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Executive Summary

The Common Clians Work Group was created by H.861, Section 55 to design,
recommend and implement steps to achieve the following goals:

1) Simplifying the administrative process for consumers, health care prqviders
and others so the process is more understandable atidhes®nsuming.
2) Lowering the administrative cost in the health care financing system.

As outlined in Section 55 of H.861 (Appendix #he work group that convened consisted
of (Appendix B):

1) Two representatives selected by the Vermont Association gpitéds and
Health Systems.

2) Two representatives selected by the Vermont Medical Society.

3) One representative from each of the three largest health care insurers

4) The Director of the Office of Health Access or designee

5) Two representatives of the businessugappointed by the Governor

6) The health care ombudsman or designee

7) One representative for consumers appointed by the Governor

8) The Commissioner of Banking, Insurance, Securities and Health Care
Administration or designee.

The first meeting of the work gup took place on July 1, 20@6 which timeThomas
Huebner was appointéchair of the Common Clainead Procedure$Vork Group. Over
the next two meetingshe work group developed a comprehensive s@gént work plan
to be submitted by theeptember 1, 2006 deadlires outlinel by Section 55 of the Act.
The work group has met monthlyith sulcommitteesneeting more frequently to focus
onthedetails of each planYou will find detailed backup from each group in their
sections.

The work planoutlined in Appendix G focused on the following seven areas:

l. Standardization of Member ldentification CanaddMaximization of
Electronic Transactions

Il. Simplification of Explanation of Benefits and Patient Bills

1. Prior Authorization Pilot

V. Credentialing

V. Improvingthe Efficiency of Claims Adjudication
VI. Simplification of Workers Compensation Claims Adjudication
VII.  Revisework plan tasks as needed to meet the intent of the Act.
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Goals and Recomendations

|. Standardization of Member ldentification Cards and Maximization
of Electronic Transactions

Purpose:
Primary purposeTo identify and evaluate opportunities that exist in the current

electronic data sets transactions
Secordary purposeTo improve the patient and provider interaction by examining
opportunities available through standardizing member identification cards.

A. Standardization of Electronic Claims Transactions

Goals:

1. Evaluate besin-class operatins that are used to increase electronic transactions
while containing costs.

2. Evaluate the utilization of 837 file attachments used to capture and pass
coordination of benefits information to Payers. Determine how highly used this
information is anddentify opportunitiego replicatethefunctionality.

e The sulbommitteerecommends that tteommissioner of Banking,
Insurance, Securities and HeéaCare Administratiolevelop an ongoing
collaborative processimilar to that used by UHINp aggressively seek
electronic solutions to improve efficienagduce costs, and improve
timelinessof electronic transmission®A key to successf this
recommendatiors to develop a business model that allows for collaboration
prior to moving an idea through the rulemaking procegscollaborative
process that encourages best practicasd allow BISHCA to saccessfully
implement rules that make good business sense.

B. Develop Consumer Tools to Track Outof- Pocket Cost

Goal:
To promote price transparency and enhance patient knowledge af jpatket
costs.

Recommendation:
The sulsgommitteehas reviewed GGNAHe al t hcar eds fiHealt hePass
providing patient account information to its beneficiaries.
o After reviewing the toglthesulcommitteerecommends that BISHCA, in
coordination with the Act 191 pricing transparency pss; consider thiss
a potential option in enhancing patient awareness. These opportnaétks
to beconsideredn conjunction witha reviewof the implementation cost.
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C. Member Identification Cards

Goals:

1. Improve theprovider interaction wh the member by supplying key
information needed to efficiently process health insurance claims.

2. Evaluate thavailabletechnologythat wouldsupportsimplified andenhanced
payment proesseghelp patients anticipate and manage their health care costs,
shorten provider revenue cysl@nd help address patient delinquency.

3. Improve efficiencies of fronline staff in hospital facilities and professional
physician offices by providingey insurance information upont and
redudng the rework related to claims submissions.

4. Reduce call volume tpayers by providing information required to collect
copays, determine effective datdscoverageand complete claim processing
on themembe identification card.

5. Reduce contacts to Human Resouwtepartment®y providingmember out
of- pocket costs on the identification card.

6. Recommend a common dataset for member identification cards to allow for
ease of use.

Recommendation:

Based on the imrmation collected, having key elements on the Identification cards
would benefit the provider community through enhancing interaction with the
patients, redun of claims rejections, and increstefficiency of claims

processing. It does noppearasnecessary to mandate a member identification card
layout as itdoesto require key data to be available. Based on the information
reviewed, this requirement would have to be applied to all carriers doing business in
the State of ¥rmont. At this timeall but one carrier on the workgroup had the
majority of desired information on the member identification card.

e The subcommitteeecommendthat the following information be required
on member identification cards by 2010. Pay®ould begin replacing cards
during 2009 upon the grap renewal to reduce disruptiomith a
requirement that the full replacement be complete by Janua®@ 30,

Copay of Services

Subscriber ID

PrimaryCarePhysician

Effective Date ofPolicy

SubscribeName(even on dependent cajds

Billing Address

Group or Account Number

Subscriber Date of BirthOn all cards

O XN g~ WNE

Dependent Member Code
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[1. Simplification of Explanation of Benefits (EOB) and Patient Bills

PUTQOSGZ
To develop a methodology to provide clear billing information to patients.

Goal:
To produceconsistentconsumetfriendly, andunderstandable explanat®of
benefis and hospital and physician office billing statensent

Recommendatiors:

e Adopt the attached Explanation of Benefésms, definitionand formafts the
standard to be followed by alehlth insurance payers doing business in the State
of Vermont. Carriers may add additional explanatory text if they determine a

need. Begin implementation within one year and complete implementation within

two years of acceptance of this report.

e Adopt the attached hospital patient statemesich is modeled after the Patient
Friendly Billing Projectand require that all hospitals in the State of Vermont use

this model. Begin implementation within one year and complete implementation

within two yearsf acceptance of this report.

» Adopt the attached physician office statemueititich is modeled after the Patient
Friendly Billing Projectand require that physician officesth five (5) or more
providersuse this modebeginning impémentation within one year and
completng implementation within two years of acceptance of this report.

[1l. Prior Authorization Pilot

Purpose:

To review and determine if there are options for streamlining the administrative
processdr acquiring prior authorization approval.

Goal:
To eliminate unnecessary administrative steps and expendiiutesprior
authorization approval process.

Recommendation:

Due to the success of a pilot program between Cigna andriduRegional Medical
Center, the workgroup feels that developing a-wabed prior approval process
would save time and costs for physicians, faciljtsa®l health plans.

¢ Require that each health plan develop a-Wwabed prior approval procesghin
one year of acceptance of this report.

¢ Require that each health plan transfer information between their utilization
management and claims adjudication systems within 72 hours of the

6
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authorization. This process should be in place within six months oftancepof
this report.

IV. Credentialing

Purpose:

To identify and evaluate opportunities for simplifying and streamlining the
credentialing process.

Goals:

1. To ensure the successful implementation ofGbancil for Affordable Quality
Heathcare(CAQH) Universal Credentialing Datasource

2. To establishuniform timeperiodsfor organizationgo act on completed
credentialing applications

3. To diminate variatiorbetween payors related to billing fonysician assistas
and advancedurse practitioners

Recommendatiors:

ACTIVITY 1. CAQH Universal Credentialing Datasource.

Duringimplementatiorthe BISHCA received questions from practitioners regarding
the security of the CAQH system, and in particular the requirement to provide social
security numbers when completing the credentialing application. Information is
available on bottthe BISHCA and CAQH websites that outlines system security
features to ensure the confidentiality of provider information. The online CAQH
credentialing application requires practitioner social security nunbleesuse
information needed for credealing may only be available by social security

number. However, CAQH does accept the new National Provider Identifier (NPI)
required by the Centers for Medicare and Medicaid Services and the Health Insurance
Portability and Accountability Act (HIPAA). Cently all practitioners should have

a NPI numberhowever,ts full use has been delayed until May 2008. Unitil that

time, CAHQ will continue to require social security numbers on the online
credentialing application. Practitioners using the harg eepsion of the form can
check with insurers and/or hospitals to see if the social security number can be
omitted. BISHCA should continue to request that CAQH end their practice of
requiring the use of social security numbers.

ACTIVITY 2. Establish Uniform Periods for Organizations to Act on Completed
Credentialing Applications.

All Sponsors should work together to develop a reporting process to measure success
in meeting the voluntary 6€alendar day processing goal, as well as other efforts to
streamline, coordinate, and improve physician credentialing anteoentialing

processes.
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ACTIVITY 3. Eliminat ethe Variation Among Payers Relating to Billing for
Physician Assistants and Advanced Nurse Practitioners

Health insurance compis have different rules regarding the ability of physician
assistants and nurse practitioners to bill for health care semwicie$ adds to the
administrative burden for practices.

As shown on the attached table entitl®diestionnaire oBilling for Services of
Physician Assistants and Advanced Nurse PractitioB&BSVT and MVP allow
for the direct billing of services provided pliysicianassistants anedvancedurse
practitioners with a note indicating that the PA/ANP provided the service.

To reduce the administrative burden for practices, it is recommended that CIGNA and
OVHA adopt policies similar that of BCBSVT and MVP and allow for the direct
billing of services provided bghysicianassistants anddvancedursepractitioners.

V. Improving the Efficiency of Claims Adjudication

PUTQOSGZ
To review and determine options for simplifying the claims adjudication

administrative process. Representatives from physician offices and hospital billing
departments were concerned that different insurance companies have different claim
adjudication rules. The lack of consistency causes payment delays, appeals, and
additional administrative burden for providers and payers.

Goal:

To eliminate unnecessary administrative steps for claims processing with engphasis
requiring insurers to pride the appropriate level of information related to claims
processing rules.

Recommendation:

Over the course of the past year, shbcommittee has considered a number of
different approaches to achieve the goal of increased efficiency of claims
adjudication. Improving efficiency will be beneficial to four principal stakeholders
providers, payers, employer groypad patients. Thaubcommittee endorses
increased transparency as a Keyer towardsachievement othis goal.

e Adopt arule patterned on the California Department of Managed Health Care
Rules 81300.71.These Rules call for disclosing detailed payment policies
and rulesused to adjudicate claims, and requires methodologies to be
consistent with standards accepted hbyomally-recognized organizations,
federal regulatory bodies and major credentialing organizations. The subject
matter covered by these Rules parallele
discussion over the past year, and the members felt that if Vermont
commecial payers adhered to these rules, physicians and hospitals would gain
a much greater understanding of rules used to adjudicate claims.
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Although several payers were concerned about certain elements of the
California Managed Health Care Rules (seaétiments 21), subcommittee
members recommend that Vermont consider the adoption of a rule patterned
on the California Department of Managed Health Care Rules §1300.71 with
input into rulemaking from the provider and payer communities.

e Improved Notifiation- We recommend that payers improve the process by
which they notify providers of material changes to claim adjudication rules.
Characteristics of an improved process include:

a. Noatification should be made a minimum of 30 days in advance of the
implementation date.

b. The method of notification should be designed to reach the affected
parties.

c. Partiesaffected by the change should have an opportunity to comment
on the planned change.

VI.Si mplification of Workerso6 Compensat

Purpose:

To review and determine options for simplifying the claims adjdication
admi ni strative pCompeasat®oncfaims. Wor ker s o

Goal:
To explore means to simplify the process for worke@mpensation claims filing
processing and payment

Recommendations:
We recommend that the following steps be taken to minimize costs and maximize the

A

fundingcapacity of t heonmwagrakier s6 compensat.i

e Adopt the attached recommendation (Attachment F) for an amendment to

Title 18 and 21 to include

1.) Initial complaints may be made BISHCA by parties other than DOL
including other providers.

2.) Requireautomatic interest paid to providers for lack of timely payments in
alignment with medical and disability claims

3.) Authorize the DOL to track carrier protocols for claims receipt, daim
processing and claims paid, including an online claims status review
option for providers;

4.) Enable the DOL to have bill back authority for costs incurred in
investigations of the WC carriers;

5)Insuret hat penalties assersa@endarrergldei nst wor
deposited into a DOL administration fund to pay for tracking and
enforcement activities within the division.

Timeframe: July 2008
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Instead of requiring employers to fil ROl (first report of injury)with the WCSD
(workers compensatiosafety divisionpndreport injury to carrier, we

recommend that the process be streamlined and require employers to file FROI
with carriers within 72 hours so thedrriers can electronically filaLL FROI to

the WCSD, as required by law. This woulduk in one copy of the FROI Hte
WCSD and would be received electronically creating less delay in entering into
the WCSD tracking system and less entry errors to be dealt with by the Division
staff.

Timeframe: March 2008

¢ Since the data entry staff responsibility would be greatly reduced with
electronic submission of the majority of FROI, some of the four entry level
staffwould be freed up to monitor and track complaints about timely
payments These complaints, once verified with the provider and the carrier,
would be forwarded to BISHCA for enforcement of timely payments.

Timeframe: March 2008

e Eli minate the fAPattern of Practiceo regq
volume of claims frommindividual provider If this is not possible, require
the DOL to provide their own longitudinal study of carriers (over time) who
repeatedly delay payment or wrongly deny payment across multiple provider
groups, br purposes of creating in internal study of whether there is a
patterned practice requiring review.

Timeframe: July 2008

0 Itis our recommendation that the Legislature should carefully monitor the
implementation of the Texas law, which will take etféanuary 1, 2008, that
requires electronic claims filing from th
carriers. Addedbenefis to electronic filinginclude electronic recosbf claims
transmissions and the savingssa@fnificant material costs invada with copying
and mailing documents.

Timeframe: FebruaryJune 2008

U Itis our recommendation that the Legislature review cost savings estimated in
Attachment Gor analysis othetime spent by employer, phggan office staff,
hospital staff, WC carriers and WCSD. With these savings of time and associated
costs, we believe that modifications to the existing systems would more than pay
for themselves in a very short time period.

1C
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Appendix A

H. 861 Sec. 55COMMON CLAIMS AND PROCEDURES

(a) No later than July 1, 2008, the commissioner shall amend the rules adopted
pursuant to section 9408 of Title 18 as may be necessary to implement the
recommendations of the final report described in subsection (q) ckittion, as the
commissioner deems appropriate in his or her discretimthing in this section shall be
construed to alter the commissioner6s author

(b) No later than July 1, 2006, a common claims and proesdvork group shall
form, composed of:

(1) two representatives selected by the Vermont association of hospitals and health
systems;

(2) two representatives selected by the Vermont medical society;

(3) one representative of each of the three kirbealth care insurers;

(4) the director of the office of health access or designee;

(5) two representatives from business groups appointed by the governor;

(6) the health care ombudsman or designee;

(7) one representative of consumers appointethbyovernor; and

(8) the commissioner of the department of banking, insurance, securities and
health care administration or designee.

(c) The group shall design, recommend, and implement steps to achieve the following
goals:

(1) Simplifying the clams administration process for consumers, health care
providers, and others so that the process is more understandable and lesss$imnang.

(2) Lowering administrative costs in the health care financing system.

(d) The group shall elect a chair atfitst meeting. The chai r , or the <cha
designee, shall be responsible for scheduling meetings and ensuring the completion of the
reports called for in subsection (q) of this secti@ach organization represented on the
work group shall be askedtorca r i but e funds for the groupos

(e) On or before September 1, 2006, the work group shall presentyebwovork
plan and budget to the house committee on health care and the senate committee on
health and welfare.

11
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(f)_This workplan may include the elements of the claims administration process,
including claims forms, patient invoices, and explanation of benefits forms, payment
codes, claims submission and processing procedures, including electronic claims
processing, issues rékag to the prior authorization process and reimbursement for
services provided prior to being credentialed.

() The work group shall make an interim report to the governor and the general
assembly on or before January 15, 2007 describing the progtéesgsbup and any
interim steps taken to achieve the goals of the work plée. work group shall make a
final report to the governor and the general assembly on or before January 15, 2008 with
the findings that illustrate the outcomes of implementatit@is/ed from the work group
actions along with a list of future actions and goals, which shall specify cost savings
achieved and expected future savings.

