with appropriate, complete, legible documentation.

The submitted documentation was not adequate or not legible. The
claim should be rebilled with complete, legible documentation.

The date of service is more than 12 months old and the Medical
Services Administration is unable to verify previous activity. If the
required documentation is available, the ciaim should be rebilled
indicating the appropriate Pay Cycle numbers and Claim Reference
Numbers of previous claim submissions for this service. Chapter |
contains information on the billing limitation.

The date of service is more than 12 months old and the Medical

Services Administration is unable to verify previous activity. The
documentation of prior activity is incomplete or differs from the original
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767
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claim. If appropriate, the claim should be resubmitted with an
explanation of the difference or with additional/corrected information.

The date of service is more than 12 months old. The Medical
Services Administration is unable to verify previous activity and the
documentation of prior activity was not complete. If the required
documentation is available, the claim should be rebilled indicating the
appropriate Pay Cycle numbers and Claim Reference Numbers of
previous claim submissions for this service. Chapter | contains
information of the billing limitation.

A claim adjustment to request additional monies for a service can
be billed up to 12 months from the date of the original payment. [f
there has been no active review (as explained in Chapter I}, the claim
must not be rebilled.

If Medicare involvement prevented the claim from being billed to
Medicaid within 12 months, refer to Chapter i for special billing
instructions. The provider should refer to the MEDICARE section of
Appendix C for the details on the appropriate documentation that is
required to process the claim. The claim should be rebilled with full
documentation.

Surgical second opinion program requirements have not been met.
This service must not be rebilled.

The review of Medicaid records shows that this claim was
previously paid. The claim must not be rebilled

Program records indicate that this beneficiary has Medicare. The
provider must bill Medicare first and receive a response prior to billing
Medicaid.

¢ If the beneficiary is enrolled in Medicare, the provider must bill
Medicare, await resolution of the claim, then rebill the claim.

« If the beneficiary is eligible for, but not enrolled in Medicare, the
provider should encourage the beneficiary to contact the local Social
Security Administration office for information regarding Medicare
benefits. Once the beneficiary is receiving Medicare benefits, the
provider may bill Medicare, await a response, then rebill the claim.

For Inpatient Hospital Charges Only: The beneficiary is currently
enrolled in Part B Medicare only. The provider should refer to Chapter
[V, page 25 of the Hospital Manual for instructions to initiate Medicare
Part A coverage. The provider is reminded to keep Medicaid claims
active according to the policies in Chapter | of the provider manuals.
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Medicaid reimbursement cannot be made for this service without
further documentation from Medicare (e.g., Explanation of Benefits,
voucher, written explanation). The provider should rebill the claim and
include the appropriate documentation. LONG-TERM CARE
PROVIDERS: The Explanation of Benefits is unacceptable
documentation. HOME HEALTH AGENCIES: Medicaid reimbursement
cannot be made for this service. Medicare will cover 100% of the cost or
charge for home health services. There is no Part A or Part B deductible
or coinsurance; therefore, the agency must not bill Medicaid for these
services.

We have not received either an informed Consent to Sterilization
(MSA-1959) or Acknowledgment of Receipt of Hysterectomy
Information (MSA-2218) form. Please submit a completed form
according to the instructions published in Remittance Advice Message
24-97 dated 05/22/97, or by sending the completed form with your claim
to MSA. If the form was not completed as required, the service is not
covered by Medicaid and can not be rebilled to MSA. This service
cannot be billed to the beneficiary, his/her family or representative.

The Informed Consent to Sterilization or Acknowledgment of
Receipt of Hysterectomy Information form is invalid due to one or
more of the following:

required information is missing,

information on the form does not match the claim,

the form is not appropriate for the procedure, or

the form is not accepted by the Program as a valid form (e.g., MSA-
1959 or MSA-2218).

The diagnosis code indicated does not match the diagnosis file.
The provider should verify the diagnosis code used, correct, and rebill
the claim.

The information on the claim does not agree with or match the
information on the submitted documentation or prior authorization
form. All data should be verified, including prior authorization number,
procedure codes, names, dates, places of service, and payments. If
appropriate, corrections should be made and the claim rebilled  If the
data is correct, the service must not be rebilled.

Medical necessity for the services billed is not reflected by the
diagnosis code. All data should be verified, including the diagnosis
code subclassification digits, where indicated. If appropriate, corrections
should be made and the claim rebilled. If the data is correct, the service
must not be rebilled.
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Unnecessary hospital days, or services contrary to Program
requirements, are not reimbursable. This claim must not be rebilled
until the provider has received the rebilling instructions.

This beneficiary ID Number does not match the name and birthdate
on the claim. The provider should verify the beneficiary ID Number with
either the Medicaid ID Card/Eligibility Notice or ACCESS. The claim
should be corrected and rebilled. ’

The claim has been billed using the mother's beneficiary ID Number
and the services are for a child that is over six months old. The
provider should rebill the claim using the child's ID Number.

This beneficiary does not have Medicare Part A or Part A benefits
are exhausted. The hospital charges for laboratory and/or radiology
services must be included on a separate claim with other Part B charges.
The provider should bill one claim showing all Part A charges and a
second claim showing all Part B charges including the hospital laboratory
and/or radiology charges.

The Medical Services Administration’s records indicate that the
beneficiary's beneficiary-pay amount exceeds the total amount
billed on this claim. The service must not be rebilled.

Multiple procedures or services have been billed on separate
claims. To be paid for this procedure or service, it is necessary to claim
adjust the previously paid claim. A copy of the Remittance Advice page
showing the paid claim must be sent with the claim adjustment.

The amount to be paid for these services exceed the monetary
amount allowed for nonprior authorized dental services (under 21
program), OR, the services are for a denture-related case and
require prior authorization (expanded adult dental - age 21 and over
program). The service must not be rebilled.

