Michigan Department of Health and Human Services
Behavioral and Physical Health and Aging Services Administration

Durable Medical Equipment and Supplies

Medicaid Provider Liaison Meeting
Microsoft Teams Meeting
Wednesday, June 12, 2024

MINUTES
Welcome
Lisa Trumbell began the meeting with meeting protocols and general information.

Michigan Department of Health & Human Services (MDHHS) Updates

e Incar 1115
e Other projects

Meghan Vanderstelt, Program Policy Division Director, stated that Michigan Medicaid is
pursuing a new 1115 waiver opportunity relative to coverage and reimbursement for
beneficiaries prior to their release from an incarceration setting. About a year ago, the Centers
for Medicare & Medicaid Services (CMS) issued a Medicaid directors’ letter that offered insight
and requirements related to the 1115 waiver; MDHHS worked on this over the last year and is
working on a draft of a full application to be submitted by the end of the summer. The public
comment period is proposed for mid-July/August, and we are targeting an end of August/early
September date for submission of the application to CMS. Following the submission of the
application, the detail work of planning and the implementation plan will begin. This will be a
multi-year effort.

The Department is also working on a new policy for coverage of Recuperative Care Facilities.
This is meant to assist adult Medicaid beneficiaries who are being discharged from an inpatient
hospital stay and do not meet medical criteria for a step-down facility (i.e., rehab or nursing
facility) and in normal circumstances would be discharged to home with maybe some support
services and/or follow-up care. Unfortunately, these individuals are homeless and do not have
a place to recuperate. There are facilities in the state that provide this type of care and
MDHHS is at a place where we can formally enroll these facilities and provide reimbursement
for Medicaid-covered services and room and board. MDHHS is working toward a targeted
case management approach in addition to if they have partnered services on the medical side.
Public comment should be released in July, with a targeted effective date in September.

MDHHS staff continue working on redeterminations and the public health emergency unwind
efforts. CMS has signaled our availability to leverage some of the e14 waiver pieces that have
been part of the unwind and to extend some of those flexibilities beyond the unwind period so
those are being explored. “Unwind” information can be found at
https://www.michigan.gov/mdhhs/end-phe/michigan-medicaid-renewals-data.
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Enteral Formula - Bulletin MMP 24-16

MMP 24-16, issued May 31, 2024, is regarding prior authorization changes to enteral
formulas/enteral supplies and is effective July 1, 2024. In the past, for certain durable medical
equipment and supplies, providers would contact the MDHHS medical review contractor
through the Prior Authorization Certification Evaluation Review (PACER) line (the Michigan
Peer Review Organization/MPRO). In October 2023, the PACER line was brought in-house.
This policy announces that we are removing enteral formulas/enteral supplies from the
MDHHS PACER line — there will no longer be telephone authorization. The physician will do
the referral to the medical supplier and the medical supplier will submit their prior authorization
(PA) request in the Community Health Automated Medicaid Processing System (CHAMPS) for
enteral formulas and enteral supplies. All other items remain on the telephone authorization
PACER line -- only enteral formulas and enteral supplies are being taken out of that process.
The ordering practitioner writes the order/prescription and completes the BPHASA-2401 form
(Medical Justification for Enteral Therapy) or the ordering practitioner can appoint clinical staff
(e.g., registered nurse, dietitian) to complete the BPHASA-2401. The form and accompanying
documentation should be sent to the medical supplier who will then file for PA with MDHHS.
The form is posted on the MDHHS website at www.michigan.gov/medicaidproviders >> Policy,
Letters & Forms >> Forms. Providers should retain the bulletin until it is incorporated into the
MDHHS Medicaid Provider Manual.

Comment: Regarding the form, a lot of our referral sources have electronic processes. Can
this form be done electronically or does it need to be a paper document?

Is this a new form or is it something that was submitted through PACER?
Response: On the website, the form is Word-enabled and you can download the document.

It is a new form and is not associated with PACER. The form will need to be shared with your
referral sources.