12
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Appendix B

Common Claim&Vork Group

2 Hospital Representatives
Tom Huebner
Jane Vizvarie

thuebner@rrmc.org
Jane.Vizvarie@vtmednet.org

2 Vermont Medical Society Representatives

Paul Harrington
David Jillson

1 Representative from Each Insurer

Bretta Karp- Cigna
Jim Hester MVP
Walter Merrow- BCBS

Director of OVHA or Designee
Nancy Clermont

2 Business Group Representatives

Lauren Parker
Allen Nassif

Health Care Ombudsmanor Designee

Jenny Prosser

1 Consumer Representative
Judy Sassorossi

Commissioner of BISHCA or Designee

Herb W. Olson

Additional workqgroup participants

Nancy Dahm, RN MVP
Gisele CarbonneauMVP
Susan Lohnes MVP
Julie Langari MVP
Michelle Shader MVP
William Little 7 MVP
Michelle Shader MVP
KateFalvo- MVP

Emily Fair- BCBS

Kathy Peterson Rutland
Cherie Bergeron OVHA
Don George BCBS
Jason Soukup CIGNA
Jaime Ellermanin CIGNA

pharrington@vtmd.org
djillson@aosvt.com

bretta.karp@cignaom
jhester@mvphealthcare.com
merroww@bcbsvt.com

nancycl@ahs.state.us.vt

Iparker@mbaresources.com
Allen@vtbenefits.com

jprosser@vtlegalaid.org

judys@FJGFinancial.com.

hwolson@bishca.vt.state.us

ndahm@mvphealthcare.com

747-1600
847-8240

2237898
862-3983

888.244.6264 (x76455)

2646510
371-3310

8795953

2233917
8652733

8637155

8655000

8282900

2646569

gcarbonneau@mvphealthcare.cor@o4-6511

slohnes@mvphealthcare.com
jlangan@mvphealthcare.com
mshader@mvphealthcare.com
wlittle@mvphealthcare.com
mshader@mvphealthcare.com
kfalvo@mvphealthcare.com
faire@bcbsvt.com
kpeteso@rrmc.org
cherie.bergeron@eds.com
georged@bcbsvt.com
Jason.Soukup2@cigna.com
jaime.ellermann@cigna.com
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pjones@bishca.staté.us 8282917
dkahn@bishca.state.vt.us 8282906
cfuller@kellerfuller.com 8646787
michael@vahhs.org 2233461 x103
bironp@bcbsvt.com

jgiaimo@atg.state.vt.us 8285621
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STANDARDIZATI ON OF MEMBER IDENTIFICATION CARD
& MAXIMIZATION OF ELECTRONIC TRANSACTIONS

Common Claims and Administrative Simplification
(Act 191, Sec. 55)

Project Title:

Standardization of Member Identification Card & Maximization of Electronic
Transactions.

Project Goals:

Identify Opportunities That Would Increase Electronic Claims Transactions
1. Evaluate best in class operations that are used to increase electronic transactions
while containing costs.
2. Evaluate the utilization of 837 file attachmentsdi$o capture and pass
coordination of benefits information to payers. Determine how useful this information
is and see if there is an opportunity to replicate such functionality.

Member Identification Cards:
3. Improve the provider interaction with tiheember by supplying key information
needed to efficiently process health insurance claims.
4. Evaluate the technology available that would allow feolkation that would
simplify and improve payment processes, help patients anticipate and manage their
hedth care costs, shorten provider revenue cycles, and help address patient
delinquency.
5. Improve efficiencies of fronline staff in hospital facilities and professional
physician offices by providing key insurance information up front and reducing the
rework related to claims submissions.
6. Reduce call volume to payers by providing information required to collect copays,
determine effective dates, and complete claim processing on the member identification
card.
7. Reduce contacts to Human Resource Depamts by providing member out of
pocket costs on the identification card.
8. Recommend a common dataset for member identification cards to allow for ease
of use.

Subcommittee Members:

Name: Organization
Emily Fair Blue Cross Blue Shield of Vermont
JasorSoukup CIGNA
Julie Langan MVP
Lauren Parker MBA Resource- Business Group
Repesentative
Chere Bergeron Office of Vermont Health Acces&DS
Judy Sassorossi Consumer Representative
Jane Vizvarie Fletcher Allen Health Care

15
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Summary of Workgroup Activity

Electronic Processes:

The subcommittee originally began with a sco
electronic claims with coordination of benefits information, electronic claims remediation
processes, and the standardization of menadeetification cards. In addition, the

subcommittee evaluated opportunities to track membeiodupocket costs and obtain

the cost of healthcare services. The subcommittee also examined the concept of having a
centralized location that would act asl@atinghouse for payers and providers to help

reduce the cost of such enhancements.

The subcommittee identified seven states in the nation that have organizations supporting
standardization of processes and electronic transactions: Utah, North Carolina,
Wisconsin, Michigan, Oregon, Massachusetts, and Washington. The subcommittee
successfully made contact with the Utah Health Information Network (UHIN). A
representative from UHIN delivered a comprehensive overview of the organization and
its role in suppding electronic transactions between payers and providers. As noted on
the UHIN public website, the Utah Health Information Network (UHIN) has been a
broadbased coalition of Utah health insurers, providers, and other interested parties,
including Stategovernment, since 1993. This bodralsed steering committee works
collaboratively to reach consensus on process improvements which are later adopted as
administrative rules by the Utah Insurance Department.-tArgt agreements have been
instituted to dal with any issues members might have regarding the sharing of
information. UHIN members have come together for the universal goal of reducing
health care costs through the use of electronic data interchange (Ed)members of

UHIN have worked to prade a vehicle to pass electronic transactions from providers to
payers. Currently payers are still expected to utilize internal edits to conduct data
scrubbing of the information passed through UHIN. (See attachment A for UHIN
presentation). At this timgHIN is working to enhance their current electronic abilities
and istaking steps to include the acceptance of coordination of benefits information
within the next two years. This expanded functionality is expected to further increase the
electronic volume

Members of the Common Claims Committee conducted outreach to various stakeholders
who interact with UHIN and the following feedback was noted:

Stakeholder #1Department of Banking and Insurance, Utah.

e The biggest lesson learned is to have-ioufyom major players (hospitals,

physicians, payers, etc.). UHIN started out as a voluntary effort between large

payers, and they then asked the state to step in to make participation more of a

requirement. The payers had a willingness to share informdicart eheir

systems, which really was <cruci al to the
e A second lesson learned is that the initiative needs a business model that works.

UHIN has a sound model that makes money. Payers are assessed a per

transaction fee with an anrfw@p; providers pay a flat fee based on the size of the

practice. The business model/fee structure is not as apparent for the clinical

16
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transactions; UHIN is still struggling with that. The agreements with providers
and payers cover all UHIN activity, sohey dond6t have to be con
rewritten for new initiatives.

Stakeholder # 2 SH Management Inc (Billing Service)

The billing service does business with UHIN because it provides them an outlet to

submit claims and receive payment remittancethose claims. All contacts for this

activity go through one centralized organization.

e The UHIN system cuts down on manual entry and therefore requires less staffing;
however, denials can at times be hard to read. In addition it would be better if
UHINdidmor e data scrubbing on the electroni
mailbox.

Stakeholder #-3CIGNA Contacts from Utah

e CIGNA is contractually bound to have all clearinghouse transactions flow to
CIGNA via Emdeon. A key metric for CIGNA is the electroglaim submission
percent. Our January VT result was 75.84% and the UT result was 74.77%. With
UHIN in place for many years yielding a rate for CIGNA that is lower than VT's
and is well below our national result, CIGNA does not see any incremental value
from UHIN.

e Communication is key when organizations like UHIN are created. CIGNA has
had issues with UHIN advising Utah providers that they could not submit claims
to CIGNA because the payer did not directly connect to UHIN. This was not the
case and waster resolved but CIGNA had to take on their own communication
efforts to clarify the issue.

Stakeholder #-4Blue Cross Blue Shield of Utah

e The claims submission tools used by UHIN were actually originally developed
through a partnership between the@(Dross Plan and the HCFA organization
back in the late 1980s. This was jointly funded between the two of them at an
average cost of about $50,08000,000. The project took 6 months to 1 year to
implement. The tools were implemented with Medicare in raimdi once the
providers got a chance to use it, they wanted to have it for all carriers. This is how
UHIN came to be.

e BCBS of Utah still owns the software and keeps the systems up to date. At first
there were competitive concerns with the Blues Plan bamg§jlter but they don't
do anything to scrub the data, they justascthe vehicle. This was later resolved
through the enactment of aititust agreements.

e Providers have to pay an annual fee of $125 to be part of UHIN and the carriers
are charged oa transaction leveif $.017 per claim

e Overall Blue Cross Blue Shield of Utah had very positive things to say about the
program as a whole and indicated that it has really helped the providers to submit
claims electronically. They also mentioned that rbera can use this website to
check claim status.

17
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Recmmmendations:

1. As noted above, there are seven known entities throughout the nation that support
electronic sharing of information. Based on research and feedback, different stakeholders
view the valie of such organizations based on their primary interaction with them. The
subcommittee is not recommending that the State of Vermont implement a lik&IN
organization at this time. However the Common Claims Work Group would like the State
of Vermont toclosely examine the process used by the UHIN organization to identify and
implement rules.The subcommittee recommends that the Commissioner of Banking,
Insurance, Securities, and Health Care Administration develop an ongoing collaborative
process similato that used by UHINo aggressively seek electronic solutions to improve
efficiency, reduce costs, and improve timeliness. A key to success is to develop a
business model that allows for collaboration prior to moving an idea through the
rulemaking process. A collaborative process that encourages best practices would allow
BISHCA to successfully implement rules that make good business sense.

2. The Council for Affordable Quality Health Care (CAQH) has another avenue that the
Common Claims Wdtr Group feels is worth exploration. They have recently developed
an initiative called CORE. CORE is intended to provide a universal vehicle for health

pl ans and providers to use to support el
description of COR:
iCommittee on Operating ORGORES for Inform

CAQH launched the Committee on Operating Rules for Information Exchange (CORE)
based on research showing that improved electronic access to consistent, aandrate,
timely healthcare administrative information would significantly reduce the resources
required by providers to verify patient coverage, enable them to submit clean alaiims
help eliminate bad debt.

CORE has brought together more than 100 industry stakeholders (health plans, hospitals,
providers, vendors, CMS and other government agenassociations, regional entities,
standareketting organizations and other healthcare entities) to achieve that goal.
Participantscollectively cove more than 130 million lives, or more than 75 percent of

the commercially insureghlus Medicare and stateased Medicaid beneficiaries.

In addressing this challenge, CORE was designed to answer the qué&dtion: c an 6t
verifying patient eligibility and énefits and other administrative data in provider offices
be as easy as making an ATM withdraw@lz CORE vision is:

A Provider access to healthcare administrative information before or at the time
of service using the electronic system of their choice for any patient or health plan.

Working in collaboration, CORE participants are building consensus on a setatirogpe
rules that will:

A enhance interoperability between providers and payers
A streamline eligibility and benefits data transactions
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A reduce the amount of time and resources providers spend on administrative
functions.

Operating ules build on existing standards, such as HIPAA, to make electronic
transactions more predictable and consistent, regardless of the technology. To this end,
CORE will not develop software solutions, a switch, database or central repository.

According to aecent CAQH study, providers may reduce labor costs associated with
verifying insurance coverage as much as 50 percent by moving frominddosive
verification methods (web, fax and phone) to automated HIPAA transactitwadth

plans also could achie significant labor savings, as the study showed that average labor
costs per phone call are $1.38 vs. $0.00 for an automated transaction.

CORE has been designed as a nlitase initiative. Phase | rules will help providers:

A determine whether laealth plan covers the patient
A determine patient benefit coverage
A confirm coverage of certain treatments and the p@iewpay, coinsurance

and base deductible (as defined in the member contract)

To date, nearly fifty organizationseacertified as complying with or endorsing the CORE

rules. Several additional organizations are committed to completing the certification
process by the end of 2007, and others are
second set of rules, expectecb®wannounced early in 2008, will address more complex
eligibility components and claims status, both included under HIPAA.

Interoperability will be the foundation for any lotgrm solution to improve healthcare
administration, and CORE is an importanpsteward achieving that goal. The CORE

rules are being integrated into national initiatives to harmonize technology standards; and
as state health information initiatives across the country discuss ways to address
interoperability, they are considering tG®RE rules as a component of their

coll aborationo.

Timeline

e Evaluate existing organizations initiativesin a formal learning process in
200820009.

e Determine if there is a need to implement late 2009.

Consumer Tools to Track Outof-Pocket Costs:

After the evaluation of electronic claims options was concluded, the subcommittee began
to review options that would help consumers anticipate healthcare costs and tiaiek out
pocket expenses, as well as assist providers with timely collection of cenpayments.

The industry has been observing a more pronounced need for such technology as more
consumers move to higleductible health plans. On October 31, 2006 CIGNA issued a
press release regarding a new technology called HealthePasg&Mollowing details
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were taken directly from the press release outlining this new tool for consumers.
(Attachment B) HealthePassSM features a sibthe-art "hold-andsettle" process that
reserves the patient's payment from their funding source, such as sshealts account

or line of credit, and releases the patient payment at the same time the insurance claim is
settled.

The intent was to make this available at no additional cost for prowidheraccept

credit cards. This solution leverages bafstlass capabilities provided by Metavante and
Thomson Medstat to streamline all the financial facets of a visit to the doctor's office or a
hospital stay. Using HealthePass, both the patient and the provider will know the patient's
estimated costs up front@ibe able to ensure funding so the provider does not have to

bill the patient separately.

How HealthePassSM will work:

» Patient Obligation EstimaterHealthePassSM will provide patients and their
providers with reatime treatment cost estimates thateeflthe patient's specific
co-pays, deductible balances, coinsurance, and other factors. The itemized cost
estimate is generated by Thomson Medstat's proprietary treatment cost calculation
tool and backed by its deep analytic and predictive modeling éseédproviders
can quickly obtain estimates using their method of preference: desktop interface,
phone, or fax.

» Flexible Payment OptionsUsing a financial institutiongyment network and
functionality, HealthePass will feature an integrated, "mplirse" card that will
provide consumers with access to available health fund accounts and consumer
credit and debt financing.

o Simpler Payment ProcesdJsing a financial institution "holdndsettle" process,
HealthePass will allow patients to reserve paynfram their health funding
accounts right in the doctor's office. HealthePass offers providers financial
assurances that those amounts will be paid quickly and efficiently, and will
eliminate the time and expense of patient collections. The paymeetsprod|
be supported by Metavante Healthcare Payment Solution technology.

CIGNA HealthCare plans to launch HealthePassSM with select employers, members and
providers in 2007, with subsequent rollouts across the country.

The cost behind this type of teailogy isyet to be determinedThe HealthePassSM

could be very beneficial to both members and providers as they attempt to calculate
expected cost and collect payments. It could, however, prove to be costly to implement
depending on the size of the heaithn.

Recommendation:

CIGNA began piloting the HealtheP&dd in their Arizona market in 2006 his Pilot is
intended to continue through the first half of 200&e pilot is going well and CIGNA

feels that the cost estimator portion of the productbleas refineghowever the

financial institution that will perform the hold and settle function is TEDGNA has

made a strong recommendation to their product development team to use VT as a Pilot
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market as well.This Pilot would require collaborationoim a large provider in the state
such ad-letcher Allen Health Care.

If this pilot is successful, there should be consideraifohroadening the functionality to
other users outside of CIGNA in 2009.

Member Identification Card:

The last iem evaluated bthe subcommittee was the member identification card. The
team evaluated the options of standardizing the data elements captured on the member
identification card because the following opportunities were identified:

e Providers need certairelf elements to submit claims or collect copays at the time
of service. When that information is not captured on the member identification
card, it may cause incorrect claims rejection, rework, and collection issues on the
backend.

e Certain payers also refied receiving phone calls from providers when effective
dates, member codes, and copayments were not shown on the card.

e Lastly, providers indicated that it is often necessary to make photocopies of
member insurance cards for billing purposes and the rabtercolorations do
not always copy in a way that is readable.