The service(s) billed on this claim was not included on the prior
authorization form. The service must not be rebilled.

The beneficiary ID Number and/or name on the claim does not
match the beneficiary ID Number on the prior authorization and/or
documentation. All data should be verified. If appropriate, corrections
should be made and the claim rebilled. If the data is correct, the service
must not be rebilled.

The first paid surgical claim line is the line that MUST be used to
adjust the multiple surgery payment even if it was billed properly as
the major surgery. The first paid surgical claim line MUST be exactly
the same on the adjustment as it was on the previous billing except for
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the charge. The procedure code, type, efc., must be the same. The
charge must be the total dollar amount for the total surgery. A detailed
explanation must accompany the claim adjustment including the reason
for the adjustment and the order in which it should have been billed. A
copy of the Remittance Advice page on which the claim was previously
paid MUST be attached. Any operative notes or reports that will assist in
determining payment must be attached. individual consideration should
be requested by indicating a Modifier Code "22" in tem 43J.

The other insurance code indicates payment made, yet there is no
other insurance payment shown on the claim. The claim should be
corrected and rebilled.

The required documentation regarding other insurance action is not
complete. The provider should refer to the CLAIM COMPLETION,
Other Insurance Code section of Appendix C for the appropriate
documentation requirements. The claim should be corrected and
rebilled. '

The beneficiary is not eligible and there is no pending application
on file. The service must not be rebilled.

The other insurance policy has master medical coverage. The
service must be billed to the other insurance carrier.

A manual review indicates these services are covered and benefits
are currently available from another insurance carrier. The provider
should rebill the other insurance carrier for reimbursement. After the
provider receives a response from the other insurance carrier, the claim
should be rebilled. '

This compounded prescription cannot be processed as the
ingredients are not sufficiently identified by name, manufacturer,
National Drug Code, strength, form, and quantity. The claim shouid
be rebilled indicating complete documentation of the ingredients of the
compound.

There is an invalid relationship between the procedure code,
diagnosis code, or drug code and the description of the services
rendered. All data should be verified. If appropriate, corrections should
be made and the claim rebilled. If the data is correct, the service must
not be rebilled.

These services have been billed incorrectly under the mother's ID
Number. These services must be rebilled using the newborn's name,
birth date, and ID Number.

The payment is for the quantity shown. The expianation code is for
informational purposes only.
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807

809

810

811

812
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Other insurance or Medicare money manually distributed.

This provider type is not allowed for the beneficiary's age. The
claim must not be rebilled.

Effective for dates of service 10-01-98 and after, services rendered
to Ingham County State Medical Plan beneficiaries are the
responsibility of the Ingham Health Plan (Phone # 517-887-4301).
Claims should be mailed to the:

Ingham County Health Department
Billing and Reporting Unit

5303 S. Cedar

Lansing, Ml 48911

State Medical Program (SMP). Effective 10-01-98 and after,
payments for State Medical Pian {formerly General Assistance)
services will be marked as “Indigent Medical Care Program™ for the
State of Michigan. Continue to submit claims for services to State
Medical Program beneficiaries to the Medical Services Administration
(MSA).

This claim adjustment has been created by the Medicai Services
Administration because the beneficiary's HMO enroliment status is
under review. If the edit has been forced (appears with an asterisk},
the Medical Services Administration has recovered payment for a
retroactive HMO disenroliment. This explanation code is for
informational purposes only.

The service billed is part of the Mental Health or Substance Abuse
Capitation and cannot be billed directly to the MSA., These services
should be billed to the Mental Health or Substance Abuse contractor in
the beneficiary's catchment area.

The National Drug Code (NDC) billed has been terminated by the
manufacturer. If the wrong NDC has been billed, you should rebill
using the correct NDC.

The beneficiary is not in a long-term care setting and the unit dose
system billed is not reimbursable.

Unit dose systems for liquids are not reimbursable.

The quantity entry and package size for the Nationai Drug Code
(NDC) billed are inconsistent. The pharmacy should check the
quantity entry on the claim to make sure that decimals were billed for
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814

821

822

823

824

825

834

840

842

843

844

fractional package sizes (e.g., 18.1 gms) or that the quantity relates to
the NDC package (e.g., billing 21, not 28, for an oral contraceptive sold
in packages of 21).

This National Drug Code (NDC) is being manually priced.

The product cost is paid based on the lower of charge or the AWP
minus 15.1% for pharmacies owning five or more stores or for
pharmacies with no retail customers serving long-term care
beneficiaries. The explanation code is for informational purposes only.

The product cost is paid based on the lower of charge or the AWP
minus 13.5% for pharmacies owning one to four stores. The
explanation code is for informational purposes only.

The product cost is paid based on the lower of charge or
manufacturer direct price. The explanation code is for informational
purposes only.

The product cost is paid based on the lower of charge or a
Maximum Allowable Cost (MAC) price. The Michigan Medicaid Drug
List contains the MAC prices. Payment for a drug entity wilt not
exceed the MAC price unless prior authorization is approved. The
explanation code is for informational purposes only.

The claim was paid based on the lower of charge or estimated retaii
price or retail Maximum Allowable Cost (MAC) price. The
explanation code is for informational purposes only.

The provider has not supplied MSA with a copy of the bond
required by the Health Care Finance Administraion (HCFA).

The claim indicates a date of service of February 1, 1985, or after.
The claim is reimbursed using the DRG policies. The explanation
code is for informational purposes only.

The services on this claim are reimbursed on a percent-of-charge
basis.

The services on this claim, for this DRG, are reimbursed on a
percent-of-charge basis. The explanation code is for informational
purposes only.

