HOME HEALTH AGENCY TRAINING SCRIPT
     
This is the training script for the 2010 Home Health Agency  Training.  
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Slide 1:
Welcome to the online training for the Home Health Services Program & Other Related Programs and Services.     The focus will be on the hierarchy of the programs that are available to members as well as the Office of Inspector General (OIG) audit of the Home Health Services program and the Private Duty Nursing/Personal Cares program.  These two programs are included in Iowa’s Medicaid State Plan approved by the Centers for Medicare and Medicaid Services.     

Slide 2: Training Objectives
It is important for you to understand the objectives of this training.
 After completing this training, you the participant will master the four objectives: 
Bullet # one:   The participants will be able to distinguish between similar programs and services provided by the Department of Human Services. 
Bullet # Two:   The participant will be able to describe the general hierarchy of programs and service access.
Bullet # Three: The participant will be able to determine what programs and services should be accessed and in what order by analyzing sample scenarios. 
Bullet # Four:  The participant will be able to correctly identify what revenue codes and units are to be used for program and service.
Slide 3:
First I want to provide you with some details on an audit performed by the OIG on Iowa Medicaid and Home Health providers.
Slide 4:
The Office of Inspector General (OIG) audited Home Health claims provided 4/1/08-3/31/09, by first sampling the largest provider.  When a high error rate is uncovered then the OIG samples the second largest provider.  When that error rate is also high, then a state-wide sample is pulled, excluding the first two sampled providers. 	
3 separate samples were done: 
·  one was a state-wide sample
·  two  were of two different Home Health agencies
The final reports were posted at the end of April.  7 claims out of the IME sample of 100 were found to be disallowed. This is out of the 127,000 that were paid by the IME for the date span reviewed.

Slide 5:
The majority of the findings were unsupported services. Medicaid was billed for services that were not documented.  The issues identified were;
Two visits were billed when there were not two separate encounters. It was only one visit.
 Aide services were billed when only housekeeping was documented.
 The wrong program was billed; The Home Health Services program was billed.  The service provided by the home health agency should have been billed as Home and Community Based Services (HCBS) Medicaid Waiver Program service..
 Services were billed when the service was provided at someone else’s home not the member’s.  The Home Health Services program services must be provided in the member’s home.  There are no exceptions.  However, if skilled nursing is provided under the Private Duty Nursing/Personal Cares program; and if the service is prior authorized, the skilled nursing may be provided outside of the home if determined to be medically necessary. 

Slide 6:
Plan of Care issues (Unauthorized Services):
1) Services were billed after the end date of the plan of care.
2) Home health aide (HHS program) services were billed when the services were not authorized on the plan of care.
3) More services were billed per day, week, or month than were authorized on the plan of care.
4) Services were billed after the physician had ordered the termination of the service provided by the home health agency..
 Unsupported Services
1) Services were billed with no documentation to support the service in the casefile record.
2) Services were billed when the member refused or declined service on that day.
3) Services were billed even though the casefile documentation stated that the member was not there.

Slide 7:
The OIG extrapolated the disallowed charges over the total number of paid claims. Based on the high error rate of the 100 claim sample, the state was ordered to repay almost $200,000 
 
Each of the other two providers was also subject to a 100 claim sample. They were ordered to pay back both the state and federal shares at $56,000 & $20,318 respectively.   
Due to policies instituted by the IME the OIG used the lower limits. 

Slide 8: Hierarchy of Services

Now begins the discussion of how the various programs and services provided by home health agencies are organized. The next several slides will break out the organizations and will then put them back together for the big picture. 
 Iowa Medicaid, also known as the Iowa Medicaid Enterprise (IME), is part of the Department of Human Services.   There are many other departments in state government, such as the Department of Elderly Affairs and the Department of Inspections and Appeals but services provided by home health agencies are covered through  the Department of Human Services; whereas, the Department of Inspections and Appeals has the responsibility to insure that the home health agencies who provide services through the IME are Medicare certified. 

Slide 9:
Listed are the four Home Health programs under the Department of Human Services. The first program listed is the Home Health Services program.  This Iowa Medicaid State Plan program is a basic benefit available to all members enrolled in Iowa Medicaid. 
The second program listed is the Private Duty Nursing & Personal Cares program.  This program is available for children up to the age of 21.  The medical needs of these children will exceed the covered services under the Home Health Services program. 
The next program is the HCBS Medicaid Waiver program.  Services under this program are available to those members who are enrolled in one of the seven  waiver programs approved by CMS in the State of Iowa. 
The last program listed is In Home Health Related Care (IHHRC).  This program is funded solely with state dollars.  The IHHRC program is administered by the State Supplementary Assistance Program. There is no Federal match for this program as is drawn down with Medicaid services.   , IHHRC is a last resort program which should only be utilized when all available Medicaid services are exhausted for a member. 