In an effort to identify the current states well as the future needs, the subcommittee
created a matrix of all the data elements captured by health payers who were represented
on the Commor€laims Committee. (Attachment C) In preparation for improving the
identification cards, a survey was sent to providers requesting their feedback on which
possible elements would be most beneficial to include, as well as any other feedback they
have abouthe identification cards in general. As of August 27, thirteen responses have
been received from eleven different organizations. Table 1 includes the average ranking
of the importance of the elements that could be included on the member identification
card.

Table 1: Average rating of possible elements for Identification Card and additional
elements suggested. (Elements were rankedvith 1 being most important and 5 being
least important.)

Element Ranking (avg.)
Copay amount Primary Care Provide 2.12
Copay amount Specialty 2.43
Copay amount Emergency 1.68
Copay amount Inpatient 1.95
Copay amount Outpatient 1.68
Copay amount Prescription 3.23
Subscriber ID 1.31
Primary care physician 2.69
Effective date of policy 2.19
Subscrber name even on dependent cards 1.81
Billing address 2.15
Prescription benefit information 3.25
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Group or Account Number 1.38
Subscriber Date of BirthOn all cards 1.58
Dependent Member Code 2.38
Employer Namgor large group 2.63
Additional Elements Suggested
Electronic Payer ID 2
Medicare Health Plan/Advantage Plan 2
Phone Number for Customer Service and Mental He 1
Prescription Phone Number (two responses) 5
Type of Plan(PPO, sHMO¢) 1.75
Date Card Issued (Currently, the printed date is shov 1

on the back of the BCBSVT ID card)

Insurance log if part of a netweik for contracts 1

Annual Deductible 2

Responses varied a great deal according to the function of the persdatoagripe

survey, but this is to be expected. For ins
rank the specialist copay higher than the primary care physician (P{RY,a&s it

impacts their daily work more. The reverse was also true as Pic&salfd not feel they

needed to know the specialist copays. Some facility results were only concerned with

information that allows them to process billing correctly (Subscriber ID, Name and

Group/Account Number for example). There was not wide vamiatithe ranking

results.

In addition to the desired elements, the subcommittee asked providers to outline other
benefits they would foresee getting, both soft as well as cost reductions. The following
came out of that exercise.

1) Improved interaction wit the member by supplying key information needed
to efficiently process health insurance claims.

2) Improved efficiencies of frorine staff in hospital facilities and
professional physician offices by providing key insurance information up
front and reducig rework related to claims submissions.

3) Reduction in call volume to payers by providing information required to
collect copays, determine effective dates, and complete claim processing on
the member identification card.

Also, providers were asked to idéptany additional outcomes that they felt would be
possible. All additional outcomes that providers identified as beneficial are indicated in
Table 2.

Table 2: Possible benefits not included as part of the survey.

Benefit Projected Yearly Savings
Increased productivity of four staff | $7,500 per year (facility)
members
Increased patient satisfaction Apricel esso
Reduced denials, reduced se#y Acoul d be signific

collection costs, reduced bad debt
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Reduced patient conflicts/issues po
billing and increased patient
satisfaction

(savings not indicated)

Less time spent on the phone for pr|
authorization if not needed
(two responses for this)

(savings not indicated)

Subscriber date of birth saves pap
claims to insurance and telephone
calls topatient for info.

(savings not indicated)

Copays save telephone calls to
insurance

(savings not indicated)

Ability to access information quickly|

1 hr per day x 250 (working days per
year) x $14 per hour=$3,500

Reduction in revork and followup

Likely an FTE change

Acceleration in cash with correct
billing

Unable to quantify

Fewer patient collection calls. We
made 262 calls in a 10 day period tf
were associated with quays.

Estimate of 6,650 phone calls regarding
co-pays in one year

Reduced codb collect by enabling

Savings for the 5 depts. currently doing

upfront collections (reduced
statement costs and bad debt
expense/commissions)

upfront collections would be $12,410.
Add statement costs and more depts.
collecting upfront, total savings at least
$31,500.

The responses noted in table 2 showed a lot of variation. Smaller physician offices could
more easily quantify the benefits, while larger facilities had difficulty doing so.

The subcommittee also asked Blue Cross Blue Shield of VeymiyMP, and CIGNA to
assess the costs and benefits of the additional elements for their organizations. For the
most part the payers reported that this would just result in a cost for them and yield little
benefits, with the exception of Blue Cross Bluée®hof Vermont, which projected a
$20,000 savings per year from a reduction in phone calls to the Plan. The three payers
reported that the average cost to reissue a member identification card would range from
$1.00$1.10 per member. The detailed feedblaglpayer is listed below:

Payer 1 Blue Cross Blue Shield of Vermont:

e Currently BCBS of Vermont does not have copayment information or member
effective dates on théentification card. The reduction in calls was calculated
using an estimate of how maoglls the Plan gets each year for copayments and
effective dates.

Payer 2 MVP

¢ MVP did not anticipate any savings at all due to the proposed changes to the
identification cards; in fact it's quite the opposite.

e Including the PCP information on the tard is not an option for us at this time
for the following reasons:
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1) Not all products require a PCP so the information is not captured for these
individuals

2) Not all individuals requiring a PCP actually choose a PCP; this will delay the
processingf cards and cause member dissatisfaction we angitiog to
undertake.

3) The cost to send cards out based upon a change in PCP is exorbitant

Payer 3 CIGNA Healthcare:

e Mandating benefit data as depicted in the survey will increase administrative
complexity and potentially cause additional confusion with providers and
members. Space constraints that exist on cards today do not always allow full
clarity in benefit information to be meaningful at the point of service, potentially
causing more membend provider confusion. Our immediate goal is to bring
cutting edge products to the marketplace and our resources (both financial and
operational) are wholly focused on delivering those products. We are always
evaluating ways to improve the provider andmber experience with us through
our product upgrades, and electronic web services are generally preferred over
detailing benefit information on a physical ID card.

¢ |n addition CIGNA also had the following comments regarding the data elements
captured orthe card.

0 Subscriber ID This element should be renamed member ID.

o Primary care physicianThis element should include the caveat, if
applicable.Many plans do not require the member to select a primary care
physician.

0 Subscriber nameven on depedent cardsand #8 Subscriber date of birth
on all cards These elements are not necessary on ID cards.

o0 Dependent member coddhis element should include the caveat, if
applicable. The member dependent code is included as part of the member
ID number as it is not a separate number.

Recommendation:

Based on the information collected, having key elements on the member identification
cards would benefit the provider community through enhancing interaction with the
patients, reducing claims rejectionagdancreasing the efficiency of claims processing. It
does not appeasnecessary to mandate a member identification card |lagsitidoesto
require key data to be available. Based on the information reviewed, this requirement
would hare to be applied to all carriers doing business in the State of Vermont. At this
time, all but one carrier on the workgroup had the majority of desired information on the
member identification card. It would be the recommendation of théesu that the
following information be required on member identification cards by 2Ragers would
begin replacing cards during 2Q@on the group renewal to reduce disruptigith a
requirement that the full replacement be complete by January 30, 2010.
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Copay amounSpecialty

Copay amount Emergency

Copay amount Inpatient

Copay amount Outpatient

Copay amount Primary Care Physician

Subscriber ID

Primary care physician

Effective date of current policy

O XN OB W=

Subscriber name even on dependent cards

[EEN
o

. PayerBilling address

=
=

. Group or Account Number

[EEN
N

. Subscriber Date of BirthOn all cards*

[EEN
w

. Dependent Member Code

[EEN
N

. Subscriber name even on dependent cards

* The use of date of birth, although requested, is cautioned due to personnel health
information (PHI)exposure should the member Idkeinsurance card
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Attachment B
News Releases

<< [Back to News Releages

CIGNA HealthCare to Launch HealthePass(SM) to Assist Patients in Paying for
Health Care
New Solution to Leverage American Express Healthcare Payment Capabilities

BLOOMFIELD, Conn., Oct. 31, 2006 /PRNewswirgstCall/-- CIGNA HealthCare

today announced HealthePa$sa comprehensive new solution designed to simplify and
improve payment mcesses to help patients anticipate and manage their health care costs,
shorten provider revenue cycle and help address patient bad debt.

HealthePass will feature American Express' stédme-art "hold-andsettle" process that
reserves the patient's pagnt from their funding source, such as a health savings account
or line of credit, and releases the patient payment at the same time the insurance claim is
settled.

HealthePass will be made available by CIGNA at no additional cost for providers that
accepftredit cards. This solution leverages bafstlass capabilities provided by

Metavante and Thomson Medstat to streamline all the financial facets of a visit to the
doctor's office or a hospital stay. Using HealthePass, both patient and provider will know
the patient's estimated costs up front and be able to ensure payment funding so the
provider does not have to separately bill the patient. An online demonstration of
HealthePass is availalbdaline

HealthePass has sparked interest in the provider community, including the Hospital
Corporation of America (HCA) which owns and operates approximately 182 hospitals
and 94 freestanding surgery centers in 22 states. Said HCA East Blmiglan

President, Stephen L. Royal: "CIGNA HealthCare is clearly listening to providers'
concerns about reducing administrative costs and alleviating business complexity.

"We are pleased that CIGNA understands provider concerns regarding challenges in
cadlecting member responsibility and is taking positive steps to address them," Royal
said. "The fact that HealthePass is being designed so that providers do not have to
purchase new equipment or change business processes, and may use the system for a
numberof different payers, demonstrates that CIGNA is committed to a 21st century
solution for the provider community."

According to CIGNA HealthCare President David Cordani, the goal is to remove issues
that may become a distraction in the patient/physiciatioaship: "We are taking a
collaborative approach that replicates the ease and simplicity of a typical retail
transaction in order to address patient and provider concerns about how services will be
paid, so that all parties can focus on what matters nesalth and wellness.

"Using the expertise and capabilities of one of America's leading consumer and business
financial services firms is an important attribute of the HealthePass solution," he added.
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David Bonalle, Vice President of Healthcare at Amemi Express, concurs: "By teaming
up with CIGNA, our cuttingedge technology and capabilities will offer consumers and
providers the financial assurances they need. Consumers will have flexible financing
options and access to available health fund accowhite providers can now be paid
quickly and efficiently, and eliminate the time and expenses associated with patient
collections."

How HealthePass will work:

» Patient Obligation EstimaterHealthePass will provide patients and their
providers with reatime treatment cost estimates that reflect the patient's specific
co-pays, deductible balances, coinsurance, and other factors. The itemized cost
estimate is generated by Thomson Medstat's proprietary treatment cost calculation
tool and backed by its deepadytic and predictive modeling expertise. Providers
can quickly obtain estimates using their method of preference: desktop interface,
phone, or fax.

» Flexible Payment OptionsUtilizing American Express' payment network and
functionality, HealthePass Wileature an integrated, "mulfpurse” card that will
provide consumers with access to available health fund accounts and consumer
credit and debt financing.

o Simpler Payment Process$Jsing the American Express "hedhdsettle”
process, HealthePass wdkliver the ability for patients to reserve payment from
their health funding accountsight in the doctor's office. HealthePass offers
providers financial assurances that those amounts will be paid quickly and
efficiently, and will eliminate the timenal expense of patient collections. The
payment process will be backed by Metavante Healthcare Payment Solution
technology.

CIGNA HealthCare plans to launch HealthePass with select employers, members and
providers in 2007, with subsequent rollouts acrbescountry.

About CIGNA HealthCare

CIGNA HealthCare, headquartered in Bloomfield, CT, provides medical benefits plans,
dental coverage, behavioral health coverage, pharmacy benefits and products and services
that integrate and analyze information to supponsumerism and health advocacy.

"CIGNA HealthCare" refers to various operating subsidiaries of CIGNA Corporation

(NYSE: CI). Products and services are provided by these operating subsidiaries and not

by CIGNA Corporation.

About American Express

AmericanExpress Companyhitp://www.americanexpress.conm a leading global
payments, network and travel company founded in 1850. (NYSE: AXP)

About Metavante

Metavante Corporation delivers banking ggayments technologies to financial services
firms and businesses worldwide. Metavante products and services drive account
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processing for deposit, loan and trust systems, ifbaged and conventional check
processing, electronic funds transfer, consumethtsae payments, and electronic
presentment and payment. Headquartered in Milwaukee, Metavante
(http://www.metavante.com) is wholly owned by Marshall & lisley Corporation (NYSE:
MI).

About Thomson Corporation

The Thomson Corporatiotfp://www.thomson.con)/ with 2005 revenues of

approximately $8.40 billion, is a global leader in providing integrated information
solutions to business and professional customers. Thomson provideaddéce

information, eftware tools and applications to more than 20 million users in the fields of
law, tax, accounting, financial services, higher education, reference information,
corporate dearning and assessment, scientific research and healthcare. With operational
headgarters in Stamford, Conn., Thomson has approximately 40,500 employees and
provides services in approximately 130 countries. The Corporation's common shares are
listed on the New York and Toronto stock exchanges (NYSE: TOC) Toronto. Thomson
Medstat http://www.medstat.comsolutions- including business intelligence and
benchmark databases, decision support solutions, and research sérgipesmployers,
government agencies, health plans, hospitats paarmaceutical companies manage the
cost and quality of healthcare.

SOURCE: CIGNA HealthCare

CONTACT: Joseph Mondy of CIGNA HealthCare ,-880-226-5499, or
joseph.mondy@cigna.com

Web Site:http//www.americanexpress.com/
http://www.cigna.com/
http://www.medstat.com/
http://www.metavante.com/
http://www.thomson.com/
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Attachment C

Standardization of Member Identification Card Survey Results
August 27, 2007

In preparation for improving our identification cards, a survey was sent to pvider
requesting their feedback on which possible elements would be most beneficial to include
for them as well as any other feedback they have about the identification cards in
general. As of August 27, thirteen responses have been received from elexrentdiff
organizations. One response was also received from a pdoyeln was not included in

this report as the intent of the survey was to capture feedback from providers. Table 1
includes the average ranking of the importance of the elements thabeaunlkduded on

the member identification card.

Table 1: Average rating of possible elements for Identification Card and additional
elements suggested. (Elements were rankedavith 1 being most important and 5 being
least important.)

Element Ranking (avg.)
Copay amount Primary Care Provider 2.12
Copay amount Specialty 2.43
Copay amount Emergency 1.68
Copay amount Inpatient 1.95
Copay amount Outpatient 1.68
Copay amount Prescription 3.23
Subscriber ID 1.31
Primary care physician 2.69
Effective date of policy 2.19
Subscriber name even on dependent cards 1.81
Billing address 2.15
Prescription benefit information 3.25
Group or Account Number 1.38
Subscriber Date of BirthOn all cards 1.58
Dependent Member Code 2.38
Employer Naméfor large group 2.63
Additional Elements Suggested

Electronic Payer ID 2
Medicare Health Plan/Advantage Plan 2
Phone Number for CS and MH (two responses) 1
Prescription Phone Number (two responses) 5
Type of Pl an( PPOnpsesff MOé) 1.75
Date Card Issued (Currently, the printed date is shov 1
on the back of the BCBSVT ID card)

Insurance log if part of a netweitk for contracts 1
Annual Deductible 2

Responses varied a great deal in response to the function of the gmrgaating the
survey, but this is to be expected. For
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rank the specialist copay higher than the PCP ¢@say impacts their daily work more.
The reverse was also true as PCP offices did not feehtteded to know the specialist
copays. Some facii@gswere only concerned with information that allows them to
process billing correctly (Subscriber ID, Name and Group/Account Number for

example).

Three possible outcomes were identified 8adtion 2 of the survey asks if the provider
agrees with those outcomes. Every response received has agreed that these are possible
outcomes of the improvements to the Identification Cards. The identified possible

outcomes are:

e Improve theprovider irteraction with the member by supplying key information
needed to efficiently process health insurance claims.

e Improve efficiencies of fronline staff in hospital facilities and professional
physician offices by providing key insurance information upfeord reduce the
rework related tolaims submissions

e Reduce call volume tpayers by providing information required to collect copays,
determine effective dates, and complete claim processing onetider

identification card.

Also, providers were asked identify any additional outcomes that they felt would be
possible. All additional outcomes identified by providers as of August 27, 2007 have
been identified as beneficial and are indicated in Table 2.

Table 2: Possible benefits not included as pgite survey.