The claim indicates a low-cost outlier.
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848

849

850

854

855

856

857

838

859

860

861

862

863

The alternative weight for the DRG reimbursement for this hospital
was used in determining the reimbursement amount. The
explanation code is for informational purposes only.

The inpatient hospital claim is for a transfer beneficiary and is paid
the daily DRG rate. The explanation code is for informational purposes
only.

The claim indicates a low-day outlier The claim is reimbursed at a
percent-of-charge basis not to exceed the full DRG payment. The
explanation code is for informational purposes only.

The claim indicates a high-day outlier. The explanation code is for
informational purposes only.

The claim indicates a high-cost outlier. The explanation code is for
informational purposes only

The beneficiary was readmitted within 15 days of a previous
discharge. Only the outlier payment is approved. The explanation code
is for informational purposes only.

The Medicare coinsurance and deductible amounts for this DRG are
being reviewed.

The DRG assignment is being manually reviewed.
This DRG requires prior authorization.

This DRG is being manually reviewed to determine the medical
necessity and/or appropriateness of the admission.

individual consideration has been requested for reasons other than
transfer or readmission.

The wrong provider ID was used.

The claim does not contain sufficient information for a
reimbursement determination.

The claim is reimbursed on a per diem basis. This explanation code
is for informational purposes only.

Medicaid's internal group number for the hospital has caused the
claim to pend.

The beneficiary was transferred to another facility/unit and the
hospital has requested individual consideration for the full DRG
payment.
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881, 882

883

891

885

896

This claim was rejected because the beneficiary was admitted and
discharged on the same day and no accommodation day was billed.
The claim should not be rebilled unless there are both ancillary charges
and accommodation day charges incurred.

The beneficiary was admitted and discharged on the same day and
an accommodation day was billed.

The Qualified Health Plan’s (QHP) rate cell could not be determined.

Medicaid Qualified Health Plan (QHP) coverage has been purchased
by Childrens Special Health Care Services.

The wrong Qualified Health Plan (QHP) ID number was used for the
beneficiary's eligiblity.

The combination of tooth number/letter is invalid for the procedure
code billed. If appropriate, the claim should be corrected and rebilled.

A Medicare rate cell was used to pay the Qualified Health Plan
(QHP) capitation rate for the beneficiary. The explanation code is for
informational purposes only.

The total amount billed on this claim is $0.00. The explanation code
is for informational purposes only.

This beneficiary has possible Medicare coverage and the claim was
billed with a Medicare status code that indicates the beneficiary is
not eligible for Medicare. The provider should verify that the correct
status code was used, make any necessary corrections and rebill the
claim. If the claim indicates the correct code and was rejected, the
provider should refer to Appendix C for additional information regarding
Medicare resources.

The beneficiary is enrolled in a Qualified Health Plan/Health
Maintenance Organization/Clinic Plan on the date of service but the
hospital admission might be before the enroliment date.

This claim is reimbursed at the operating per diem plus capital
costs per case. The explanation code is for informational purposes
only.

This claim is reimbursed under the standard rate DRG
methodology. The explanation code is for informational purposes only.

This claim is an additional page of a multipage claim. No
reimbursement is to be made. This explanation code is for
informational purposes only.
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898

899

915

930

931

932

933

934

935

936

937

938

The claim is for Resident County Hospitalization services for a
beneficiary not in Wayne County.

The claim is pending for determination of Medicaid reimbursement
after Medicare's payment.

The claim is pending for determination of Medicaid reimbursement,

Services in the inpatient hospital setting are not benefits of the
State Medical Program. The claim must not be rebilled

This beneficiary is eligible for the Resident County Hospitalization
Program as authorized by a county other than Wayne County. The
hospital used the provider ID Number for the Wayne County PLUS
CARE Program. The hospital must rebill using the correct provider ID
Number,

This beneficiary is eligible for the Resident County Hospitalization
program as authorized by Wayne County. The hospital did not use
the provider |D Number for the Wayne County PLUS CARE Program.
The hospital must rebill using the correct provider |D Number.

The inpatient hospital claim indicates Source of Admission Form
Locator 4 (Transfer from another hospital), or 6 {Transfer from
Another Health Care Facility), and no admission authorization
number is indicated on the claim. The explanation code is for
informational purposes only.

The physician's claim requires an authorization number for the
admission. This explanation code is for informational purposes only.

The date of admission is prior to the date of the admission
authorization number.

The admission date is more than 30 days after the date of the
admission authorization number.

The admission/readmission/transfer authorization number is
missing.

The admission/readmission/transfer authorization number is
invalid.

The admission/readmission/transfer authorization number on the
claim was not assigned to this beneficiary.
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940

942

943

944

845

946

947

948

949

950

953

955

956

959

These inpatient hospital claims are temporarily being held for
processing in a future payroll. The explanation code is for
informationat purposes only.

The admission date on the claim does not match the from date.

The secondary surgical procedure requires an admission
authorization number, The explanation code is for informational
purposes only.

The secondary diagnosis requires an admission authorization
number. The explanation code is for informational purposes only.

The primary surgical procedure requires an admission
authorization number. The explanation code is for informational
purposes only.

The primary diagnosis requires an admission authorization number.
The explanation code is for informational purposes only.

The elective admission requires an admission authorization
number. The explanation code is for informational purposes only.

A Beneficiary Status Code of 30 (Still a Beneficiary) was used on
the inbeneficiary hospital claim.

The outpatient claim indicates emergency room services,
Procedure Code 169032, and subsequent admission to the
inbeneficiary hospital setting.

Professional charges are not allowed on an inpatient claim. The
professional charges must be billed on the Michigan Heaith Benefits
Claim (or Dental Invoice, as appropriate). The inpatient charges should
be rebilled on the inpatient hospital invoice.

This claim is being manually reviewed.