Comment: Regarding form MSA-1653-B (Special Services Prior Approval — Request/
Authorization), is this form only needed if faxing or is it needed when submitting in CHAMPS?
The policy states that the practitioner needs to fill out BPHASA-2401 and the medical supplier
submits the PA request along with the MSA-1653-B.

Response: If you fax or mail, yes. If you submit through CHAMPS, the MSA-1653-B is not
required.

Comment: As a provider, we would need to provide the new form, a physician order and chart
notes? When a durable medical equipment (DME) provider requests the authorization, we
would need to provide the new form, a physician order and chart notes?

Response: Yes.


http://www.michigan.gov/medicaidproviders
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Children’s Products — Bulletin MMP 24-18

MMP 24-18, issued May 31, 2024, is regarding revisions to children’s/adolescent products and
is effective July 1, 2024. The reason for implementation is because the children’s products
policy has been in effect for many years and is quite general (only mentions a few products).
MDHHS expanded the policy to give providers a better understanding of our standards of
coverage, documentation requirements, etc. specific to individual products for children (i.e.,
specialized car seats, special bath chairs, gait trainers, standers, activity/positioning chairs).
One thing of note that was added to policy is the need for the parent(s) agreement and
consent for that equipment. The reason: the parent needs to be trained on use of the
equipment, maintenance that can be done by the parent, warranty information, safe use, and
use in intended space. In addition, the parent must agree to having the equipment in the
home. There were questions during the public comment period about when this is needed,
i.e., can it be part of the therapist’s evaluation or a form that DME creates. That is fine as long
as it clearly indicates the pieces of equipment that are being requested (the brand, the make,
the model), but most importantly that the parent has signed and dated the document. This
must be done before delivery to the beneficiary’s home.

Comment: The majority of the products (exceptions of standard bath commode) are going to
require PA and are going to need to be trialed in the home, so we need to make sure the
family signs off on the family home evaluation for the trial of these products with the therapist’s
assessment/recommendation, etc. Is that correct?

Response: Yes, if the item requires PA. Some items (i.e., gait trainers) require completion of
form MSA-1656 (Evaluation of Medical Justification for Complex Seating Systems and Mobility
Devices); however, if you have an item such as a standard basic shower chair, no evaluation is
required.

Comment: Concern is if an item is beneficiary-specific (i.e., the item is fabricated to the
beneficiary’s needs, the item is received, and then the item is trialed in the home). What
happens if the parent objects at that point?

Response: With customized equipment, you can mock something up during an evaluation for
trial. You should describe what was done for this circumstance.

Comment: Is this policy only for the specific equipment listed — not globally across the board?
Response: This policy is specific to children’s/adolescent products that we have identified,
i.e., pediatric walkers vs. gait trainers. Pediatric wheelchairs fall under mobility items and there

is an evaluation process for those which includes trial and evaluation.

The policy applies to the item/product, not the age of the beneficiary. Examples of items would
be car seats, feeder seats — not mobility items.
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Comment: Do you still consider on a case-by-case basis a child-sized product for someone
over 21 years of age if we can justify it, i.e., a stander for someone of adult age?

Response: Yes; there are individuals who fall outside of what would typically be a pediatric-
size wheelchair. Medical justification is required.

Comment: We have an individual who does a number of specialized car seat evaluations and
the vendor is not present, but they proceed based on her recommendation. Can the parent
sign off on her notes vs. having the vendor provide a form, or does the vendor need to be
present?

Response: The parent can sign off on the evaluation and recommendation but you need to
list all the recommended equipment and ensure that the parent understands what they are
getting and what is involved, i.e., can fit in the home, can be used in the intended space.

Comment: Does the Children’s Special Health Caree Services (CSHCS) eligibility expansion
to age 26 compound or complicate any of this work?

Response: No. CSHCS expanded to age 26. If, for example, you have a 24-year-old who
needs a pediatric item vs. an adult-sized item (i.e., walker), as long as the documentation
submitted with the PA request substantiates the need there should not be a problem. If the
item is medically necessary and they qualify, the item would be covered.