Benefit Projected Yearly Savings Organization
Increase productivity of four staf| 4,160 hours per year = Copley Hospital
members $75,000.00
Increased patient satisfaction | fipriceles® Copley Hospital

Reduced denials, reduced spHy

ficould be significartt

North Country

collection costs, reduced bad de Hospital

Reduced patient conflicts/issueg (savings not indicated) North Country
post billing and increased patien Hospital
satisfaction

Less time spent on the phone fo (savings not indicated) John Coc(

prior authorkation if not needed
(two responses for this)

(both responses)

Sub DOB saves paper claims to
insurance and telephone calls tc
patient for info.

(savings not indicated)

Dianne Bolza

Copays save telephone cdls
insurance

(savings not indicated)

Dianne Bolza

Able to access information
quickly

1 hr per day x 250 (working
days per year) x $14 per
hour=$3,500

Dave Jillson

Reduction in revork and follow

up

Likely an FTE change

Fletcher Allen
Health Care
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Accelea@tion in cash with correct| Unable to quantify Fletcher Allen
billing Health Care

Fewer patient collection calls. | Estimate of 6,650 phone calls MBA Resouces
We made 262 calls in a 10 day | regarding cepays in one year
period that were associated with

co-pays.

Reduced cost to collect by Savings for the 5 depts. Rutland Regional
enabling upfront collections currently doing upfront Medical Center
(reduced statement costs and bi collections would be $12,410,

debt expense/commissions) Add statement costs and mor

depts. collecting upfrontotal
savings of at least $31,500.
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SIMPLIFICATION OF EXPLANATION OF BENEFITS AND
PATIENT BILLS

Common Claims and Administrative Simplification
(Act 191, Sec. 55)

Project Title: Simplification of Explanation of Bend$ and Patient Bills

Project Goal:

To produce consistentonsumeifriendly, andunderstandable explanatsof benefis
and hospital and physician office billing statensg¢atminimize confusion and improve
consumer satisfaction.

At the conclusiorof our work we will produce two items:
1. A common terminology and definition list and a minimum content data set and
layout for payer explanations of benefits which are mailed to patients

2. A common terminology and definition list and a minimum contiéa set and
layout for hospital and physician statements to patients.

SubcommitteeMembers:

Kathy Peterson, Director of Patient Accounting, Rutland Regional Medical Center
Ann Lefevre, Associates in Orthopaedic Surgery

Jaime Ellermann, CIGNA

Deb Din, MVP

Michelle Shader, MVP

Emily Fair, Blue Cross Blue Shield of Vermont

Lauren Parker, MBA Resources

Cherie Bergeron, EDS

Summary of SubcommitteeActivity:

In preparation for establishing common terminology and designing explanations of
benefits from pyers and statements from hospitals and physician qgffloes
subcommitteeadid the following:

e Collected and analyzed Explanatsamf Benefits from MVP, Blue Cross Blue
Shield of Vermont and CIGNA.

e Collected and analyzed patient statements from mdbediospitals in Vermont.
Analyzed the differences in terminology used by hospitals and paydrgyreat
variation noted from payer to payer as well as hospital to hospital.

e Explored the opportunity afonductingfocus groups iocal areato establish
consumeneeds.

e Prepared a Request For Informatiorcémductfocus groupsandreviewed and
analyzed the responses. A determination was madedahdtictingour own
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focus groups was cost prohibitive and there were other resawaiasble which
could provide us the information on consumer needs in this area.
e Gathered the focus group results and documentation from the Healthcare
Financi al Management Associationdés Pati en
these results as a bakis our design work.
e Gathered datanthe most commopatientquestions from MBA resourceshich
bills for 45 practices with 175 providers.

After the above data was reviewed and analyttexigroup:

e Developed the items needed on an ExplanatilBenefitshatwould
mathematically equatend would allowpatient/consumes to follow the
mathematical logic and easily determine what the insurance paid and what
remained as their payment respibilities.

e Developed the definitions for the terminology on the Explanation of Benefits and
had this reviewed by a reading level specialist for grade level determination.
This single common terminology will then be used on all Explanations of Benefits
from all payers. (see attachment 1)

e Developed the layout and design of the Explanation of Benefits. This process
encompassed much feedback from the major pagensell as providerso meet
the needs of everyone to the greatest extentlgesail the while keeping in
mind thatwe are trying to simplify the layout and terminology for the end
consumer. After much discussion and multiple tries and revisions, the team
developed a layout that allowed both the payers and providers to comraunicat
key information to the consumer in a simplified manner. We wanted to make
surethatthe patient responsibility portion was stated multiple times and listed
clearly so the consumer could match this up with the statemesitvel from the
hospital @ physician office. (See attachment 2)

e Circulated the draft Explanation of Benefits to the business community
representatives and consumer representatives on the grdispeéminate ttheir
respectivepeer groups for feedback. This feedba@swncorporated into the
final design of the Explanation of Benefits.  Additionally, CIGNA provided the
following feedback: CIGNA is supportive of administrative simplification
efforts, but is concerned with adoption of a Vermont specific EOB. A state
specific EOB adds administrative cost and complexity to the health care system.
In addition, a Vermont specific EOB could stifle innovation and improvements to
consumer disclosure efforts.

e Devel oped minimum requiremenés for EOBOS
Attachment 7)

e Developed items needed on patient statements from hospitals and physician
of fices based on the Healthcare Financi al
Friendly Billing Project recommendations.

e Developed the definitions of terminology foatgent statements to coincide as
closely as possible to the Explanation of Benefits. fgegchment 3). The team
was unable to make this match completak/the Explanation of Benefits and the
patient statements serve completely different purposes.EXplanation of
Benefits is a ondime statement of a benefithereas the patient statement is an
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ongoing statement of debits and credits of a balance owed (much like a bank
statement). Therefore, the terminology coutd be aligned completely.

e Developed the layout and design for the hospital patient statement based on the
Heal t hcare Financi al Management Associ at.
recommendations. (see attachment 4).

e Distributedthe hospital statemetu all hospitals in the State of Vermont for
comment and feedback and incorporated that feedback into the final design.

Northwestern Vermont Medical Center provided a letter stating they believe
participation should be voluntary and that the Patient Frienidipd3Project
format should be followed. The Patient Friendly Billing Project format was
indeed followed and used for the development of the statements.

e Developed the layout and design for the physician office statement, again
following the guidelineset forth by the Healthcare Financial Management
Associationbés Pati ent Attachmeatdd! v Bi Il Il i ng Pr

e Developed guidelines for hospitals and physicians to follow as to what elements
are required and what is customizable to the hospitaphysician office (see
Attachmen®).

e Gathered cost and benefit information from payers and hospitals regarding the
implementation of this project (séd¢tachmeng).

Recommendatiors:

e Adopt the attached Explanation of Beneftesms, definition andofmatas the
standard to be followed by all health insurance payers doing business in the State
of Vermont. Carriers may add additional explanatory text if they determine a
need. Begin implementation within one year and complete implementation within
two years of acceptance of this report.

e Adopt the attached hospital patient statement which is modeled after the Patient
Friendly Billing Project and require that all hospitals in the State of Vermont use
this model. Begin implementation within one year aachplete implementation
within two years of acceptance of this report.

e Adopt the attached physician office statemueititich is modeled after the Patient
Friendly Billing Project and require that physician offices with five (5) or more
providers use tisimodel, beginning implementation within one year and complet
implementation within two years of acceptance of this report.
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DEFINITIONS OF EOB TERMINOLOGY

BILLED CHARGES 1 Amount billed for the service.

NOT ALLOWED 1 An adjustment made by your plancluding items not billable to
you.

NOT COVERED i Any billed charges not covered by your policy including services
provided by an oubf-network or norparticipating provider.

ALLOWED AMOUNT T The amount a plan will pay a provider for this ses{%).

OTHER INSURANCE PAYMENTS i Any payment made by another policy that
covers you.

COPAY T The fixed dollar amount you are required to pay your provider for this service.

DEDUCTIBLE 1 The anount applied to your annual deductible. You are requio
pay this amount to your provider.

COINSURANCE 1 The percentage of covered charges that you are required to pay your
provider.

AMOUNT PAID BY PLAN T The anount paid bytheplan for this service.

PATIENT RESPONSIBILITY i The amount you may Hdalled.

NOTE: Services provided by a norparticipating provider can be billed at charge
and you may be held responsible for the difference between the billed charges and
the paid amount.
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Attachment 1

Explanation of Benefits

Insurance ABC
123 Elm St
Hometown, USA 01234

Date:  01-Apr-07

Amount Paid hy Plan: $6,000.00
Amount you May be Billed: $100.00
Your Annual Deductible: $0.00
Year to Date Deductible Met: $0.00

1/27/2007 Inpatient $7,500.00 $1,400.00  $0.00  $6,100.00 $0.00 $100.00 $0.00 $0.00 $6,000.00 $100.00 0

Total: $7,500.00 $1,400.00  $0.00  $6,100.00 $0.00 $100.00 $0.00 $0.00 $6,000.00 $100.00
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DEFINITIONS FOR PATIENT STATEMENT

Billed Charges: Theamount billed for the service.

Amount Paid by plan: The anount paid by your plan for this service.

Plan Adjustment:
Non-Allowed i An adjustment made by your plan including items
not billable to you.

Not Covered Any billed charges not covered by your policy
including services provided by an eaf- network or non
participating provider.

Patient Payments: The dllar amount you have already paid.

Patient Responsibility: The amount you owe.
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Attachment 3

MINIMUM REQUIREMENTS FOR PATIENT STATEMENTS

1.

2.

You can put whatever dunning messages you want on your statements

The font should besdarge as possible

The size of the paper is yochoice (i.e. 8 %2 x 11 or 8 ¥2 x 14).

The statement can have one encounter or multiple encounters per stadtement
however you do it now. The sample had multiple encounters just to show what
that would look like. Not everyone does it that way trad isfine.

Frequency a minimum of one statement a month would be required.

The type of service description would be unique to each hospital or office. You
can make that as descriptive as you rteatkscribe the service provided.

It would be required that every patient paymgatid be required tbe listed
separatelygo the patientan se¢hatall paymentdave been applied.

Attachment 6
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MINIMUM REQUIREME NTS FOR EXPLANATIONS OF BENEFITS (EOBS)
1. Company branding/logos can be individualized and placed anywhere on the EOB.
2. The font should be as large as possible.
3. The size of the paper is your choice (i.e. 8 Y2 x 11 or 8 %2 x 14)

4. The EOB should be sent outaatinimum of once a month but preferably on a
more frequent basis.

5. All the data elements on the sample EOB must be present.

6. Reason codes and definitions of those are either the standard HIPAA reason codes
or specific to the insurance.
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Attachment 7

COST/SAVINGS FROM EOB PROJECT

ENTITY COSTS SAVINGS COMMENTS
NORTHEASTERN (NVRH) $10,000 4,000/HOSP 6,000/MD
NORTH COUNTRY ? $0

NORTHWESTERN ? ?

RUTLAND (RRMC) $1,500 $4,750 REDUCTION IN CALLS
SOUTHWESTERN (SVMC) ? $0

40 HRS INTERNAL
PROGRAMMING, 80 HRS

FLETCHER ALLEN (FAHC) TESTING
MVP $4,500 $0

BLUE CROSS ? $9,234

CIGNA $0
ASSOCIATES IN ORTH SURG $1,200 ?
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PRIOR AUTHORIZATION PILOT

Common Claims and Administrative Simplification
(Act 191, Sec. 55)

Project Title: Prior Authorization Pilot

Project Goal:

Initial Goal - To develop a pilot program that will eliminate priotlarizations for

selected high volume radiology procedures. Suggested procedures to be included in the
pilot: CT and MRI of the pelvis, CT and MRI of the abdomen, and MRI of the
upper/lower extremities.

Work Group Members:

Gisele CarbonneaulLead- MV P

Kathy Petersoii Rutland Regional Medical Center
Jason Soukup Cigna

Cherie Bergeroin EDS

Steve Perkins, MD BC/BS

Summary of Workgroup Activity:

Work group members were asked to contact their respective Medical Directors to
participate in a comfrence call.Thefirst call occurred on July 18, 2006. Participants
included:

BC/BS OVHA

Steve Perkins, MD Esther Perlman

Cigna Scott Strenio, MD

Robert Hockmuth, MD Erin CodyReisfeld, MD
Bretta Karp Pat Densmore, RN

Jamie Elleson John Dick

MVP Rutland Regional Medical
Tony Mangiapane, MD JC Biebuyck, MD (radiologist)
Gisele Carbonneau Kathy Peterson

Nancy Dahm

The conference call participants were given information on how the workgroup was

formed andnformedoft he charge from the | arger Commit:t

read to the group.
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Summary of July 18" meeting (see attachment for full transcript of the meeting)

A Dr. Perkins of BS//BS explained that they have prior approval requirements for
MRIs of the abdomen and pelvis. They do not require prior approval for any CTs
or MRIs of the joints.

A Dr. Hockmuth of Cigna .reported the same process for Cigna.

A Dr. Mangiapane of MVP stated that most CTs and MRIs have to be prior
authorized for MVPhowe\er, medical review only takes place when ordered by a
Primary Care Physician (PCP).

A Dr. Biebuyck a Radiologist from Rutlandjave the groupe di ol ogi st 6 s
perspective. They do not get involved in the prior approval process. Each payer
requires the omtring physician to obtain the prior approval. He stated that he
feels that there is tremendous auédization of MRIs and CTs in Rutland. When
a scan is ordered and the Radiologist does not agree with the scan that has been
ordered, they have a convatien with the ordering physician. This often results
in a more appropriate scan being performed. The workgroup participants felt that
Rutland was not representative of other areas of the state and that inappropriate
scans occur quite frequently in altfiities statewide. Dr. Biebuyck stated that
MVPO6s process was worth | ooking at furthe
PCP ordered scan).

A Discussion ensued about approval guidelines. Each payer uses nationally
recognized criteria. Dr. Biebuyck std that it is difficult to get the physicians to
look at the guidelines before they order a test.

A All Medical Directors expressed concern about removing prior authorization for
these high volume scans. Each were tasked with going back to their respecti
organizations and gathering data for the next meeting.

A There was discussion about how to frame the pilot. Kathy Peterson suggested that
a staged approach be used.

A OVHA stated that if a pilot were to be developed, it would have to be statewide as
theycould not do only certain counties or facilities. They also stated that they
would not participate in the workgroup furthees they do not require prior
authorization for the scans in question.

The meeting was discussed with the full Committee. Itn@asmmended that the goal
statement be revised.

Project Goal 2 To develop a pilot program that will test whether prior authorizations
bring value in controlling inappropriate utilization and potentially eliminate prior
authorizations for high volummdiology procedures.

Summary of November 10, 2006 Conference Cdlor full transcript, please see
attachment).

Participants included:

BC/BS
Steve Perkins, MD

Cigna
Robert Hockmuth, MD
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MVP

Gisele Carbonneau
Tony Mangiapane, MD
Rutland

JC BiebuyckMD.

A

A

>

>

Gisele read the new goal statement. She asked if the Medical Directors had
reviewed the data from their respective organizations.

Dr. Hockmuth from Cigna told the group that Cigna would not be able to
participate in a pilot. While Cigna is very wiuilfy to be engaged in the

simplification overall of the greater committee and to try and work with the group
in terms of trying to reduce administrative burdens, he had reviewed the data as

requested and Cignads util iindermomn reports

than anywhere else in the country. He reiterated a@h#tis time, Cigna was
unwilling to change their approach to prior authorizations until they see a change
in utilization.

Dr. Biebuyck asked if Cigna was willing to share their utilizatitata with the

group as it relates to Vermont vs. national. He (Dr. Biebuyck) was surprised that
the utilization in VT was higher than the national level. Dr. Hockmuth stated he
would need to get permission from hegal department to share any daith the
workgroup. He would be willing to share it with Dr. Biebuyck directly.

Dr . Perkins stated that since OVHA and

against a wall. Dr. Perkins mentioned that BC/BS and Rutland are already doing
a pilot surroundindpreast imaging. He also mentioned at the last meeting that a
key component of any change in the ordering of tests is education to the provider
comnmunity. To go to a pilot without an educational piece would be problematic.
Dr. Mangiapane also expressamhcern. What is the end point of the pilot? And
for what purpose? He felt that to remove prior authorization would increase
utilization where there is significant ovetilization already.