The office copayment has been deducted for the State Medical
Program beneficiarys. The explanation code is for informational
purposes only.

The National Drug Code is missing or invalid.

The product billed is not made by an allowable manufacturer. The
product must not be rebilled.

The extended stay authorization number for a psychiatric or
rehabilitation admission does not match the period being billed.
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961

973

975

979

980

981

983

984

990

993

The authorization number does not match this psychiatric stay.

The number of days authorized does not match the number of days
billed for this psychiatric stay.

The provider has billed amounts (e.g., professional charges,
Medicare charges, coinsurance/deductible) that are inconsistent for
a Medicare coinsurance claim. The claim should be corrected and
rebilled. '

The provider has billed amounts (e.g., professional charges,
Medicare charges, coinsurance/deductible) that are inconsistent for
a Medicare coinsurance and deductible claim. The claim should be
corrected and rebilled.

Home health services were billed for a beneficiary who is in the
nursing home, or enrolled in a hospice program {Level of Care Code
16), or enrolled in Medicaid’s Home & Community-Based Services
Waiver for the Elderly & Disabled (Level of Care Code 22). The claim
must not be rebilled.

Medicaid reimbursement cannot be made for services rendered by
this provider type. The service must not be rebilled to Medicaid.

Medicaid reimbursement cannot be made to this provider type for
this service. The claim must not be rebilled to Medicaid.

This procedure/service cannot be billed in combination with any
other procedure/service billed on this date of service. The
procedure/service must not be rebilled.

The procedure code requires documentation and documentation
was not received with the claim. The claim should be rebilled with
appropriate documentation attached.

This claim requires documentation and documentation was not in
the Remarks section of the claim or attached to the claim. The claim
should be rebilled with appropriate documentation.

This claim is being held for future processing.
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L .WMI.VoLmNO-nzImday.!iombu_z.mw

m:lt:h(go:obcl.mmnuml
&.lmr:-dn;uhumumhnwmm
dplﬁun .euonmlchpnct small
nﬁﬂu.!.c..mllbuhuu:.nmll
privata and noaprofit srganizations and
sausl] governmental ons.

Tha Catalog of FPederal Domastic
Assistanos number for the program
affected by this regulation is 84131

List of Subjects Jo 3 CFR Part 21

Civl righta, Claims, Edcation Grant
mﬁgﬁhmﬁ terens,
Vocational education, Vo.eluoml
rebabilitation.

Approved: Sepiember 1%, 1002
Edward | Derwineki,
Eexrotary of Veterans Affairs,

PART 21—VOCATIONAL
REMABILITATION AND EDUCATION

Bubpart F-1=~Yeterune’ Job Training

For the reasons set out in the

preamble, 38 CFR part 21, subpart P-1 Is
amended as set forth below.

1. Tha authority citation for part 21,

subpart F~1 continues to read as

follows:
Autherity: Pub. L. 88-277, 87 Miai. 443,

la%-’.!—%%:‘.—ﬁ?a‘ h{eKdyand s
authority duuonmfd:}ljl{ h?.u read &g

§ 114832 Payment resiriodions.
- . - L »

(c) Relwose of payments. * * *

(4) VA will niot release any payments

for tra an smpl if
VA receives the cmplbycyu'l ecrtiﬂcnmp wﬁon
gt;am training after Beptembar 30,

(Authority: Bec. 8, Pub. L. 88-77, 97 Stat. 443)
L] - - - - .

{FR Doc. 02-38453 Mlad 10-30-83; 8:4% am)
BELLING OODE S0E0-01-01

M09 OMNTINIO-OCT-$2-12:23:13)

Maciceald Program; Drug Use Review
Drug Ciakng
mmc.:'ﬂmnd:‘
Administration (HCFA), HHB.
ACTION: Interim final ruls with comment
purlod

ts address, as provided below,
no later than § p.m. on January 4, 1993,
ADDASSSES: Mall written comments to

H you prefer, you may deltver your
writian commants to one of the
following addrasses:

Room 300-G, Hubert H. Humphrey
Building, 200 Independence Avenve
AW.. Washingtcn, DC 230201, or

Room 132, East High Rise Building, 8328
Becurity Boulsvard, Baltimere,
Maryland 21200

Dubmc.ndm
Ymitations, we capnol annend commenta
byflulmﬂu(?mmm&
mﬁ phucrnf: el
will be availabls for public
they are recaived.

a
De

r.m‘" e e pabiicaton
3 weeks aller
ldoﬁnﬁ{lnmﬂ-cl’:!&c
t's offices at 300
(] on, on
Priday o u:lhs‘;;&hal:aomhl
p‘?t.mwﬂ i 19 submit comments on
ihe information collection requirements
oontsined In this rule, you may submit
commstits to: Laure Oliven, HCFA Desk

4700.FMT...[18,30}...4-30-02
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m

fraud, abusa, gross overuse,
inappropriate or madi u:umury

care, among

and patisnts or associated with specific

&mwﬁn‘dmm

1627(gX1)(H) of the Act requires that the
sGatetmined stundards consistent.

with péai-i id Htaretuio and threo

Section 1927(gNINA) of the Act
omhhlhcmuhuh

of Medicald ts bg pharmacists,
nqui.:: mmmbﬁl:!oﬂl:rubhgom
with each recipient or caregiver who
presents & mattars that the
pharmacist, his o¢ her

E:hh t'h(- mﬂ::;:}m
\ad
u&hhmm.n?mum.
including specified information. The
statute requires that the discussion be In