 Later in this presentation I will provide you with DHS contact information for this program.

Slide 10:
We are now going to begin reviewing each of the programs and services provided by home health agencies.  Most of these programs are funded through Medicaid, but one is not.  Our discussion will follow the hierarchy outlined on the previous slide- the hierarchy under which all members and providers must follow regarding home health services. 
Slide 11:
We now begin the conversation about the Home Health Services Program.  It is one of two programs included in Iowa’s Medicaid State Plan.  The other Iowa Medicaid State Plan program is Private Duty Nursing/Personal Cares program.
 The Home Health Services Program is a Medicaid program and is funded   with Federal and State dollars.   Prior authorization is not required for services provided under the Home Health Services program.   There are six (6) services included in the Home Health Services program.  These services are Skilled Nursing, Home Health Aide, Physical Therapy, Occupational Therapy, Speech Therapy, and Medical Social Services.   
A Home Health Plan of Care is required for all services provided under this program. The plan must include all services provided to the member regardless if the services are provided directly by the home health agency provider or not.  
All Plans of Care for HH services must be reviewed for medical necessity and intensity and signed by a physician every 62 days.  Many organizations follow a 60 day standard time frame and this too is acceptable, of course, because the time frame is less than 62 days.  
The focus of the services is medical;   therefore a physician’s order is required.   The physician order is not sent to the IME for prior authorization, but it must be retained in the member’s casefile.    
Services provided under this program must be provided in the member’s home.   Unlike some other programs available under Medicaid and provided by home health agencies, services under this program cannot be provided at the member’s work or in the car. 
 The bottom bullet indicates that both children and adults are eligible for this program as there is no age limit. 


Slide 12:
This slide describes services that are not covered by the Home Health Services program..
Non-covered are services provided in a Home Health agency office, homemaker services, well child care and supervision, and medical equipment rental.  
Overheard costs such as Skilled Nursing Supervision including chart review, case discussion or scheduling by a skilled nurse.
For more detail please refer to IAC 441— Chapter 77.9(249A)
 
Slide 13:
Slide 13 continues discussion of the Home Health Services Program: 
Incidental supplies to a specific member’s care are allowed.  The supplies must be directly related to the medical needs of a Medicaid member.  Supplies are limited to $15 / per month / per person.  However, this charge cannot include dressings or durable medical supplies.  The cost for incidental supplies are reviewed in the annual Medicaid Cost Report for each home health agency.     
Slide 14:
Slide 14 discusses Skilled Nursing under the Home Health Services program.. 
Skilled Nursing can be provided by  both RN’s and LPN’s .  
The billing unit of Skilled Nursing is a visit.  A visit is an encounter, regardless of the time involved.  This service is not billed on a time-related basis.  Each visit of HHS skilled nursing must be identified and documented in the member’s casefile. 
The maximum number of skilled nursing visits allowed by the Home Health Services program is 5 per week. The exception is if the member is receiving daily services for insulin injections or wound care.  Daily or multiple daily skilled nursing visits for wound care of Insulin injections are covered when ordered by a physician and included in the plan of care. 
Slide 15:
Slide 15 continues the Skilled Nursing under the Home Health Services program. 
A supervisory Skilled Nursing visit must be made every 2 weeks for a member who receives Home Health Aide services if other HHS services are, also, received.  
A supervisory visit is also required for Physical Therapy, Occupational Therapy, or Speech Therapy.  The therapist may also provide the supervisory visit in which case, a supervisory skilled nursing visit would not be required.
A supervisory Skilled Nursing visit must be made every 60 days for a member who only receives Home Health Aide service from a home health aide.
A supervisory skilled nursing visit is required every two weeks for a member who is receiving the skilled component of Consumer Directed Attendant Care included in six HCBS Medicaid Waiver programs. 
Only Medicare-certified home health agencies can provide Skilled Nursing.  It has come to the attention of IME staff that some home health agencies that provide assisted living have also been providing Skilled Nursing.  If those agencies are not Medicare certified as home health agencies, then they cannot provide this service under this program.
Slide 16:
Skilled Nursing is NOT a gatekeeper that is needed to access other Home Health Services program services.  If the member needs other home health services, then those services can be accessed without accessing skilled nursing. 
Skilled nursing services must: 
· Require the skills of a licensed RN or LPN to perform.  The service provided must be provided by a skilled nurse to be safe and effective.  Examples include: IV therapy, IM or SQ injections, complex wound care, catheter insertions or changes, Venipunctures, tube feedings, ostomy care and tracheotomy care.
· Be in accordance with nursing practice standards.  Nursing practice standards include assessment and observation, monitoring, teaching or training, or management and evaluation of the member’s care plan (if non-skilled personnel are providing care) to ensure that essential care are achieving their purpose.
The condition of the member (IE underlying or pre-existing medical condition such as diabetes or Peripheral Vascular disease) may substantiate the need for a skilled nurse to observe for complications, monitor or teach, in order to prevent complications. 
 Payment may be made for teaching, training, and counseling for a member or a caregiver.  If there are family members that need to learn to wound care or tube feeding, then the agency can be paid to teach the family members.  Visits to ensure the family member’s ability to safely perform the tasks are reimbursable. 
Slide 17:
Now the discussion will move to the Home Health Aide service. 
A unit is defined as a visit.  This service is not billed to the IME on a time-related basis.  Each visit of HHS home health aide must be identified and documented in the member’s casefile.    
Maximum—the number of visits multiplied by the hours per visit cannot exceed 28 hours per week.  For example, if each visit is 3 hours for 7 days a week then that is a total of 21 hours.  If the home health aide visit lasts 5 hours and is provided 7 days a week, the total number of hours is 35 hours per week which exceeds the maximum limits of this service. 
  