Gisele reiterated that the goal of the larger Committee oveedtice

administrative costs and burdens for providers.

Dr. Biebuyck stated that he and BC/BS had just completed a very successful
breastimaging pilot and they were developing a pilot program for PET scans. A
lot of the success of these programs depend=sducation to the providers. One

of the frustrations from the providers is that there is not a standard gragei
regardingapproval guidelinefor the scans. It is very difficult to know what scan
will be approvedas each of the gars may have a different set of criteria. One

of the things we may be able to do is to set parameters for all the different payers.

He felt that would be useful.

Dr. Hockmuth wondered how different the criteria was between the plans. He
mentionedthah e was not sure he could share
Dr. Perkins stated that each payer wants to make sure they-trelate on all

the possible studies that are available. He thinks (similar criteria) may have a
little more potential than the projeets t was framed before (removal of prior
authorizations). He mentioned that BC/BSs criteria is on their website and
available to everyone. He does not feel that sharing this information would be an
issue.

Dr. Mangiapane stated that MVP uses Inter® ctiteria that is proprietary. We

do provide the criteria to any provider who requests it for a particular scan.
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A Dr. Perkins asked if we took one or two scans (extremities and pelvis), would
MVP be able to share their guidelines. Dr. Mangiapane thought thadwle
however, he wanted to run it by MVPG6s | eg
A The Medical Directors stated that a pilot for removal of prior authorization was
not possible at this time. Payers continually review their lists of what requires
prior authaization andif there is any change in utilization pattern, the procedure
is removed (or added) to the list.
A The Medical Directorsiso wanted to explore possible standardization of
approval criteria for a few scans. They suggested having physicianaffew
select areas of the state join our next call. It would be useful to delve into the
cause of frustration surrounding approval guidelines.
A Dr. Hockmuth statethatwhi | € he was not certain that |
criteria, it may be helpfubtthis group to see where the discrepancy is and then
do a joint educational lettéo the provider community.
A Dr. Perkins feels that this is a good idea, similar to what the plans did with asthma
guidelines.
Alt was deci ded t o tdisougsion. ©nedronPBhifinyten, dn® o ur n
from Rutland and one from a more rural area.

Gisele reported to the larger Committee that the workgroup was stuck. Discussion about
the new focus of the workgroup ensued. The Committee was concerned thaithis n
approach would not meet the intent of the legislatnvever, a new goal statement was
developed. Mr. Huebner askiédeach payewould be willing to shareurrent prior
authorizatiorrequirementgnot just radiology) with th€ommittee. Each payer was

asked to respond by January 5, 200#ilfing to share their list.

The Committee revised the goal statement a third time.
Goal statement #3 To minimize impact (cost and time) on providers/facilities by

eliminating or developing common approval criteria where there is existing commonality
amongst BC/BS, Cigna, MVP and OVHA.

Kathy Peterson, on behalf of the facilitistated that the issues surrounding prior

approval were not the approval guidelinest raher. 1) the amount of time that they

spend to get prior authorizations and then at times, the claims are still denied 2) when a
claim is denied, it takes more time to hunt down the authorization information and then to
work with the payer to get the claipaid.

The Medical Directors already stated that they were unwilling to do away with prior
approvals on the high volume radiology procedures. Mr. Jillson mentioned that his office
(specialty) very rarely gets denials yet, they have long wait timdseaielephone to get
approval. Mr. Harrington suggested a slideside review of each carriers prior approval

list be done. The goal of this review would be to choe$2 fiems where there is
commonality amongst the carriers and determine if any coutdmsdered for removal

from the prior authorization requirements or there could be a standardization of criteria.

It took several months to get a list from the carrieosvever, a siddy-side comparison
was done (please see attachment). Gisele ssobthpleted comparison out to BC/BS,
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Cigna and OVHA to be certain it was appropriate. Only Cherie Bergeron of OVHA
responded. The list was distributed to the larger Committee.

The Committee suggested that Gisele work with the MVP Medical Directetect she
6-12 items as getting the Medical Directors together at the same time was challenging
and took several weeks to plan.

After reviewing the procedures where commonality exists, the larger Committee felt that
we needed to switch plans agasthe selected procedures were very low volume and
would not save time and costs for the provider offices.

Much discus®n ensued anthe group decidetb look at where each payer was in terms
of developing an electronic prior approval gess and, how long it would take to feed
that information back to their claims system. There was concern on the part of the
provides and facilities on the workgroup th&ven though the providers took the time to
get a prior approval, the informatiasnot loaded from one system to anotiesulting

in inappropriate denials for no prior authorization.

BC/BSreported that for managed care, prior approvals were processed within 3atays
indemnitywithinl5 days. They have a separate utilmasystemhowever managed

care authorizations (regulated) are loaded directly into the claims adjudication system.
BC has evaluated the functionality of anlore prior approval procesBowever, there is

no timeline for this process to be put in @ac

Cignareported that prior authorization requests are processed within 2 days. They also
do not use the same system for UM and claims payments. Authorizations are transferred
between systems within 5 days. Cigna is in the process of pilotinglameoprior

authorization process in other parts of the country.

MVP reported that prior approval take 3 days upon receipt of all necessary information.
They also use two different systems. Authorizations are transferred nightly or within 24
hours. MVP idooking at the feasibility of completing prior approvalsidine but they

also do not have a timeframe for getting this in place.

Goal Statement #4 Evaluate an electronic prior authorization process to streamline the
administrative function for proders and payers.

Cigna agreed to bring an electronic prior authorization pilot to Rutland. The pilot
included billing representatives from Rutland Regional Medical Center and-a high
volume orthopedic office in Rutland. RRM&asto submit a varietyf prior approval
requests through an dime portal from September#". This process will allow RRMC
to do the following:

A Determine if prior approval is required for the procedures being requested.
A Submit prior approval requests-bne.
A Check the sttus of the submitted requests.

It should be noted that Cigna uses NaviMedix as a vendor for this process.
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Result of the pilot: It was felt by all (providers and Cigna) that the pilot was a success.
The electronic process saved significant time aad @asy to use. It is too soon to tell if
this will translate to no claims denials
be in by early November. Due to the overwhelming success of the nationwide pilot,
Cigna implemented an electronicqrapproval process as of September 24, 2007.

Recommendation:

A ltis clear that each payer organization feels that their prior authorization
requirements are necessary and useful in controlling costs. Further, these
organizations review each procedastected for prior approval to determine if it
can be removed from the list on a regular basis (no less than annually).

A Require that each health plan develop a-wabed prior approval process.
Due to the success of a pilot program between Cigna ananduRegional
Medical Center, the workgroup feels that developing a-baed prior approval
process would save time and costs for physicians, facilities and health plans.

A Development of a webased prior authorization solution should occur within one
year of acceptance of this report.

A BC/BS, MVP and Cigna use two different systems for prior authorizations and
claims adjudication. BC/BS reports that they load authorizations directly into
their claim adjudication system. The time transfer of data leetwee two
systems (claims and UM) varies for each payer (Cighaays; MVP 1 day;
BC/BS- 0 days).

A The workgroup concluded that if providers are submitting claims electronically
and there is a delay in loading the authorizations from the utilizatanagement
system to the claims adjudication system, there maybe inappropriate claims
denials for no prior authorization. This createsax for providers, facilities and
the health plan.

A Require that each health plan transfer information betiresnutilization
management and claims adjudication systems within 72 hours of the
authorization. This process should be in place within six months of acceptance of
this report.
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CREDENTIALING

Common Claims and Administrative Simplification
(Act 191, Sec. 55)

Project Title:

Credentialing

Project Goals:

4. To ensure the successful implementation of the CAQH (Council for Affordable
Quiality Healthcare) Universal Credentialing Datasource called for in Section 56
of Act 191 of the 2006 General Assembly;

5. To establish uniform periods in which organizations act on completed
credentialing applications; and

6. To standardize and eliminate variation amongst carriers on provider billing
eligibility regarding Physician Assistants and Advanced Nurse Practitioners.

Subcommittee Members:

Paul Harrington, Vermont Medical Society

Baxter Holland, M.D., Rutland Regional Medical Center
David Jillson, Associates in Orthopaedic Surgery
Jason Soukup, CIGNA

John Dick, OVHA

Pat Jones, BISHCA

Sharon Winn, BCBSVT

Tina Nyland,MVP

Summary of Workgroup Activities:

ACTIVITY 1. Implementing CAQH Universal Credentialing Datasource.

A typical physician contracts with multiple healthcare organizations, each of which
requires the physician to complete an extensive separatatiadidg application.

When implemented, the CAQH (Council for Affordable Quality Healthcare) Universal
Credentialing Datasource called for in Section 56 of Act 191 will simplify this process by
enabling physicians and other health care professionaldbioisone standard

credentialing application.

In 2006 the Vermont General Assembly enacted 18 V.S.A. 8 9408a, directing the
Vermont Department of Banking, Insurance, Securities and Health Care Administration
to require health insurers and hospitals tnatential practitioners for their networks or
staff to use the credentialing application form developed by the Council for Affordable
Quality Healthcare (CAQH), or a similar nationally recognized form, beginning January
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1, 2007. The goal was to reduahranistrative costs to practitioners by allowing them to
complete only one form for credentialing (rather than different forms for each insurer and
hospital), and allowing practitioners to simply make changes in their credentialing
information as they occuather than completing the entire form again. The Department
considered the requirements of the statute, explored alternatives, and selected the CAQH
form as the uniform application for practitioners to complete during initial credentialing
and recreddraling with insurers and hospitals. The Department issued Bulletin-HCA

122 announcing the selection of the CAQH credentialing application, developed
educational materials, and worked with CAQH to offer a series of training sessions on the
use of the form

Practitioners can choose to complete the CAQH application online, or they can print a
hard copy application, complete it manually and mail or fax it to CAQH, the insurer or
the hospital. The practitioner is not charged for this service. If insuréisspitals elect

to participate in the CAQH online system and receive practitioner credentialing data
electronically from CAQH (as opposed to working with hard copy applicatitres) are
charged an annual fee and a per practitioner i¥P Health Pla, Blue Cross Blue

Shield of Vermont, The Vermont Health PJamd CIGNA HealthCare currently
participate i n ;&AdGhd¥Yesmont Adsaciation oEHospitaks amd
Health Systems has just completed an agreement with CAQH allowing its member
hospitals to access the CAQH online system.
practicing physicians are now credentialed in the CAQH system, and other types of
practitioners are also using the credentialing application form when they seek initial
credetialing or recredentialingvermont Medicaid only requires a valid license from the
state where the practice is located.

ACTIVITY 2. Establish Uniform Periods for Organizations to Act on Completed
Credentialing Applications.

Section 56 of Act 191estabhies uniform time periods within which an organization must
notify a provider concerning the status of a completed credentialing application.

However, there is currently no time period within which an organization must act on a
completed credentialing appdtion. Establishing a uniform period within which an
organization acts on completed credentialing applications will help to reduce revenue loss
for health care services provided while an application is under review.

The Vermont Medical Society, the keont Association of Hospitals and Health Systems
Blue Cross & Blue Shield of Vermont, MyBnd CIGNA recognize the vital importance
of adding qualified physicians to health insurance plan networks in a timely fashion to
ensure that enrollees and patidmise access to needed health care services. The
provisions included in this Statement have been developed by representatives from
Vermont Medical Society, the Vermont Association of Hospitals and Health Systems,
Blue Cross & Blue Shield of Vermont, MVP @ CIGNA (hereinafter collectively
referred to as ASponsorso).

18 V.S.A. § 9408a mandates that the Vermont Department of Banking, Insurance,

Securities and Health care Administration prescribe the credentialing application form
used by the Council for Affaolable Quality Healthcare (CAQH), or a similar, nationally
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recognized form, in electronic or paper format, which must be used beginning January 1,
2007 by an insurer or a hospital that performs credentialing.

18 V.S.A. 89408a also requires that an insorea hospital notify a provider concerning

a deficiency on a completed credentialing application form not later than 30 business

days after the insurer or hospital receives the completed credentialing application form;

and an insurer or a hospitalshalb t i fy a provider concerning ¢t
completed credentialing application not later than sixty days after the insurer or hospital

receives the completed credentialing application form; and every 30 days thereafter until

the insurer or tispital makes a final credentialing determination concerning the provider.

The Sponsors believe that any strategies to streamline credentialing must be in
compliance with existinfrederal anctate laws and regulations, and with accrediting
organizatiorstandards and guidelines, and may therefore require change as those laws,
regulations, standards and guidelines change. Sponsors therefore endorse provisions
designed to streamline, coordinate, and improve physician credentialing and re
credentialing proesses throughout the State of Vermont as follows:

e Participating health insurance plans and hospitals shall strive to act upon and
finish the credentialing process of complete initial credentialing applications
submitted by or on behalf of a physician gt within 60 calendar days of
receipt of a complete application;

» All sponsors agree to work together to identify process improvements in the
physician, hospital and payer settings to expedite the credentialing process;

e Hospitals shall strive to répto each request from physicians and/or participating
health plans for verification of credentialing and privilege status within 30
calendar days of the date of request; and

e Health insurance plans shall strive to communicate to the physician applicant o
designee within seven calendar days of the credentials committee date, informing
them of the committeeds decision and dat e

All Sponsors agree to work together to develop a reporting process to measure success in
meeting the voluntary 66alendar day processing goal described herein.

ACTIVITY 3. Eliminat ethe Variation Among Payers Relating to Billing for
Physician Assistants and Advanced Nurse Practitioners

Health insurance companies have different rules regarding the abpibysician

assistants and/@dvancedurse practitioners to bill separately for health care services.

Some payers allow for direct billing by physician assistants and/or advanced nurse
practitioners, while others require that the billing be done undenay si ci ands name
number. Eliminating this variation will reduce the administrative burden for practices.

To determine the amount of variatiamongpayers, th&€redentialing Subcommittee
surveyed four major payers on fourteen questieelated to their reimbursement policies
for physician assistants and nurse practitioners. The attached table entitled:
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Questionnaire oBilling for Services ofPhysician Assistants and Advanced Nurse
Practitionersgdocuments the policy of BCBSVT, CIGNMVP and OVHA on these
issues.

Recommendations:

ACTIVITY 1. Implementing CAQH Universal Credentialing Datasource.

During implementation, BISHCA received questions from practitioners regarding the
security of the CAQH system, and in particular thgureement to provide social security
numbers when completing the credentialing application. Information is available on both
the BISHCA and CAQH websites that outlines system security features to ensure the
confidentiality of provider information. The ané CAQH credentialing application

requires practitioner social security numbers since information needed for credentialing
may only be available by social security number. However, CAQH does accept the new
National Provider Identifier (NPI) required byetiCenters for Medicare and Medicaid
Services and the Health Insurance Portability and Accountability Act (HIPAA).

Currently, all practitioners should have a NPI number, but its full use has been delayed
until May 2008. Until that time, CAHQ will continue require social security numbers

on the online credentialing application. Practitioners using the hard copy version of the
form can check with insurers and/or hospitals to see if the social security number can be
omitted. BISHCA should continue to resgi that CAQH end their practice of requiring

the use of social security numbers, as soon as possible.

ACTIVITY 2. Establish Uniform Periods for Organizations to Act on Completed
Credentialing Applications.

All Sponsors should work together to devedopeporting process to measure success in
meeting the voluntary 66alendar day processing goal, as well as other efforts to
streamline, coordinate, and improve physician credentialing acidentialing
processes.

ACTIVITY 3. Eliminat ethe Variation Among Payers Relating to Billing for
Physician Assistants and Advanced Nurse Practitioners

Health insurance companies have different rules regarding the ability of physician
assistants and nurse practitioners to bill for health care services which #uls to
administrative burden for practices.

As shown on the attached table entitl®diestionnaire oBilling for Services of
Physician Assistants and Advanced Nurse PractitioB&BSVT and MVP allow for the
direct billing of services provided by Physin Assistants and Advanced Nurse
Practitioners with a note indicating that the PA/ANP provided the service.