$-3407%% OO N-OCT-92-12:35:19)

and automatic daia processing setvicss

4700.FMT...[18,30]...4-30-52

and equipment, ¥¥P ot & metching ruts
dnw-ﬂb-:dnh
expenditorss made in calendar

T
BT el T L A S,

© A A e b ta




FMMIVan.‘No.mIMm&y.Nwmbnz.mlmnmdw 40908

Woe siate that ihis
(] al subpart prescribes

* An outpatient DUR progrum that
includes prospective drug reviaw,
ve drug use review, and an

retrospect
sducational mﬁm

* The et mrtt, oomposdtion,
awd funcHons of & Stete DUR Board; aod

@ An optionsl point-of-sales BCM
systsm for ing clalmsg for covered
outpatisat
B. Definitions

In § 438702, we dafing the

* Criteris—as currently definsd in
400.1.
* Fraud-—as currently defined in

di;l;lny t"bhdfl:l.
by a patient, dus to &
of drug A
s “Appropriate medically

necessary” means drug prescribing and
that is in conformi th
dispensing pr , “"WM n

L overuss” means repetitive
zation without thetapeutis
benefit

* “Ing ts and medically
and dispensing not {n conformity wi
ths dafinition of “appropeiate and-
medicslly necessary.” )
¢ *Overutilization™ means use of 2
drug in quantittes or for durations that
pot tha reciplent at risk of an adverss

result.

* “Pradatisrmined standards” means
criteria and in this
section [§ 456.702], that have bean
ostn ina with the
ftequiremaents of §

* "Underutilization™ msans that a
diug is used by a recipient in insufficient
mﬂubi & desired

peu

“overutilixation,” “underutilization.”
and “gross ovaruss”™ reflect the meaning

:nnllq given these tarms Zlhc

alth care community. The definitions
of "appropriate and medically.
necessary,” and “inm rlate and
madically unnecessary” define these
terms in relation to predetermined
standards established in acoordance
with this ruls. We belleve that. by

-34099 O NOINI-OCT-92-12:2%11

to the drugs, not to the
pharmacies 4 theen. This
. on for the i based on section

sxcludes from the definition those drugs
inclhuded in the per diem rate of nursing

4700.FMT....[16,30}...4-30-02

3. Thay arw non-propristary and
svailable to providers of servics.




standards
mnd .pplgi? standards, approprists
iot, eeross providers to
datarmﬁp?hn provider outliara whoae
practices not conform

stutistical msasures {Including mean,
e e ety b apiid
to these outliers,

result of actions
a9 a revult of recommendations

The firet requiremant reflacts the
language of section 1927{gX1

Act, with the addition of a thon of

litetature.” We believe

; vndarsinod. The second

fequirement {akes Into consideration the

w&ntﬁu‘ﬂth
the and -

are
being judged against; therefore, we have
inchided tha third requirement. The
fourth the fact

u-lw tablished requirement ber 8
'» establis ent num
E:n mhllcn " !lanudodw
termine likely rate of problems lo
be ur by the use of a standard.
standard results in
large number of cases

Huseofn
an gnusua

2340999  ONIOIXI0-OCT-92-12:23:21)

sducational procass,

-hndardubq'h“ jodged. W
.

bd.lmﬂu.-nu":lpubncnhahun

educa intsrventions, written, oml,
v ersborr B
mwnsﬂmnhml_db- Rako
specifiss that these must be

poll conoerning confidentiality of
patient-related data that are cungm
with the & ble Fadaral

sonfiden :egimm!a#ssbpaﬂ
!'dputla‘l.?hl ts Pharmaay
m-m.ﬁ?.f Phulunv.

relevant licansing bodies. It should be
Mht?ﬁaﬂmﬂtw
requirements would not a tHent
mﬂrﬁ:qmuntlmsd

. Prospeciive Dnu- M'ic
‘sale anhof-.Dhu!buﬂo: g:{:m
Review and Counseling Requiremenis}

s for peampeciive drug

e

:‘\}iw. b‘lnud on the prospective drug
reviaw requirements of section
1027{gM2)}{A} of the Act. In paregraph
{a}. we specily that the State plan must

4700.FMT..{16.30}..4-30-62

i pharmactst

. information
details about disease conditions

contained in medical records available
in an inpatient snvirooment. A

mm&.r‘:ﬂ



L .,m&a_:lw&w.uo,m[_mnnmxmlmum S0as

. relevant information, In addition, based
rhﬁqhm
pharmacist may coasult &

Md:ﬂ).wbuwu.h'
obtain additicnal information. We do
‘niot belleve the will incar
sdditiona] Uability as s result of

- While the statute doss not defing

dosage

rnmpt- (b}4) and (b)(H) ol

nq-mh i un:{'-:?l' u;:m.}{zlﬂnm
ot

of the Act, we requirs, in § 458.705(c).

$-JM0999  QOINOLN-OCT-92-13:23:26)

that standards for counseling by
phma?'.mdndpu:.hcm by
State luw or other method that is
satisfaciory to the State. Wa bellave
that the standards should address
questions such as whethar an offer to
R S
Hgns may torli an
woﬂummhw thegﬂub&htydw
i and tha-axtemt to which
material may

in the sxwrcise of his or her professicnal
judgment {consistent with State law

Tt oy B pharmacist considers
significant, as as othat matisrs the

Proper storege.
. tion refill informatiorn.

¢ Action to be taken In the event of a
missed doss.