The home health aide service is reimbursable to provide personal care to members.  Examples of personal cares include bathing, dressing, transfers, assistance with exercise and reminder to take medications.  Do not confuse this service should not with the personal cares that are provided under the Private Duty Nursing/Personal Cares program.   
As with the skilled nursing service, a physician signed home health plan of care is required for members receiving the home health aide service under the HHS program. The form number is listed on this slide for reference. 
Slide 18:
Physical therapy, Occupational Therapy, and Speech Therapy are covered under HHS
Again 1 unit=a visit or encounter
Services are limited to what is reasonable and necessary for an individual’s illness or injury.
There is no age limit for these services
Slide 19:
Medical Social Services is the next service provided through the Home Health Services program.  
  
Units are billed by a per visit basis and Services are available for both children and adults. 
As with the skilled nursing and home health aide services provided through the Home Health Services program, a physician approved Home Health Plan of Care is required before the Medical Social Services service can be provided.

Slide 20:
The service focus of Medical Social Services is to address social problems that are impeding the member’s recovery.  This is not a medical intervention service; it must be under the supervision of a qualified medical or psychiatric social worker.  
Note:  Minimizing problems or providing reassurance is not a component of Medical Social Services.
The Medical Social Services service cannot duplicate the responsibilities and supports of a designated targeted case manager, DHS social worker or a case manager for a member receiving Home and Community Based Services Medicaid Waiver.  
Slide 21:
This chart was designed to provide to assist with billing questions.  It is designed to be a guide and a final point of reference.  
Slide 22:
Next begins the conversation of the second Iowa Medicaid State Plan program, the Private Duty Nursing/Personal Cares program.  
Slide 23:
 If a child’s skilled nursing or home health aide medical needs, exceed the Home Health Services program maximums, then a prior authorization must be obtained for the PDN/PC program.
Only children up to the age of 21 have access to this program.
The maximum number of hours for the Private Duty Nursing/PC’s program cannot exceed 16 hours per day.  

Slide 24:
Note that the Unit definition under this program is an hour of service. 1 unit=1 hour 
This program requires prior authorization from the IME Medical Services unit.   Providers must submit the Plan of Care to the IME prior authorization unit.
SLIDE 25:
Private Duty Nursing under this program does NOT cover any of the following:
· Respite, 
· Skilled nursing  supervision including chart review, case discussion or scheduling by a Skilled Nurse, 
· Services provided to others in the household, 
· Services that require prior authorization that are not prior authorized.
Prior Authorizations are member specific, not provider specific.  Each prior authorization is member driven.
It is important for continuity of care for any member transferring care to another provider that the IME PA unit is contacted immediately.  The PA cannot be transferred and a new one cannot be obtained until the original PA is end-dated.  
To ensure that patient care is maintained it is also important that the PA renewal process is begun before the PA end date.