In order to reduce the administrative burden for practices, it is recommended that CIGNA
and OVHA adopt policies similar that of BCBSVT and MMRdaallow for the direct
billing of services provided by Physician Assistants and Advanced Nurse Practitioners.
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Credentialing Subcommittee, Common Claims Committee

Billing for Services of

Questionnaire on
Physician Assistants and Advanced Nurse
Practition ers

Question BCBSVT CIGNA MVP OVHA
1. Does your Physician CIGNA does | Yes, with See end of
organization offices may not currently | supervising document for
allow for the bill for PA contract with | physician info | response
direct billing of | services. The | Physician
services claim must Assistants.
provided by note the PA Therefore, if a
physician provided the non contracted
assistants? If | service. Physician
not, how does Assistant were
your to bill for
organization services they
reimburse for would be
these processed as
services? out of network
2. Does Physician CIGNA does | Yes, with See end of
organization offices may contract with | supervising document for
allow for the bill for ANP ARNPs and physician info | response
direct billing of | services. The | therefore a
services claim must contracted
provided by note the ANP | ARNP may bill
advanced provided the CIGNA
nurse service. directly for
practitioners? services and
If not, how ANP may bill | be paid at an
does your independently | in-network
organization in rate.
reimburse for | circumstances
these where the
services? Pl ands

standards for

access to

care cannot

be otherwise

met.
3. Does your | Yes, any PA If a Physician | Yes They must
organization providing Assistant bills enroll their
require that services to for services, NPI in order
each physician | BCBSVT they should to have their
assistant members include their prescriptions
obtain and use | must have a NPI number. approved for
a NPI NPI number payment by

53




January 15, 2008

Common Claims Work Group Final Report

Question BCBSVT CIGNA MVP OVHA
number? and the billing OVHA
practice must
display the PA
as the
rendering
provider in
24 of the
HCFA form.
4. Does your Yes. Yes Yes Yes
organization
require that
each
advanced
nurse
practitioner
obtain and use
a NPI
number?
5. Does your BCBSVT CIGNA does | MVP requires | Technically,
organization does not not currently | the rendering | no.
allow for the permit contract with | provider to bill
billing of medical Physician for the
"incident to" practices to Assistants. services.
services by bill the MD as | Therefore,ifa | The PAG
physician the rendering | non contracted | should appear
assistants and | provider (field | Physician in 24J (same
is it applicable | 24J) for Assistant were | for ED).
in the ED? services to bill for Payment will
provided by services they | be made to
the PA. The | would be the hospital or
PA NPI # processed as | collaborating
should appear | out ofnetwork. | physician.
in 24J. Same | Typically,
forED T services in the
hospital ED would be
should display | covered at an
PA as the in-network
provider who | level.
provided the
service.
Payment will
be made to
the group or
hospital.
6. Does your BCBSVT Yes MVP requires | No.
organization does not the rendering
allow for the permit provider to bill
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Question BCBSVT CIGNA MVP OVHA
billing of medical for the
"incident to" practices to services.
services by bill the MD as The ANP
advanced the rendering NPI should
nurse provider (field appear in 24J
practitioners 24)) for (same for
and is it services ED).
applicable in provided by Payment will
the ED? the ANP. The be made to

ANP NPI # the hospital or

should appear collaborating

in 24J. Same physician.

forED 1

hospital

should display

ANP as the

provider who

provided the

service.

Payment will

be made to

the group or

hospital.
7. Does your | As applicable. | No Yes Sometimes.
organization As an See response
require the example, if to #1 at end of
use of the PA is document.
modifiers assisting at
associated surgery, then
with the billing | modifier 81 is
of services by | required.
physician
assistants?
8. Does your No. No Yes Sometimes.
organization See response
require the to #2 at end of
use of document.
modifiers
associated
with the billing
of services by
advanced
nurse
practitioners?
9. Does your No, PA may No Yes, however, | OVHA does
organization not hold a MVP does not | not use
treat physician | patient panel. allow them to | networks.
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Question BCBSVT CIGNA MVP OVHA
assistant as hold a patient
network panel.
providers?
10. Does your | Yes, butonly | Yes Yes OVHA does
organization in the very not use
treat advanced | narrow networks.
nurse circumstance
practitioners that Plan
as network geographic
providers? access

standards

cannot be met

without the

participation

of the ANP.
11. Does your | Yes, if the PA | No Practitioners | Yes
organization or practice who are
include requests the credentialed
physician listing. are listed in
assistants in its the directory.
provider
directory(ies)?
12. Does your | Yes, if the Yes Practitioners | Yes
organization ANP or who are
include practice credentialed
advanced requests the are listed in
nurse listing. the directory
practitioners in
its provider
directory(ies)?.
13. Does your | No. No No No
organization
permit
members to
select a
physician
assistant as
their primary
care provider?
14. Does your | Yes, butonly | Yes No Yes
organization in the very
permit narrow
members to circumstance
select an that Plan
advanced geographic
nurse access
practitioner as | standards
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Question BCBSVT CIGNA MVP OVHA

their primary cannot be met
care provider? | without the
participation
of the ANP.

1. Does your organization allow for the direct billing of services
provided by physician assistants? If not, how does your organization
reimburse for these services ?

OVHA Response: Our Provider Manual requires the following:

PHYSICIAN'S ASSISTANT

The services of a physician's assistant are limited to those, which the practitioner

is licensed to provide as contained in protocols approved by the Vermont Board
of Medical Practice. Physician's assistants may not bill independently in most
cases; therefore, the attending provider NP1 must be that of the responsible

physician.services rendered by a physician's assistant must be billed with one of

the following modifiers:
AM-service was performed by the physician assistant him/herself.

Services for hospital inpatient consultations may be billed with CPT codes 99241
199275 with the AAMO modifier and t he

be given as the attending on the claim.
e Consultations are limited to one unit per date of service
¢ |Initial consultations are limited to one consult per related diagnosis per
attending provider.
Physiciands assistants may bill the
responsible physici an6s NPI number .
e Laboratory tests in the CPT code range 80000 - 89399.
e Injected Medications i 90281-90399, 90476-90749, 90799 and the J
Codes

2. Does organization allow for the direct  billing of services provided by
advanced nurse practitioners?  If not, how does your organization
reimburse for these services?

OVHA Response: Our Provider Manual requires the following:

NURSE PRACTITIONERS
The OVHA enrolls and reimburses nurse practitioners licensed in Vermont.
Payment will be made for reimbursable services that are also contained in
protocols approved by the Vermont Board of Nursing.
Nurse Practitioners must be identified with the use of the modifier SA, with the
exception of the following:

a. Laboratory tests

b. Injected Medications

c. Immunizations
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IMPROVING THE E FFICIENCY OF CLAIMS ADJUDICATION

Common Claims and Administrative Simplification
(Act 191, Sec. 55)

Subcommittee Members

David Jillson, Chair, Associates in Orthopaedic Surgery
Cherie Bergeron, EDS

Pam Biron, Blue Cross Blue Shield of Vermont

Kathy Boranno, MVP

Mickey Gleeson. MVP

Lauren Parker, MBA Resources

Kathy Peterson, Rutland Regional Medical Center
Jason Soukup, Cigna

Why was the Subcommittee formed?

Representatives from physician offices and hospital billing departments were concerned
that different insurance companies have different claim adjudication rules. The lack of
consistency causes payment delays, appeals, and additional administrative burden for
providers and payers.

1. Initial Goal:
Evaluate the feasibility of requiring payersuge National Correct Coding Initiative
(NCCI) edits to adjudicate physician claims.

Initial Tasks:
1. Determine which payers use NCCI edits.
2. Evaluate information technology issues that may inhibit adoption of NCCI edits.
3. Determine cost of conversion to NCé&xlits.
4. Determine feasibility of requiring small payers to use NCCI edits.

Payer response:Payer representatives stated that claims auditing software systems have
a claims edit foundation based on the NCCI claims edits, and these systems can then be
suplemented by both the software vendor and payers using different industry edits
because NCCI is based on Medicare guidelines. Payers then may add customization to
support state mandates and proprietary payer specific medical management, business and
policy practices. Therefore, the majority of services are adjudicated in a relatively

uniform methodology across various payers. However, a subset of claims is adjudicated
under varying methodologies by payers because they are based on these customized
proprietary payer specific rules. It is this subset that is problematic for providers.

2. Types of Inconsistencies That Cause Adjudication Problems.

Based on the Subcommitteebs findings with re
edits by all payers the Boommittee agreed that we should focus on remedying some

common inconsistencies that can cause payment delays, appeals, and additional

administrative burden for providers and payers. Significant issues identified by provider
representatives were:
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e Bill Ty peis a field on a facility (e.g. hospital) claim that is used to indicate what
type of claim is being submittedl® inpatient claim, subsequent inpatient claim,
replacement claim, etc. If a payer ignores or cannot accept Bill Type, then the
claim may I rejected as a duplicate.

Status:Current industry standard ABill Typesc

e Assistant Surgeonsare sometimes used to help the primary surgeon during more
complex procedures.

Identified Issue: Medicare publishes a tief procedures where an assistant
surgeon is permitted, but commerci al paye
assistant surgeons are not uniform and are not always aligned with Medicare.

e Modifiers are standardized codes developed by the American Medical
Association, and are recognized by Medicare and many commercial payers.
Modifiers are often used to provide additional information about the procedures
that were billed.

Identified Issue: Payers do not accept, recognize, or act on all industry standard
modifiers when submitted by providers. Payers often 1) ask for chart notes when
a modifier is used, 2) deny the claim, or 3) simply do not pay the procedure with

modi fier. Commerci al payersd business rul
adjudication of modiers are not uniform and are not always aligned with
Medicare.

e Claims Bundling/Unbundling is the term used when a provider lists several
similar procedures that were performed on the same date of service. For example,
a surgeon should not report closthg wound and suturing in addition to
reporting a total hip replacement, because the hip replacement code includes
suturing.

Identified Issue: The Medicare program developed NCCI edits to ensure the

most comprehensive groups of codes are billed r#itla@rthe component parts,

and to check for mutually exclusive code pairs. However, because many

commercial payers have customized some of their claims adjudication

methodologies based on proprietary payer specific medical management, business
andpolicyp acti ces, the claim may be denied.
with regard to claims bundling/unbundling are not uniform and not always

aligned with Medicare.

Payer response:Three of these topics: assistant surgeons, modifiers and claims

bundling/ unbundling fall within proprietary payer specific medical management,

business and policy practices. The Subcommittee would need to present a clear business
rationale including cost benefit analysis to support any recommendations about these
topics.
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3. Disclosure of Claims Adjudication Rules/Policies:

The Subcommittee discussed the value of having payers disclose their claims
adjudication rules so that providers know in advance how claims will be adjudicated.

Payer responses:
e MVP reported that aa result of New York law, all payers licensed in NY must
disclose commercial software used by the Plan to accept and edit claims. The
Plan must describe Plan edits in sufficient detail to enable contracted providers to
understand modifications made teeir software. MVP applies this practice to
Vermont providers as well.

e Cigna reported its transparency initiatives and capabilities. Currently, CIGNA
utilizes a wekbased transparency tool. A contracted provider (either physician or
hospital) can entgroposed CPT codes to be billed into the web site, and the
program will show how the codes would be adjudicated.

e BCBSVT reported that the Plan maintains and updates regularly a Professional
Provider Manual which has a section specific to general ¢tdormation
regarding claims submission and reimbursement guidelines. Within the manual
the Plan discloses what claims auditing software system is utilized by the Plan.
The Plan has a provider notification process in place in the event that guidelines
arechanged. BCBSVTOs claims auditing soft
upgraded and enhanced to include a transparency tool by which a contracted
provider (either physician or hospital) can enter proposed codes to be billed, into
our web site and the pragn will show what editing will occur.

On 7/23/07 the Subcommittee agreed to amend its workplan to add some additional tasks.

=

Survey the activity of other states to determine if other approaches may be adopted.

2. Consider recommending a notification proceten claim adjudication rules have
changed.

3. Consider recommending a process to educate providers on the various claims

adjudication rules used by payers.

e Regarding the first task, the Subcommitte
Regulate Issues Relatedo Di scl osure of Claims Payment
the McKesson Corp. Information from 4 states was presented: Texas, North
Carolina, California and Minnesota. Provider representatives agreed that the
summary of rules adopted by California were thigto and welworded (see
Attachment 1). Payer representatives agreed to review the language and report
whether any elements were objectionable. Cigna stated that the language was
acceptable. Blue Cross, MVP, and the Office of Vermont Health Accesa@d m
comments on the language, and their reports are attached as Attach#hents 2

e Task 2- Payer representatives have communicated that they all have contractual
notification processes in place. Provider representatives identified the need to
ensure thedllowing:

1. Notifications are timely, clear and concise.
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2. Payers follow what they have communicated.

3. Payers regularlfi ¢ h etbekefdectiveness of the methods of delivery
(e.g., mailings, fliers, news letters, provider manuals, web, etc.)

4. Payers regularlfi cehc khé effectiveness of the notification lead time to
providers (e.g., is it sufficient? should the notification lead time be longer,
etc.)

As a result of a recent issue in the state regarding processing changes by a payer
which weren't clearly commurated and caused thousands of denied claims at all
hospitals in the state, the Subcommittee recommended that:

Notification of changes to claims processing should be clearly stated and sent in
multiple ways. This includes, amail, a direct letter detailinthe change as well

as putting the information in their monthly newsletter/bullefiihe notification
should be mailed to the patient accounting department directly. The notification
should be at least 30 days in advance of the change and should givevitiers

an opportunity and avenue to comment and get clarification if needed.

e With respect to task 3, provider representatives believe that that there is a role for
enhanced provider education. Because claims adjudication rules are complex and
varyfrom payer to payer, provider representatives feel there is a need for an
independent organization that has access to the specific payer rules, and can
educate providers on how best to submit clean claims for services rendered. Payer
representatives weret in favor of establishing an organization to educate
providers on claims adjudication rules for the following reasons:

1. Commercial Plans were not willing to share information on claims
adjudication rules with an entity that was not a contracted provider.

2. Payers represented that their Provider Relations departments conduct outreach
and education to providers, and were concerned that another entity would
create duplication and add administrative costs.

The provider community will pursue this initiative inpndently.

Recommendations Over the course of the past year, the Subcommittee has
considered a number of different approaches to achieve the goal of increased efficiency
of claims adjudication. We believe that improving efficiency will be beneficifduo
principal stakeholdersproviders, payers, employer groups and patients. The
Subcommittee endorses increased transparency as a key component to this goal.

e Adopt a rule patterned on the California Department of Managed Health Care
Rules 81300.71.These Rules call for disclosing detailed payment policies
and rules used to adjudicate claims, and requires methodologies to be
consistent with standards accepted by nationally recognized organizations,
federal regulatory bodies and major credentialirganizations. The subject
matter covered by these Rules parallele
discussion over the past year, and the members felt that if Vermont
commercial payers adhered to these rules, physicians and hospitals would gain
a much greaternderstanding of rules used to adjudicate claims.
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Although several payers were concerned about certain elements of the
California Managed Health Care Rules (see Attachmend)s Subcommittee
members recommend that Vermont consider the adoptionuté aatterned

on the California Department of Managed Health Care Rules §1300.71 with
input into rulemaking from the provider and payer communities.

e Improved Notification We recommend that payers improve the process by
which they notify providers of matial changes to claim adjudication rules.
Characteristics of an improved process include:

a) Notification should be made a minimum of 30 days in advance of the
implementation date.

b) The method of notification should be designed to reach the affecteelsparti

c) Parties affected by the change should have an opportunity to comment on the
planned change.
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Attachment 1.

California Department of Managed Health Care Rules §1300.71

hé (o) Fee Schedules and Ot her Requyired I nfo
(unless the plan and/or the plan's capitated provider confirms in writing that current

information is in the contracted provider's possession), initially upon contracting,

annually thereafter on or before the contract anniversary date, and in addaiothap

contracted provider's written request, the plan and the plan's capitated provider shall

disclose to contracting providers the following information in an electronic format:

(1) The complete fee schedule for the contracting provider consisterthitiisclosures
specified in section300.75.4.1(1d); and

(2) The detailed payment policies and rules andstandard coding methodologies used
to adjudicate claims, which shall, unless otherwise prohibited by state law:

(A) when available, be consgnt with Current Procedural Terminology (CPT), and
standards accepted by nationally recognized medical societies and organizations, federal
regulatory bodies and major credentialing organizations;

(B) clearly and accurately state what is covered byghmlyal payment provisions for

both professional and institutional services, any global payment provisions for all
services necessary as part of a course of treatment in an institutional setting, and any
other global arrangements such as per diem hospiyah@nts, and

(C) at a minimum, clearly and accurately state the policies regarding the following: (i)
consolidation of multiple services or charges, and payment adjustments due to coding
changes, (ii) reimbursement for multiple procedures, (iii) reindsent for assistant
surgeons, (iv) reimbursement for the administration of immunizations and injectable
medications, and (v) recognition of CPT modifiers.