4700.FMT..{18.30)..4-30-52
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Integrated with MMIS. Accordingly
retros; ui:izwhm:lﬁ
&mnggj:;tlh'nm&u
claims prooessing and information
retrisval system (that is, MMIS} or an

elsctronic

. Bducational Program

In § 455.711, we require (hat the Btata
plan provide for ongoing educational
outreach programs

pharmacists’ associations/societiss, or
other organizations. We lurther specily
that the program muat include, in

$.3409  OOOMDIXI0-OCT-2-12:23:39)

In | , In
e ians Tt eactiia J0L7EXOND) of
the Act, that the Btate must require the

A
sogpe of the prospective drug review

{2) A dascription of how
wve DUR without

4700.FMT..[16.30}...4-90-32

{10} An estiaate of the cost sevings
geoareiad a8 a result of the DUR

%mw—dﬁnﬁm
e prosrem ot uable to prompectivs
a DR te v

‘We have cluded soma
the comtent of the anzmal

SR TR Y YO S R L




AD404. WMIV&&._NGMSIMZ.WQ.MIMMW

standards data in order to

to
te reports that identify pattarns of
gud.nbmummw
te o UANSORLLRTY

LRI

With regard to the aducetion prognam
{inclu lnhrvtnﬁonu&.m-w
that the perform tha following
activities:
. tify and davalop educationsl
topics if sducation of pructitionars on
commaon drug therapy problems is
needed to improve prescribing or

o Make recommendations as to which
mix of the interventions set forth in
ll“&’ﬂmw_(&l-wldm

d to Improvemaent in the

quality therapy.

Board.

In § 450.716{e}. we spacily that FFP Is
avatlable for sxpanies associated with
the operation of the DUR Board at the
rate of 73 pe t for funds
the Stats dm years 1981
through 1693, is in accordance with
the provision of section
1927(gN1)(C) of the Act. We also specify
. that, after December 31, 1063, if the
requirsmants for skilled
madical 1ol cat forth in § £32.80
are met, is availabls at the rate
ot 7e pertent f e coquirement
rats percent. if mants

se] are not met, we specify, in
accordance with the rute astsbiished at
§ 433.32(b)X(71. that the rets foe funds
sxpended after Decmaber 31, 1003 s 50
patosnt.

L Munding of DUR Program

iy e

specily, in § 456.710, that FFP is
available nt the raie of 75 percent foe
sums that the Secretary determines are

=340 00IK02INI0-OCT-92-11:24:52)

attributable to the Statewide adoption of

a DUR as in ssbpart
Kand Vtmn:pud-dlzihﬂnh
‘We further , in socordance with
the rute sstal -tlmg).
that the rate for funds expended by the
mu.uﬁmﬁmumh
perosnt. Wae yment
made ender np.tlbunhodh
part 433.

tem is to be the “principal” (not

z.nlndw]ma!pmag:ilngdnhm.
nnhu;dpnrﬂdplﬂm:nhm:mhh
Mmﬂﬂi“hﬂmmm am
EM system Is to be determined by the
pmmsh"' m‘:'m. e caLes this
doh:mhuﬂ;n.w.!ur&uupod!’thlt.
i tha Stats axsrcises tha option to .
establish an ECM systern and wishes to
fece]ve FFP for its systam, the
===!=esu.‘.-.e“h§;e!!eg;!;nd

progam. .
In paregraph (b). we require that the
aystem de bLﬁn State
must include at lsast the following on-
line. real-time capabilities:

4700.FMT...[16,50)...4-30-82
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review where protpective screening
dcultth&lhbul.wndi;u
reviaw screening will be done by
individual pharmacies. Pharmacists will
sither have to rely on approved
mw&n‘gmmm
approved by the Stats, to
"..:'.;?“""‘""""‘““ﬁ
Though an estimated 85 peroent of

pharmscles uee computers, results of o
suryey of 18456 pharmacists conducied

v 1993 by the Natonal Phermaay Forum !

on Medicald Drug Amendments showed
significant differences in thelir ability to
use for DUR

screening. The majority of pharmacists,
for example, repcrted in that scrvey that
e s Sy
allergy intsractions (2.2 percent) bat
vary few pharmacists reparted that they
wers sbie to screen for Incorrect drug
dosags (18.0 percent) and drug-diseass
:ﬂ ﬁugmw
ted that they conld not use their
computers to screen for six of the nins

types of DUR screering
mﬂ:ﬁdgommmpu'.
majority of pharmacists will, as ¢ result,

have to update tieir prospective DUR
software to meet the statutory
is. We estima s the one thne

» computer ig not
adequate to handle the demands of
prospective DUR software, the
Mg.mv-hphnbwd-m
replace thalr computer hardware. The
$1000 to $2000 criginel estimate does not
include any costs associated with

ding the hardwuars. The

fventory control, prescription pricing,

printing of the prescription labsls, and

ganerating handout information
concsrning interactions. The

. estimatad initial cost for these computsr

" systems |s $12.000 to $18,000.

linking multiple

computsr programs,
. stores, could increase the initial costs. In

general, we belleve it Is unlikely that
many pharmacies will have to
significantly changs their entire
comptiter system to meet these DUR
fequiremnents. Wa would like to receive
cotamants or additional Information on
this issue. It should be noted that
pharmacisis not wishing 1o upgrade
their computer software may conduct

proapective DUR sereening manually,
which must be based on spproved

$-340999  COMRNIO-OCT-91-11:24:39)

muﬁw that sstisfactorily

mmxzxﬂmdmm
requires that » State law
establish for

in oz recaived by the
ey

t. we
h&n&ntwmll:fhmidodfw
less than 50 percent of the total

dispensed and that the
percantags of Madicaid reciplents
recsiving lower than the
ganaral thon.
The must also make a

Assuming that counseling
“t.o.fn B.Mtd!clld puu'lﬁ:!' -
rcant ol a ptions,
la”nd are ately 280 million
Medicaid tons Alled each year,
the anrival cost for 1 » pharmacists to
this servios is $70 million to

40 million. Wa would welcome
comments with regard to the accurscy of
this cost sstimets.