SLIDE 26:
Private duty nursing or personal cares may be provided outside the child’s home when normal life activities take the child outside the home.  So if the child goes to daycare every day or goes to school as part of their daily activities, then these services can be provided to the child in those locations. 
Children will not qualify for this program if their place of residence is a facility, ICF/MR’s or hospital.   When the child is in these facilities, the facilities would provide these types of private duty nursing & personal Cares services. 

Slide 27:
It is important to remember this service is not covered for members over the age of 20.  Planning for life without this service can be crucial for patients and this is not covered for adults 21 and over.
This program does not cover services outside if not covered inside.  For example: Units will not be approved for camp or vacation when no services are provided in the home.
SLIDE 28:
Again we are offering a guide to the service codes accepted by the IME.
SLIDE 29:
We will briefly discuss the Plan of Care
Slide 30:
The Plan of Care is required for both Home Health services and Private Duty Nursing/Personal Cares
The plan should be completed prior to the start of treatment and reviewed at least every 62 days.  Many organizations follow a 60 day standard time frame and this too is acceptable.
All services-
1. Private Insurance, Third Party, or Medicare
1. Home Health Medicaid State Plan
1. Private Duty Nursing & Personal Cares (for children under age 21 only) 
1. HCBS Medicaid Waiver
3.  Skilled Nursing
3. Home Health Aide
3. Consumer Directed Attendant Care
MUST be included
The Plan of Care is no longer required with each claim submission.

SLIDE 31:

We will now discuss Home and Community Based Services (HCBS).  These are also known as Medicaid waiver services.

Slide 32:
The seven Medicaid waivers included in the HCBS program are, also, funded by  both federal and state dollars as are the other two programs we have discussed, the Home Health Services program and the Private Duty Nursing/Personal Cares program..  
HCBS Waivers that provide  skilled nursing and home health aide services include: 
· AIDS/ HIV waiver,
·  Brain Injury Waiver, 
· Elderly Waiver, 
· Physical Disability waiver , 
· Intellectual Disability waiver (once known as the MR waiver)  
·  Ill and Handicap Waiver.  
  The intent of skilled nursing (SN) and home health aide (HHA) provided under these six Medicaid waivers is the same as skilled nursing and home health aide provided under the HHS program; private duty nursing/personal cares provided under the PDN/PC program and the Skilled Services (SN) and Personal Care Services provided under the In Home Health Related program (a non-Medicaid program.)  However, each program is separate and the individual services provided under each program must be identified and documented in the member’s casefile.  

Slide 33:
This slide outlines the services available under waiver. 
· CDAC is Consumer Directed Attendant Care.  The IME has an entire training guide for CDAC for those providers who are interested.  It is located on the IME provider website at  www.ime.state.ia.us.  
· Skilled Nursing
· Home Health Aide
· Supported Community Living
· Consumer Choice Option. 
	
The maximum monthly funding per member for each month is dictated by the definition of each waiver.  For example, the Intellectual Disability Waiver provides more funding then the other types of waiver services.  The amount of all waiver services provided to a member for each month are added together to determine if the maximum was been reached. Once the maximum is reached no additional waiver services can be authorized. 
The forms used to authorize waiver services are different than those used for other services provided by home health agencies.  These forms can be either a DHS Social Worker Service Plan or Targeted Case Manager Service Plan.  

Slide 34:
The next few slides relate to a DHS program-In Home Health Related Care

Slide 35:

This slide pertains to In Home Health Related Care.  As previously stated this program is funded solely with state dollars; there is no federal match for this program as is done with Medicaid services.  In accordance with 441 IAC 177.4(2), Relationship to other programs.  In Home Health Related Care shall be provided only when other existing program cannot meet the client’s needs.

SLIDE 36:

All questions regarding this program need to be addressed to the program manager for this program.  The program manager’s contact information is on this slide.
. 