Oxygen/Beneficiary Compliance

There has been a recent increase in questions regarding oxygen/CPAPs/beneficiary
compliance and whether providers can bill Medicaid beneficiaries if they are non-compliant. In
most instances, providers are prohibited from billing a Medicaid beneficiary. There are some
exceptions and those are indicated in the General Information for Providers chapter (Section
10 — Billing Beneficiaries) of the MDHHS Medicaid Provider Manual. If the beneficiary is
refusing to see their physician for follow-up, the DME provider has responsibility to notify the
beneficiary of the need to see their physician. DMEs are not only responsible for the initial set-
up but also for education on use of the product, how to maintain it beyond what maintenance
must be performed by the DME, troubleshooting, where to call if there is an emergency, etc.
Part of that requirement of education is to explain to the beneficiary that they are going to need
to see their physician again at the six-month mark to make sure that the equipment is working
for them, that they need to have an oxygen test, and so forth and that they need to contact
their physician’s office to set that up. Part of your responsibilities as a provider is to provide
follow-up to the beneficiary — not just set up equipment. Providers should review the provider
enrollment agreement in the MDHHS Medicaid Provider Manual, which states that Medicaid
follows Medicare durable medical equipment, prosthetics, orthotics and supplies (DMEPOS)
standards. As part of the DMEPOS standards, the provider needs to be in compliance with the
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Medicare quality standards. Part of the quality standards is that the provider provides follow-
up to the beneficiary. That is a good time to remind the beneficiary that they need to follow up
with their physician. When talking about compliance, there may be a reason for the beneficiary
being non-compliant/not using the equipment — i.e., they are in the hospital, at night the child
may be removing the oxygen canula, etc. Part of the DME provider follow-up should be to ask
the parent how things are going with the child using the equipment and making
recommendations, making adjustments, recommending a visit with the physician, etc. When
there is follow-up with the beneficiary, documentation should be signed and dated by the
beneficiary and maintained in the beneficiary’s file. Document (with date and time) situations
with the beneficiary/parent, i.e., reminders, calls that were made with no response,
conversations where the beneficiary refuses to see their physician even after explaining the
need. Procedures and expectations should be stated at the initial set-up and at follow-ups to
protect the provider as well as the beneficiary.

Comment: Would the same standard hold true for CPAP compliance — if we are educating at
onset and reminding along the way of therapy, and the beneficiary is non-compliant, can we
then bill the beneficiary?

Response: It is suggested that this be put in writing at initial set-up and obtain signatures.
Most beneficiaries are compliant but for those who are not, especially for children with CPAPs
in general, follow-up is very important when setting up new respiratory equipment (i.e., is it
meeting needs, physician follow-up).

This applies to all equipment if the beneficiary is not in compliance with policy. If it is not being
used, it is not helping the beneficiary.

Comment: To confirm, if we have done our due diligence -- we have notified and attempted to
obtain re-certs and the patient is not complying with that re-cert, we sent a letter, we notified
the doctor, we tried to get in touch with the family, can we hold the patient liable for that
oxygen as well as the CPAP equipment?

Response: Absolutely, as long as at the initial set-up you went through all of this with them so
they knew they could be liable. Documentation must be maintained in the file.

Comment: To piggy-back, for annual documentation (i.e., certificates for medical necessity
[CMN]), can we bill a patient if we are unable to get the document from the physician for the
continued use?

Response: No, that is entirely different. You cannot bill the beneficiary if the physician’s
office ignores you in signing the CMN, etc.

Comment: What if the physician’s office is voicing to us that they are not signing anything
until the patient comes in and the patient is refusing to come in?
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Response: If the beneficiary is not being compliant with their treatment plan and the
DMEPOS provider has done all requirements (including a signature from the beneficiary
attesting to they will be responsible for payment if they are not compliant).