4700 PMT..{16,30)..4-30-82

Btxin’s

of how war.y precttoners will
be for intervention or of
what of ioterveation will

be used. The and type of
intervention will determing the cost of
the education/intarvention

DUR. We sstimate thet

could cost frem 95 0 90

such as lace-to-face interventions could
cost as riuch as $300 per sncounter. The
coats 1o States will very with the
number of interventions and the type
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necassary to perform effective
retroactive We walcoma
commants on tha accuracy of these
esstimates.

;.“hmm&omw

The requirements for DUR and
counseling that Public Law 101-508
imposes on pharmacists will increase
the costs of operating a pharmnacy and
hnﬂmdhrmmmduﬂbdbr
States to determine tha cost of filling a
preacription. This Incransed cost of
opersting & pharmacy may result ix
prossurs to raise fesse. Bince
thess feas are st by the States, the
additional costs incurred by pharmaciss
will not necessarily translate directly or
immedintely into increased Federal
Madizcaid costs. Historically,
dhpond#ftﬂh;nmdowly.m
average of under 3 percent pet ysar
between 1563 and 1991, The rute of
mhlhcnh&hc(lg:mpmt]

increased fees that had been level for a
number of ysars. Gliven ths current
budgst climats and the States'
resistance to granting increases, the net
wﬂf""w jarge.
not to

At current Madicaid

levels, svery 1 t
{ncrease In the average fas
transiates into an estimated $3 on to
$10 millinn In sdditional Federal
hndhg.ﬁuﬂhdzvﬂdmd!’ubllu
Law 101-308 cause dispensing fees to

e eitbed
majority of these ina 1]
mpﬂm do not entail a significant

tisk to the patient but some

S-MO®  O0ISOINI-OCT-92-11:2502)

prograre, rreuking jo sonoe herdahip on
those beneficiarive who nost trevel

longer distances to obtain pharmacy
services.

D. Impact on States

nh;lm—mﬂulunﬁ%
chooses to conduct prospective as
part of an optional ECM system, a

could cost approximately $50,000 per
State sxcept in the States such as
Catifermia end New Yoek that have large
drug programs. State costs, in thoss
Statss that do not have retrospective

DUR in place already, should not exceed  would
to

$280,000 to $300,000 per Btats, exocept in
the States with largs drug
Indicated,

that include DUR

Statss that have recaived cost estimates
for implementing similar systsms.

B Concluzion

The provisions of this interim final
rule with comment are required
section 4401 of OBRA 1090. We believe

 discretion we have axsrcised In
g;nl aﬂninhrmiﬁﬂaﬁﬂg?ﬁa

ficant burden on participa
pharmacies and prescribing physicians,
pnrﬂou]uliln fo the costs
mandated by the statute or costs which
States mvolnnhrg: -thh:t to incur.
* Wado t to
e e i g

some additional on
ﬁm« I.hnt are nol already
performing similar tasks. In addition,

responding to educational outreach may

ulre some response time oa the part

of both physicians and clsts, buat
wa believe all parties benefit.

4700.FMT..{18,90}...4-50-82

Ragulations at §§ 430.705(d} and
ot
mubhdh:;hwhy&-w:.d
Paparwork Reduction Act of 1900 {44
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U.S.C. 3501 ot s0q.). The information between these sections of the Actand  for processing claime for coversd
collection drugs.

ts concern the the requiremaents in this part. outpatient
collaction of information for patient v s e e @ § 400708 Dot
peofiles {8) use review Bectica
preparation by Btate DUR Boards of 10271g) of th that, for For perposes of this sebpart—
lanudupn:!blhnﬂuhw.md P‘M:;'M mdumttianm Abuse is defined as in § 4553 of this

Public reporting burden for the " [This table relates tha requlations in _ Créteria is defined as in § 4641 of this

- of the profile information is sections of the Act chapter.
Setimated o be 8 minutes for each Inftial b ey wre besed. O roudis defined as in § 4552 of this
they ]
sncountsr and 2 minutes for each - - . . . chapter.
Mﬂmfwhm&cﬂ'cnalth:m Subpart J—Penaity for Fallure To withowt
activities by the DUR Board and by the - . g0t An Iooppropriate medically
State agenay, is estimated to be up 10 80 Control Program (1963(g)) unnecessary drug prescribing
hmmml P"B“"-’ Almll will and dispensing not in cosfornity with
bl;l::lp‘ptun]hllﬂ:!.b:h.d. m‘ “wmm the ol o and
tions and individuala Systom for means uee of & dreg In
%o submit comments on the information pryg Clelms (1927(g) and (W) u:::f!-'h put the
requirements should direct to the 3. A new subpart K is added to part t an advarse
gmmm%-mmlnm 458 1o read as follows: moans
Subjects i 42 CFR B TS rorue s e e with the
List of n4a Purt 438 and hollm
m.m“"”"‘""&:;?’“‘“““‘ th, Drug Gisime. for Ok Standarde is defined e ta § 4081 of
this chapler,
th facilities, caid, Reparting be. that = dreg i
42 CFR part 456 is amended as sat m"'““ w"’"‘m a& ?w
1. The authority cltation contimues to  Saares Joocudanel progrem. (1) General Except as provided in
read as follows: 458.714 surveillance and utilisation paregraphs (b) and (¢} of this section, in
e tecnisocmty o T e
A D e 1501y wntose otharwiss poted, 428718 DUR Board. - available uder section 1903 of the Act
of 430718 Funding of DUR program. for coversd outpatient dewga, the State
% In § 450, the introductory text 458712 Elactronic claime manegement must have in operation. by ot jter than
mg:[l]hﬂpﬂb“lb.d.lm Systam. . Janmary 1, 1983, a DUR program
(l]&l:‘lddcd.ﬂ:h 1o 458718 Punding of BCM system. Consisting of prospective dreg review.
%ﬁs e tlle  Swsetkouueenoun  SERETATLILIS
*
Table 1 is republished and new subparts Systom for Ovipetiert  FYquirements of this subpert. The goal of
RO st 2ot o the tabie 1o red s Drug Chekme. the State's DUR program st ba v
400700 Bowpa. permitting t
ldtul.l iub:lmeaum " This subpart prescribes requirements tives to aBow for individealined
a} This rescribes requiremen for— drug X
e LT L L Ly oty ol S
ces X ‘
* L . * nhu;'ncﬁ":d:wmm.lndm drugs by heolth mainionence
@ fla req “ﬂmhh“ l'bll"ih u' H‘lhml.eonpodﬁon. and retrospactive drug wes teview
L i
:u:n.::h f:"mu l.:ﬂom"o?n:l;n“ .n;l}An Hm‘:gll.ysolt;:o&uh sed under the DUR ‘-:nnl
sac )
Aat.'l‘::h I.ohomo “mﬂhumhlp .loclrun.l:gllm management system for druge o residents of
~92-1 R
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must be—
1) Developed directly by the Stats or
"\ Obtainad by the Stats through
contracts with co: imercial vendors of