Slide 37:
Now this training will focus on how to bill for services provided by home health agencies. Any questions can also be answered by our Provider Services call center.  
Slide 38:
Beginning January 2009, home health agency providers were no longer required to submit documentation with home health claims for both the HHS program and the PDN/PC programs.  This change facilitated the electronic claim submission for home health agency claims, which in turn means faster claim processing.  
Providers must enroll through EDISS Total Onboarding.  The link is available on the Provider homepage on the IME website.
This change allows faster claims processing but does not mean that the IME was no longer reviewing Home Health Services program claims.  It meant that effective January 1, 2009, that HHS claims were subject to random retrospective reviews instead of pre-pay reviews.  These retrospective reviews will be discussed in future slides.  (Effective July 1, 2010 the PDN/PC program began a retrospective review of claims also.)
SLIDE 39:
In the past, there had been some confusion about how to bill the IME for the different services provided by home health agencies.  In order to clarify billing procedures Informational Release #792 was mailed to all Home Health agency providers in March 2009.  All Home Health agency providers must follow the guidelines outlined in this release.  It explains in detail each program, proper unit descriptions, proper Revenue codes and HCPCS codes, as well as the correct claim form to be used and any unit maximum restrictions.
Failure to follow these guidelines can cause claims to deny, which delays payment.  Providers should make sure their organizations are following these guidelines.  Providers needing a copy of this informational release can find it on the IME website under the 2009 informational releases.  
I also want to stress the importance of billing each service on the appropriate form.  Home Health Services and PDN/PC program services are to be submitted on the UB-04 claim form.  Instructions for completing the UB-04 are available on the IME website on the provider home page.  All providers are encouraged to review these instructions to make sure the claim form is correctly completed the first time it is submitted to the IME.  Be aware, only commercially produced UB claim forms can be submitted to the IME; reproductions and black/white copies will be returned to providers unprocessed.  
HCBS Medicaid Waiver services are to be submitted on the Claim for Targeted Medical Care.  Instructions and form templates are again available on the provider homepage.
It’s important that supporting documentation indicates the specific program for each service that is billed.
SLIDE 40:
This slide contains a list of the most common reasons that cause home health claims to be correctly denied by the IME.  The first several of these reasons are related to the processing of the claim form, the last three pertain to supporting documentation and reviews. 
The first common denial reason is that providers have used the wrong type of bill on the claim.  What is usually seen here is a hospice type of bill on the same claim as a Home Health NPI.  If an organization provides both hospice and home health services, then they must bill with correct type of bill/NPI combination. 
Second on the list of common errors is the failure to include Medicare payment information on the claim form- especially the condition codes and occurrence codes that indicate that Medicare is not responsible for the charges.  Providers must indicate to the IME what Medicare did with the claim; without that information, claims will correctly deny.  Providers need to remember to include the information on all claims for the member. The IME processes each claim based upon what is included on that claim and does not use information included on previously processed claims. 
The third reason for denial is closely related to reason number two:  the lack of TPL information on the claim form.  The form must communicate to the IME the action taken by the primary insurance.  If the IME has knowledge of TPL and the claim does not include either the proper occurrence code or a TPL payment, then the IME will correctly deny the claim.   
The fourth denial on the list is the most easily avoided.  A member on the MediPASS program will require a referral from their Primary Care Provider and it must be noted in the appropriate field of the claim form.
The last point on the list is a very common reason for payment recoupment.  Providers should constantly be aware of the program being utilized when providing service to ensure the hierarchy of programs is followed.  
SLIDE 41:
As previously mentioned, as of January 2009, home health agency providers were no longer required to submit documentation with home health claims for both the HHS program and the PDN/PC programs.  This means the POC and case notes are not required with original claim submissions
The IME instituted a random retrospective review of paid claims.
Details can be found on Informational Release # 758
SLIDE 42:
Now turning to the Home Health Services Retrospective Review (effective January 1, 2009) and the Private Duty Nursing/Personal Cares Retrospective Review (effective July 1, 2010).  These retrospective reviews, randomly selects providers and claims for review each month.  The review consists of examining the plan of care, medical necessity,  as well as a comprehensive review of all the services received.
The review can result in the need for additional documentation, the modification of payment, or even the recoupment of a claim payment.
SLIDE 43:
Listed here are the most common reasons the IME would recoup claim payments
· Plan of Care missing or invalid for DOS
· Services prior to physician signature date
· Services do not match physician order
· Unit limits are exceeded
· Progress notes missing
· Documentation does not support medical necessity
· Documentation does not identify the program for which the service was provided.
In 2009 the IME recouped $85,898.00 from home health agencies providing Home Health Services program services.  This number stresses the importance of following and completely and appropriately documenting all services rendered.


Slide 44:
This concludes our training for home health.  If you have any additional questions or concerns about the billing of services provided by home health agencies, please email provider services at imeproviderservices@dhs.state.ia.us. 