Comment: If the beneficiary is in a nursing facility, we need something and we are not able to
contact the family to pick up the equipment, is that a scenario where the beneficiary can be
billed? There are so many variations of times where it is a struggle to get communication, to
get documentation, to get ahold of families regarding our equipment, etc..

Response: This is difficult. It depends on a couple of factors: 1) Are they a permanent
placement in the nursing facility? (They may not be a permanent placement.) 2) Itis possible
they brought the equipment with them, which is fine.

Comment: The per diem would be included with the facility so the equipment still needs to be
picked up.

Response: [f they are in a facility, they take their equipment with them, and they are using it
in the facility, the facility is responsible for paying the DME provider because it is included in
the facility’s per diem.

Comment: Shouldn’t the facilities be aware that they are to supply the equipment to their
patients? Some appear to not know. Shouldn’t they know what is included in their per diem?

Response: There is a Nursing Facility chapter in the MDHHS Medicaid Provider Manual that
clearly identifies that and there is a list of per diem items on our website. Last quarter when
we had a liaison meeting, it was specific to DMEs and nursing homes and we went over the
items that were included in their per diem and those that were not. It is suggested that the
facilities be referred to policy in the MDHHS Medicaid Provider Manual and to the per diem list
(www.michigan.gov/medicaidproviders >> Billing & Reimbursement >> Provider Specific
Information >> Medical Suppliers/Orthotists/Prosthetists/DME Dealers).

Comment: | have come across a couple patients that are on oxygen but we are getting
rejections that it isn’t covered under their policy. When | look in CHAMPS, it states they are
contraceptive coverage only. That is a case where the beneficiary can be billed for the
oxygen, correct?

Response: There is currently a system issue in that if the beneficiary has a spenddown, the
spenddown is not always showing up. Most of the issues have been fixed but there are a
small handful that are still not showing the spenddown. If the beneficiary is under Plan First,
oxygen is not covered under Plan First. You are then able to bill the beneficiary but must
inform them prior to supplying the oxygen. Refer to the Provider Manual regarding billing
beneficiaries.


https://www.mdch.state.mi.us/dch-medicaid/manuals/MedicaidProviderManual.pdf
http://www.michigan.gov/medicaidproviders
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However, you need to make sure the beneficiary does not also have a spenddown because
then the oxygen could be covered under spenddown if they have met their deductible. That
information will not be known until a later date as it is incurred medical costs. You should still
see the spenddown benefit plan present.

Comment: The ones | looked at did not — | clicked on their coverage in CHAMPS and it
specifically stated that they only had contraceptive benefits.

Response: [f they did have spenddown, that would also show. It would not tell you if they met
their deductible or not, but it would tell you they had spenddown. If it did not show this, there
may be circumstances (i.e., redeterminations) so any concerns should be directed to Provider
Support (ProviderSupport@michigan.gov) for assistance.

Comment: Did something change at the state level? | am seeing A LOT of our patients’
eligibility change to Plan First. Why do we have Plan First benefits for women and men who
are 70+ years old?

Response: Redeterminations were done. Plan First was reinstated July 1, 2023. (Refer to
bulletin MMP 23-36, issued June 1, 2023. Plan First covers more than contraceptives; it
covers other related things such as STD-related. Providers should also refer to the Plan First
Family Planning chapter in the MDHHS Medicaid Provider Manual.

Other Topics/Ilssues

No discussion was held.

Next Meeting

The next meeting is scheduled for Wednesday, September 18, 2024.

An L-letter will be issued with meeting details. Providers may also refer to:
www.michigan.gov/medicaidproviders >> Billing & Reimbursement >> Provider Specific
Information >> Medical Suppliers/Orthotists/ Prosthetists/DME Dealers for meeting information.
All meetings will be held from 1:00 - 2:30 p.m. via conference call and Microsoft Teams.

If the meeting is cancelled, a ListServ notice will be issued and a notice will also be posted on
the website.

If you are not receiving ListServ messages and letters (which are issued about a month prior),
let Lisa Trumbell know via email at frumbellL@michigan.gov.

The meeting ended at 2:15 p.m.
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