services;
Obtained by the State from
t tions, such as the
United Btates

Convention, or sntities recelving funding

from ths Public Health Service, HCFA,
or State or

used In the DUR program must mest the
uirements:

Bervice toa.,

!ﬂ) Uném States Pharmacopela-Drug

{iil} American Msdical Association
Drug Eveluations,

{2} Differences batween sourcs
materials were resclved by physicians
and pharmacisis developing consensus
nl;uom. d

They are non-proprista
nu';lly available to provldtr:, of
services. Systems and algorithms using
the predeterminid standards may
remain propristary.

5-309%  OINCAN(I0-OCT-92-12:25.00)

Foderal Register l_v;_:l. 87, No. 212 / Monday.

4700.FMT...[16,90}.-4-30-02

November 2. 32 / Rules and Regulations 40400

They are clinically-based and subpart and by other sources that the
valid State may A ‘
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Work Statement for Contract Amendment for Adding Rebate Negotistions and
Maintenance to the FHSC Contract

Cretober 1, 2001 - September 30, 2001

Expanded Prior Authorization List:

Effective October 1, 2001, FHSC will identify, analyze, and recommend therapeutic classes with
prodducts that have minimal clinical differences, same or similar drug actions, have the same or
similar outcomes, or have multiple effective generics available. This function includes but is not
limited 1o data analysis, system wpdating and reprogramming, support systems, physician
training, provider and beneficiary mailing and nctifications, and program promational materials.
This flat fee does not include postage.

FHSC has requested a flat fee of $235,000.00. MDCH concurs with the 8235 000,00,

Rebate Contracting and Administration
Effective October 1, 2001, FHSC on the behalf of the Michigan Department of Community

Health will negotiate a supplemental rebate for Michigan Medicaid [FFS and Managed Care] and
a state level rebate for the Elder Prescription Insurance Program, the Children’s Special Health
Care Services Program, the State Medical Progrum, and non-Medicaid Mental Health Program
and other state programs that may be included rn the Tuture. This function imcludes but is not
limited to the negotiation process, data and systemns support. In addition, this process includes
FHSC providing Dan Hardin on a full time basis to complete this negetiation process .

FHSC has requested a flat fee of $ 185,000.00, Michigan concurs with the $185,000.00.

M

Effective October 1, 2001, FHSC will recommend MAC amounts for the Michigan
Pharmaceutical Product List. This function incledes updating Michigan®s MAC price list on a
continuous basis to reflect the best available wholesale price.  This process invalves providing a
baseling review of wholesale prices to provide Michigan with a recommended MAC, FHSC
would alse mamtain the MAC file and update as needed.

FHSC has requested a flat fee of § 165,000.00. Michigan concurs with $1635,000.00.

Maintenanc

MAC Pricing

Effective October 1, 2001, all maintenance activities for the expanded prior authorization list,
rebate supplemental and state level negotiations and contracts and MAC pricing will be
performed by FHSC at no additional cost to the State of Michigan. The cost for these activities
will be absorbed in the $0.2049 presently being paid to FHSC for the claims processing.
However, MDCH will provide a bonus incentive to FHSC based on the amount savings acquired
from such activities. This incentive bonus will be structured as follows:

Michigan expects a minimum savings of 550 millions dollars. If FHSC meets this savings
amount, no additional monies will be paid for cla-ms administration other than the 30,2049,

If FHSC obtains savings of 551 to §75 millon, FHSC may increase its claims payment
administration fee by 10 percent.

If FHSC obtains savings of $76 to 3100 million, FHSC may increase its claims payment
administration fee by 20 percent.

1



Work Statement for Contract Amendment for Adding Rebate Negotiations and
Maintenance to the FHSC Contract

Crerober 1, 2001 - September 30, 2001

Drrug Rebates

Effective first calendar quarter of 2002 [January 1 March 31, 2001]. Michigan will implement
the CMS Rebate Administration program as defined in the Contract on page 58-60 and in FHSC
Contract response on pages CL5% —CL65 for all CMS rebatable pharmaceutical products
including physician office products, OTC, and miscellaneous. FSHC will invoice and negotiate
rebates for the psychotropic carve out and the Medicaid FFS and Managed Care,

FHSC will include in this process the invoicing avd negotiations for the state level rebates for
CSHCS, the State Medical Program, non-Medicaid Mental Health and other State funded

PrOZrams.

FHSC agrees to $0.025/per paid claim rate for this program.

Michigan Claims Yolume
All prices above are based on the premise that Michigan will increase the volume from

13,000,0000 to 30,000,000, If this volume increase does not occur, FHSC may request price
changes.

Other Contract Prices and Agreements
All other contract prices and agreements remain the same.
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