The information disclosures required by this section shall be in sufficient detail and in an
undersandable format that does not disclose proprietary trade secret information or

violate copyright law or patented processes, so that a reasonable person with sufficient

training, experience and competence in claims processing can determine the payment to
bemade according to the terms of the contract

*1300.75.4.1. Risk Arrangement Disclosure

(b) In addition to the disclosures required by subsection (a) of this regulation, every
contract involving a risisharing arrangement between a plan and an orgemmzhall

require the plan to disclose, on or before October 1, 2001, and annually thereafter on the
contract anniversary date, the amount of payment for each and every service to be
provided under the contract, including any fee schedules or othersfactonits used in
determining the fees for each and every service. To the extent that reimbursement is
made pursuant to a specified fee schedule, the contract shall incorporate that fee schedule
by reference, and further specify the Medicare RBRVS yd&BRVS is the

methodology used for fee schedule development. For any proprietary fee schedule, the
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contract must include sufficient detail that payment amounts related to that fee schedule
can be accurately predicted.
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Attachment 2.

MEMORANDUM

TO: Claims Adjudication SuCommittee of the Common Claims Committee
FROM: BCBSVT

DATE: September 27, 2007

SUBJ: California Department of Managed Health Care Rules § 1300.71

This memo is to provide a formal response to the Claims AdjudicatiofCBoimit e e 0 s
request that payers review and respond t&Ctddornia Department of Managed Health

Care Rules 8§ 1300.71 language and report whether any elements were objectionable. The
Plan will comment more fully upon the development of such a rule in thefutur

BCBSVT has reviewed the language and our comments and/concerns are noted within
the following categories:

Antitrust

Protection of Proprietary Information
Cost

Rule Language (Clear & Concise)

Antitrust

We recognize that access to accurate infoonas vital to the efficiency of any claims
adjudication process. We are concerned however with any requirement that could
promote antcompetitive behavior with the information that is required to be disclosed.
We believe such uses or disclosures hheegobtential to run afoul of the Statements of
Antitrust Enforcement in Health Caneumbers 5 and 6 published by the Federal Trade
Commission (FTC) and the Department of Justice (DOJ). We encourage the working
group to include safeguards in any propdkat would prohibit the anttompetitive use

or dissemination of fee and fee related information. We think it should make clear that
disclosure is not required if such disclosure would violate state or federal law.

Protection of Proprietary Information

Fee and fee related information that is required to be disclosed under the California

Managed Health Care Rule § 1300.71 appears to include proprietary information. We

dondédt think the California rule goes far eno
group should incorporate safeguards against any further use of this information by

providers for any purpose other than handling claims.

! http://www.ftc.gov/be/healthcare/industryguide/policy/index.htm
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Cost

To fully comply with this type of rule could require significant investment by a payer to
include both upfroninvestments and continued investment to maintain compliance. This

is difficult to quantify at this point as the California rule is not at a granular level to
assess/establish investment and resource requirements. The working group should keep
in mind and consider the potential cost to payers to comply with and maintain
administration of a rule such as this as part of the rule development process. Once a draft
rule is developed and the detailed requirements are fleshed out payers will then be in a
bette position to review and respond on investment, resources and their capability to
comply.

Rule Language

The language within the California rule is fairly vague and could be left to different
interpretation by the various payers impacted. If a rule avhg established and
implemented in Vermont it would need to be clear and concise to ensure it was
administered and interpreted consistently by all payers.

Il n conclusion, it should be noted that there
interpretation of th€alifornia Department of Managed Health Care Rules § 1300.71 that the

Plan cannot administer for example 1300.714BJ) areas where the Plan has made business

decisions and believe what we are presently administering is sufficient for eXeBopl&1 (A)

California Department of Managed Health Care Rules § 1300.71

Pl an

(A)

when available, be consistent with Current Proced| Professional/Facility: T h e

Terminology (CPT), and standards accepted by
nationally recognized medical societies and
organizations, federal regulatory bodies amajor
credentialing organizations;

directive is to be consistent with industr
practices with regard to coding and
standards (e.g., CPZ, HCPC Level Il,
UB-04 and other industry standards).
When we are not aligned thithe
industry practice (nostandard coding
methodologies) we communicate via a
provider notification.

(B)

clearly and accurately state what is covered by an
global payment provisions for both professional an
institutional services, any global paym@nbvisions
for all services necessary as part of a course of
treatment in an institutional setting, and any other
global arrangements such as per diem hospital
payments, and

Based on the Pl ang
California Department of Managed
Hedth Care Rules § 1300.71 the Plan
cannot administer

BCBSVT would request the Department to give all payers an opportunity to provided

feedback and input as part of the rule development process if a rule of this type is pursued

in the future.
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To:

From:

Re:

Date:

Attachment 3.

COMMON CLAIMS COMMITTEE

Claims Adjudication Subcommittee
William Little, Vice President, MVP Health Care
Response to committee recommendations for requirement that VT payers adhere
to the requirements specified under tradifcrnia Department of Managed Care
Rules
10/5/2007

MVP is appreciative of the work this subcommittee has undertaken and its
mission to offer to the legislature innovative ideas on how to reduce the
administrative burden of running a practice.

The specific language in the California Rule 1300.71 regarding fee schedule
disclosure is unacceptable to MVP. A health plan's fee schedule is proprietary and
should not be subject to public disclosure primarily because doing so would
promote artificial prce increases through aictompetitive behavior. Indeed, the
statements of Antitrust Enforcement in Health Care numbers 5 and 6 published by
the Federal Trade Commission (FTC) and the Department of Justice (DOJ)
prohibit such disclosures to prevent asdmpetitive conduct in the health care
market. We cannot support any proposal that would violate federal authority and
which could artificially increase the cost of health care in Vermont.

The disclosure of fee schedules could also causeamipetitiveconduct among

the health plans, causing an artificial decrease in health care costs. MVP is often
told we are "one of the better payers"”, but if | discovered my competitors were
reimbursing at a lower rate and providers were agreeing to it I'd be intdined
renegotiate contracts for the lower rates. | would have an obligation to do so on
behalf of all Vermont MVP rate payersbusinesses and individuals.

While we do not expect providers to contract with the plan without first knowing
how they will be pal, we have never had to disclose our entire fee schedule to
meet their need for information prior to joining our network. We typically provide
a small sample of reimbursement rates, which give them a good sense of how we
compare to other payers. For cemtapecialties, in specific geographic areas we
have modified our standard schedule in order to be competitive and contract with
the provider.

Other aspects of the California legislation are also objectionable because they are
typically issues that are mappropriately addressed on a chgecase basis in

each contract to meet the specific business needs of the providers and the plans,
and communication around those needs flows freely between MVP and providers.
The MVP Provider Manual, provider websitegular newsletters and provider
relations team ensure providers are fully informed prior to and during their
affiliation with MVP. MVP does not think it is in the best interests of the health
care delivery system for the legislature to negotiate spedfitract terms

between MVP and Vermont providers.
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Attachment 4.

Memorandum
To: Nancy E. Clermont
From: John B. Dick
Date: March 7, 2008
Re: Common Claims Request

| have reviewed the California language as proposead lifiquite difficult to analyze
because it is lacks precision on how Vermont would apply the ideas in the California
rules. Nevertheless, | have the following comments.

OVHA does not formally contract with any provider. Most providers enroll in our

program and agree in advance that if they submit a claim for services rendered to accept

our Apaymento (including denials) as payment
limited to those that contract? Will it apply to all providers that we pay, su¥e@mnont

public school districts, SRS, etc?

A Acomplete fee scheduleodo is quite a vague t
definition in the statute was not provided.) If it were interpreted to mean our CPT and

DME fee schedules as published todayteEDS web site, compliance might be easy.

|l f that i s not #Acompleted, then it would be
There are a number of codes for which we pay different providers a different amount.

Some code modifiers change paymeHow would that be managed? There are a

number of codes that do not have a price on file such as the miscellaneous (xxx99) codes

which we often pay per invoice cost or other calculated amounts. Some codes have

provider specific payments. The easedifficulty, of this requirement depends on the

details as applied in Vermont. | think we have extracted as many procedure code fees

from our system as we can. Going beyond our current disclosures will demand more

system capacity than now exists.

Theequest for fAndetailed payment policies and
current text in the Provider Manuals, or it could be interpreted to be asking for much

more than is on hand. | doestamdardcodingder st and w
methodologg s used to adjudicate cl ai mso. The | as

taken literally, it would insist that we disclose enough information to enable any provider
to calculate expected payment for every services or items provided to Medicaid.isIf this
the intent, we are a long way from that today. This would be a significant undertaking
that would demand many resources that are not yet planned. OVHA over the last 10
years has tried to dedicate time and energy to get us to where we are todayntiiie c

to make improvements in our manuals to help clarify our payment policies and claims
processing requirements, but we have never tried to cover all possible cases. If this is the
intent, would we also have to describe how we pay when we are thelaecpayer, the
tertiary, etc?
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The excerpt also suggests when it says né fo
would have to be organized on a provider specific basis, such as physician policy,

psychologist, hospital, etc. This is very di#nt from our current method where we have

the general rules in the Provider Manual for all providers and then additional Manuals

organized by claim type, (1500 and UB). Reorganizing these instructions by provider

type would demand a huge rewrite of aurrent manuals. But the California language

seems to demand much more than we currently have in writing.

We will have to see many more details filled in before we could begin to clearly estimate

if we could comply or not. If the last paragraph ®etst Ver mont 6s desired
the ability to forecast claim payment, | think our current materials fall far short of that

mark. Consider how would we comply with this for hospital inpatient care paid on a

DRG basis? It would be more complex to degcthie rules for APCs payment for

outpatient care. Most hospitals have the software to make these forecasts with a high

degree of accuracy. How would publishing fee schedules and payment rules add value to

the current capacity?

Much more is needed befonee could determine our ability to meet the objectives.

Cc: File
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SIMPLIFICATION OF WORKERS COMPENSATION CLAIMS
ADJUDICATION

Common Claims and Administrative Simplification
(Act 191, Sec. 55)

Project Title: Simplification of Workeré Compensation Clais and
Adjudication
Project Goal: Explore means to simplify the process for workemsmpensation

claims filing, processing and payment

Work Group Members:

e Kathy Peterson, Director of Patient Accounting, Rutland Regional Medical
Center, Rutland, Veront

e Lauren Parker, Vice President, Medical Business Administration (MBA)
Resources, So. Burlington and Montpelier, Vermont

Advisory External Resources:

eSteven Monahan, Director, Workersdé Compen
Department of Labor

e Michael Del Trecco, Director of Finance, Vermont Association of Hospitals and
Health Systems

¢ Pat Jones, Department of Banking, Insurance, Securities and Health Care
Administration

e Attorney John Hollar

e Attorney Clare Buckley

e Jonathan Nutt, Insurance Carrier Represar@aflG

e Steve Bennett, Carrier Group Representative, American Insurance Association

Summary of Sub-committee Activity:

The Wo Compenssition Subommittee of the Common Clainvgork Groupwas

formed in September of 2006. The SDbmmitteewasdaect ed t o study Wor ke
Compensation protocols, procedures, rules and existing law. Our mission was to define
impediments in the existing processes and to advise legislators of potential changes in

protocol or | aw that mi gtbntclaimsepsocesstbecommngt he wor
more cost effective, more timely and better defined for all parties involved including
empl oyers, employees (who are also patients)

compensation carriers and the Department of Labor.

The vasimajority of services by doctors, hospitals, and other medical providers are billed

and paid electronicallyThe mainstream method is a nationdliing format

promulgated by the federal governmeio r k er s compensation is pr
singlesource of norconformance with this uniform tianal standard Providers
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chronically complain of the difficulty of getting their bills through a system that differs
not only from state to state but also from payer to payer.

As with general health insurem, there is interest in defining administrative cost savings
to all parties from a uniform electronic system of billing and corresponddeas and
California have taken the lead in developing good systemskiiirey that serve the
needs of these twcomplex systemsBy design, their systems could also accommodate
the needs of almost any administrative requirement of another state.

Since late 2005, a special committee of the International Association of Industrial
Accidents Board Association (IAIAB) has been working on developing a model set of
electronic standards for medical billing and payméittey are taking a systemic
approach and considering all the related communications and transactions, such as
sending attachments, correcting errorgjaating bills with new information. he
Director of the WCSD is an active member of this group and thiesuimittee has been
in contact with 1AIABC.

With a focus on what we could do to support this standards reridwther
improvements to the systeme created the following goals:

1)Define existing processes from the provid
Compensation and Safety Division (WCSD) of the Department of Labor

2.) Determine what changes could be implemented to improve the filing process and
the follow up process without impacting the desired outcome which is efficient
and accurate claims processing.

3.) Educate all parties as to the legislated and preferred protocols.
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GOAL 1 1 Definition of Process
Definition of Provider Claims Processing

Our group started by comparing processes from the providei biokd hospital and
physician office settings. The goal was to determine where the bottlenecks occur and
determine if by changing the process, we could improve the outcome. The details of th
actual processes can be vieweditachment A, Al and A2.

We then compiled lists of issues faced by both the hospital and physician practice billing
departments. We presented the process descriptions and the list of issues to the WCSD at
a meeting BId at the Department of Labor in January, 2007. The major areas of concern
with reported examples from providers are outlined in italics kelow

ayCarriers are not followingnd&ecmainm®d sart e mi
in the system.
i.  InaVermont pysician practice where WC is a significant payer
(approximately 20 percent of total office charges), 60 percent of those WC
claims are aged over 90 daykhe timely payment laimdicates that a
claim should pay or deny within 45 days.
ii. Ina study of 42 lpysician practices: for WC claims that are not paid within
the first 30 days, in 580 percent of calls made to the WC carriers, the
carriers claim that there is fAno recor
requires faxing (where allowed) or-reailing, via regular or certified
mail, the claim form and the attached visite or operative note, often
several times before the carrier can Afin
ii. In atypical claim billed to a nerontracted Medical insurance catrrier, if a
claim is not paid ira reasonable amount of time, the claim may be
transferred to the patient to have them follow up with their employer or
insurance carrier directly. This encourages the patient to deal directly
with their employer who has engaged the carrier and elicasctistomer
relationship to call action to their effectiveness and pursue alternatives if
the carrier is found to be ineffective in this regard. Tddgon would be
i1l egal in VT Workersdéd Compensation cl

b) Problems with access to information abot the First Report of Injury (FROI):
By law, Vermont employers must file a FROI with WCSD within 72 hours of
learning of an employee being injured on thejdbmployers are also required to
report the injury to their WC carrier. Title 21 of VermontiLésee below)
indicates that the carrier is to file the FROI electronically. This suggests that
WCSD has two copies of the FROI on file and indicates that there could be manual
versions of the FROI needing input by data entry staff. We also determated th
forms entered manually often had errors that prevented the FROI from being found
(errors in spelling name, wrong name, etc). If the report was received
electronically, these errors would be minimized and the need for data entry staff to

enter them andorrect errors would be greatly reduced.
c) TITLE 21, CHAPTER 9. EMPLOYER'S LIABILITY AND WORKERS' COMPENSATION § 660a. Electronic
filing of reports of injury (e) No later than July 1, 2004, all first reports of injury shall be filed by the insuranca carri

Department of Labor, Wd6 Rue308® Compensation Rule 1
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electronically. The commissioner may grant an insurance carrier a variance if the insurance carrier documents to the
satisfaction of the commissioner that compliance would cause the insurance carrier "undue hardship," which, for the
purposes of this séon, means significant difficulty or expense. (Added 2001, No. 105 (Adj. Sess.), § 1, eff. May 15, 2002.)

Physicians and hospitals that provide car
confirm that a FROI has been filed and that the appropriate Wierczain be
billed.

i.  Often the FROI is apparently not on file with the WCSD. The reasons for
this missing information may be a result of employers not submitting the
FROI as is required by law or from manual forms requiring data entry
Manual formsmayresultin delays and errors at WCSI2ading to lost or
inaccessible information. The inability to access the FROI occurs
frequently and leads to significant delay in processing these claims.

WCSD should enforce regulations regarding employers filinglyimeports to their
insurance carrier so the carrier can file ¢hextronic FROL.If the carrier does not

have a FROI and WCSD cannot find the FROI, the charge may be transferred to the
patient as a nework comp claim.If this filing of the FROIis na done in a timely
manner, employees (patients) are likely to receive bills for their medical services
which they believe to be work related.

d Carriers are not following the Department
rule:
i.  Somecarriers elect to disrgard the DOL Rule 40 that requires that
hospitals be paid a percent of charge (currently 83 percent but is adjusted
annually by the DOL). Carriers donot
just decide to pay less than required by the rules. This putsitiden on
hospitals to chase the carrier for the full amount required by law.

ii.  Some carriers disregard the provisions in Rule 40 and require invoices for
nonDurable Medical Equipment, Prosthetics, Orthotics and Supplies
(DMEPOS) such as screws and plaiaship/knee surgeriesThe WC
carriers demand to see the hospital's invoice even though the rule in
section 40.021(e) says "Individual Invoices are not require@ihisleads
to significant delays in processing and payment of these claims and
requiresintense efforts on the part of the providers to resolve these issues
including seeking assistance from the WCSD.

e) Processing and following up on WC claims is manual in nature and very time
consuming
i.  The claims filing processs manual and cumbersom@ll claims for every
visit must be sent in with documentation of each visit. These notes are
reviewed for validity as a work related claim (and that no other medical
condition is included) prior to moving the claim to the processing mode.

il.  The follow up processs more onerous the carrier must be called with
each claim (there is no dime access to status). Information is given to
find the claim in the system. If there is no First Report of Injury on file, a
call must be made to the WCSD for canfation. If there is no report, the
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services are billed to the patient advising that no report has been made. If
the FROI is found at WCSD the carrier is called again regarding the claim.

iii.  With the FROI confirmed by WCSD the carrier is called agafrthe
clamisnotfoundi n t he WC carrierdés system, a |
faxed to the carrier (some carriers will not accept a faxed form because it
must be the original Red CMS 1500 form). There have been regular reports
of havirg to submit the saenpaperwork 3 or 4imes including having to
send certified mail to get the claim to the point of consideration. This can
take upwards of-® months on the average and many WC claims are
known to take well over a year to resolve.

Definition of the Department of Labor Processes

At the meeting with WCSDOit was determined that existing lanamely a provision

related to timelg/ payments of WC insurance claims, 18 V.S.A. § 9418¢s)in conflict

with DOL rules® Regardless of this conflict, the WCSD want enforcing the terms or

the statute or the rule due to lack of staffing at the WCSD. The Director was also very
clear that they viewed their role as that of mediator in a defined dispute and preferred that
the providers and carriers work out the diffeves amongst themselves.

Statewide hospital and physician office manager and billing groups (Hospitaligroup
Vermont Patient Account Managers or VPAM and Physician Grovermont Medical
Managers Assoc or VMMA) were approached by committee memberdyr2887with
the timely payment provision in 18 V.S.A 8 9418(c) which reads as follows:

I f the claim submitted is to a health pla
insurance policy,
(1) The health plan shalithin 45 days following receipt of the claim: (fpy or
reimburse the claim; or (B) notify in writing the claimant and the
commissioner of labor that the claim is contested or denied. The notice shall
include specific reasons supporting the contest or denial and a description of
any additional informabn required for the health plan to determine liability
for the claim.
(2) Disputes regarding any claims under this subsection shall be resolved pursuant
to the provisions of chapters 9 and 11 of Title 21
(3) The commissioner of labor may assess interest andtigsres provided in
subsections (e) and (f) of this sections against a health plan that fails to
comply with the provisions of this section or any order of the commissioner.
These remedies am additionto any other penalties available under Title 8
ard chapters 9 and 11 of Title 21.
The full text of the statutén Title 18, is attached asttachment B The referenak
section ofTitle 21 is attached a&ttachment C

®The statute states that workersé compensation carrie
or notify the claimant AND the DOL that the claim is contested or denied. DOL Rule 40.021(c), provides
that claims must be paid or corttess within 30 days and sets up a different collection process.

74



January 15, 2008 Common Claims Work Group Final Report

Automatic Interest:

Please note that in Title M8S.A. § 9418, automatic interesust be paid to the provider

for medical and disability claims that are not paid in a timely manner. Since there has

been a precedent set for medical and disability insurance, the committee singgeise

law be changed to allow for automatic interastvoo r k e r s 6 cotaimp reotpaidat i o n
or denied within the required timeframe.

Pattern of Practice:

It has been reported by the WCSD that a carrier must display a pattern of practice to

indicate review by the DOL (18 V.S.A. 8§ 9418, 2, i). Itis underdithat this is the case

for BISHCA in determining wrongloing for medical claims bWo r k €ompdhsation

i s administratively differ e-nonttacttdDue to the
relationship to the provider, the relatively few cases that argngrovider might have

with a carrier and the many carrier options available to employers, there may not be

enough claims to produce a pattern of practice. It will be the recommendation of this
committee that each claim be considered individually oovits merit.

Both provider billinggroups were advised to adjust thehoiifice protocols to follow the
stated requirements in the law to see if this would improve how claims were being
processed and paid and report back to the committee merf&ergpleProtocol
Attachment D)

After several months of communication, it appeared that there was no change in the
enforcement of the law by taking action against WC insurance carriers who were not
paying, denying or notifying the claimant (provider) or the Dt they were

contesting within the 45 day period. This resulted in a follow up meeting to try to clarify
how the WCSD viewed the lack of enforcement of the law.

We agreed to meet as a larger group to include VAHHS, BISHCA and the Commissioner
of the Department of Labor in June, 2007.

At this meeting:

e |t was agreed that there would be value in bringing representatives of the
insurance carrier community to the table to discuss where the impasses were
occurring.

e We were advised that WCSD was not f&dfto carry out the law as the sub
committee interpreted*itand that the presiding role of the Division was to
mediate between the carrier and the provider when they had a proven impasse.

e We were advised that the DOL rules would be revised to matdattaeof the
law. The revision of the Rules was to begin in the summer of 2007.

*Staffing at the WCSDhas been defined as 4 data entry staff (correct errors in
forms, enter the manual FROI, follow up on cases where the FROI is not filed,
etc); 7 specilssts who deal with complaints (3 low level and 4 higher Iével

major tasks are benefits discontinued or claim denied as not work related); fraud
investigator and hearing officer.
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Definition of the Workersd Compensatic

The meeting with carrier representatives took place in August, 2007, and was a very
informative discussion among the payer community, the lawyers who represent both
providers and payers and the provider community in attendance. There were several
areas defied as working points.

e Timely payment law was discussedlhe law allows for the Department of
Labor to assess penalty and interest to any carrier not abiding by the timely
payment portion of the law, as set forth in 18 V.S.A. 89418. This section of the
law was discussed in great detail. Many WC claims are not paid or denied in the
45 day window. The carriers were not notifying the Department of Labor or the
claimant. There are limits to which claims can reach the dispute level, due to
availability of gaffing at WCSD. Therefore, few claims ever reach the
Commissioner for assessment of penalty and/or interest.

There was discussion of tpessibility ofautomatic penalty. The attorneys

representing the carriers and the carrier representative pregeed dhat

amending the statute to mandate automatic assessment of penalty would be unfair

in the workersdéd compensation context and
believe that the carrier could prove they had taken action (requested more

information)on the account that would relieve them of the penalty.

All present agreed that if existing law was enforced it would speed up the
payment/resolution cycle of the claims, thereby reducing time and paperwork
associated with claims follow up.

e Efficiency of the Submission of Claims: Due to the overreaching assessment that
the process has become tedious, time consuming and costlly fomeljor
concern related tthe possibility of electronic transmission of claims from the
provider to the WC carrier witthe required associated medical record note.
Insurancecarrier representatives said that due to the state of technology in this area
on a national level, this would be challenging to mandate and accomplish. This
fact has been confirmed with three diffat Electronic Clearing House companies
doing business in Vermont. Be advised thattfagority of Vermontmedical
health insurance claims are submitted electronically directly to the carrier or
through a claims clearing house.

We learned that the staté Texas has mandated the electronic transmission of
claims effective January 2008. We were advised that the major insurers are
working toward compliance with the legislation but that smaller carriers would be
exempted due to their size and ability topidthe regulation. Similarly the
providershave an exemption that wouldaxde smaller facilities (physician

offices and smaller hospitals). It was the opinion of the presenter that due to these
exemptions, only a small number of Texas providers andc#/@ers would be

subject to the new law(Texas legiktion: House Bill (HB) 2511, enacted by the

76th Texas Legislature, Regular Session, added Labor Code §8401.024, which was
amended by HB 7, 79th Legislature, Regular Session)
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e The Processes at the Caier and WCSD Level: We received a working
description of the processes at the carrier levemandan electronic claim was
difficult to incorporate into the WC liability carrier worldVhen a claim is
received by the payer, the actual claim is remdvat the attached note and both
are routed to different departments for settlement in a timely manner.

The note is reviewed for validity of the work related injury. The claim is
processed with attention to the reason for the encounter and the resulting
procedure(s). When both have passed the required review, they are joined back
together in their system and approved or denied for payment. One carrier
representativeresent at the meeting indicated to the group that his company
provides incentives for alm reviewers and adjudicators to settle claims in 30
days or less.

A Workersd Compensation carrier has a ver
health insurance claims carrier. The medical carrier pays based on two primary

factorsi is the patientmactive member of the plan and is the procedure that is

being submitted an approved service under that same plan.

The WC carrier has to first ascertain from the written word of the provider
whether the condition reported is clearly the result of a fecck related

situation. Once it is, they have to determine if the procedure codes submitted are
all necessary and allowed (some services are considered to be included in others
and this must be looked at for cost savings). The carrier needs to cdreirm t

filing of the FROI or may sometimes be the submitter of the FROI.

The final step is to notify the provider of whether or not the service would be paid
or denied According to Title 18, they must also notify the commissioner of labor
if the claim isdenied. It would be assumed that this would initiate an update of
the record for this incident and would be accessible in the associated file for this
FROI.

Once the provider receives the payment or denial, they may appeal any decisions
that are unacceable to the practice or do not follow the Vermont State guidelines
already defined by law. These appeals can be made directly to the carrier or can
request the involvement of the Department of Labor, WCSD.

It is important to acknowledge that the majonfythe WC carriers are equipped

to receive and send the First Report of Injury (FROI) electronically, as required
by Vermont law. However, many small employers in VT are exempted from this
requirement due to their financial ability to incorporate softwamlow an
electronic filing. Since it is the responsibility of the employer to file this report,
many manual forms are submitted to WCSD because the employer is not
equipped to electronically submit the form. The manual forms submitted can be
difficult to read, leave room for data entry errors upon receipt at the WCSD and
the reports themselves are often behind in getting into the system because they
require someone to manually enter the information into the system.
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If there is no FROI, the claim (heng no validity) can be filed as unresolved or

destroyed at the carrier level. Similarly, if there is information sent to the WCSD

and they can not find the FROI to attach the claim to, they are also left with the

option of destroying the paperwork as#s no file in the systemlhe decision to
destroy the Ainvalido claim is often not
the provider of service. When calls are made regarding the status of the claim,

there is no record of the claim because there il&
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GOAL 2 - Recommendatiors

This subcommittee has made strides in understanding the perspectives of the liability

carriers, thddepartment of Labor and the provider community. We also are

cognizant of the frustration experiencedoy employers andmployee/patients in the

time involved in settling claims as well as
compensation cases.

We recommend that the following steps be taken to minimize costs and maximize the
fundingcapacity of the prognarkker sé compensati on

¢ Adopt the attached recommendation (Attachment F) for an amendment to Title 18
and 21 to include

6.) Change the law to transfer enforcement portion of Timely Payment Statute
over to BISHCA in consultation with DOlo enforce current requirements.
Initial complaints may be made to BISHCA by DOL or other parties,
including providers;

7.) Require Automatic interest paid to providers for lack of timely payments in
alignment with medical and disability claims

8.) Authorize the DOL to track carrier protocols fdaims receipt, claims
processing and claims paid, including an online claims status review option
for providers;

9.) Enable the DOL to have bill back authority for costs incurred in
investigations of the WC carriers;

10.) Allocate that penalties assessed againgtr k er s compensati on
deposited into a DOL administration fund to pay for tracking and
enforcement activities within the division.

Timeframe: July 2008

e Instead of requiring employers to file FROI with WC&bBdreport injury to
carrier, we ecommend that the process be streamlined and require employers to
file FROI with carriers within 72 hours so tlarriers can electronically filaLL
FROI to the WCSD, as required by law. This would result in one copy of the
FROI at WCSD and would be r@iwed electronically creating less delay in
entering into the WCSD tracking system and less entry errors to be dealt with by
the Division staff.

Timeframe: March 2008

e Since the data entry staff responsibility would be greatly reduced with electronic
submission of the majority of FROI, some of the four entry level staff would be
freed up to monitor and track complaints about timely payments. These
complaints, once verified with the provider and the carrier, would be forwarded to
BISHCA for enforcementf timely payments.

Timeframe: March 2008
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e Eli minate the APattern of Practiceo requi
claims from an individual providelf this is not possible, require the DOL to
provide their own longitudinal study of carsefover time) who repeatedly delay
payment or wrongly deny payment across multiple provider groups, for purposes
of creating in internal study of whether there is a patterned practice requiring
review.

Timeframe: July 2008

U Itis our recommendation ththe Legislature should carefully monitor the
implementation of the Texas law, which will take effect January 1, 2008, that
requires electronic claims filing from th
carriers. Addedbenefis to electronic filinginclude electronic record of claims
transmissions and the savingssa@nificant material costs involved with copying
and mailing documents.

Timeframe: FebruaryJune 2008

U Itis therecommendationf the subcommittethat the Legislature review cost
savings estimated iAttachment Gor analysis of time spent by employer,
physician office staff, hospital staff, WC carriers and WCSD. With these savings
of time and associated costs, the subcommigéieves that modifications to the
existing systems wad more than pay for themselves in a very short time period.
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Goal 371 Education and Implementation of Legislated Processes

It is the belief of this subcommittee that once the laws are defined, established and staffed

for enforcement, there are mechanismplace to educate and advise all providers of the

rules and regul ations of Workersdéd Compensat.i
assisted by the hospital group’PAM, the physician groupVMMA , The Vermont

Medical Society, The Vermont AssociatiohHospitals and Health Systems and the

Department of Labor.

We believe that a memo outlining the enforcement of the law and the updated rules

associated with the law should be sent in multiple media (letter, email, legal posting) to
al |l Wor k e atordoCar@ersrd@ing business in Vermont.
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HOSPITAL WORKE R 6C®OMPENSATION WORK FLOW

Patient is registered

Designated as work comp

Services Rendetde

Charges Entered

If no response from

Bill sent to carrier with records

she has recdrof injury

Carrier pays claim in full

Carrier makes partia

m—— eemm mam L

End of Flow

Call Carrier for
addt ol

pa)

carrier, call Trudy to see i

Carrier sends to outside
review like Concenti&
happens on a lot of claims

Once results received then
appeal decision if necessary

Appeals process can go back
and forth and take a couple of
years till claim paid and
resolved
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PHYSICIAN'S WORKERS' COMP FLOW
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corfirmation of FROI

T o FROI an fila - claim balanca
transfarrad to |:IE|‘|iEII'r| W massaga

o Payman
Fl

¥

Call to WCS Division if Faa
Schadula is Not Adharad to

Carriar Data Reviewad - Updata
If Macassary

Carractions Mada, Revisad
Claim is Faxad to Carriar wi nata

Calle Mada to Carars for
Status of Claims

¥

14 days later - if no action,
Bitar to carriar wi 10 days rag

¥

10 days - if no action claims
mporad ta WCS Division

30 days later - if no action, call
Trudy Smith at WCE Division
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