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In past issues of Blue Link, we provided you with information about our plans
to convert members to new non-Social Security number-based ID cards. We are
well underway in the process of rolling out these new ID numbers to our
members. This spring, we issued new ID numbers to all of our Medicare
Supplemental subscribers, as well as to more than 420,000 of our commercial
group members.
You have probably been presented with one of the new ID cards with the new
alpha-numeric format (example: YPPW1234578). During the transition, Blue
Cross and Blue Shield of North Carolina (BCBSNC) will continue to accept
claims submitted with the Social Security number-based ID numbers in order
not to disrupt claims processing. However, please make every effort to update
your records and submit claims with the new ID number. Also, it’s important
to remember that Blue Plans across the country are transitioning away from the
use of Social Security numbers as member ID numbers, so you may encounter
numbers from other Plans in a variety of formats until the transition is complete.
Here are some helpful tips to assist you in accommodating the new
ID numbers:
 Do not assume that a member’s ID number is their Social
Security number.
 Be sure that all of your systems can accommodate the alpha prefix
and all subsequent characters – up to 17 positions total. This
includes the systems used by your patient-billing vendors and
clearinghouses. Start working with your vendors now to ensure a
smooth transition to the new ID format. We also recommend that
you test your systems to be sure they can accommodate the new
format.
 A correct member ID number includes the alpha prefix (first three
positions) and all subsequent characters (up to 17 positions total).
The BCBSNC ID number will be a maximum of 14 digits, but other
Blue Plans may have up to 17 characters.
 Do not add or delete characters or numbers within the member ID.
 Do not change the sequence of the characters following the
alpha prefix.
 Please make copies of the front and back of the ID card, and pass this
information along to your billing staff.
If you have any questions about the new member ID format, please contact
your local BCBSNC Network Management office.
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The Provider’s Survival Guide
to FEP Inpatient Pre-Certification
Have you ever wondered what information the BCBSNC
Federal Employee Program (FEP) needs in order to
expedite the pre-certification process? To help you out,
we’ve prepared a concise survival guide to help you
ensure that your FEP patients receive prompt inpatient
pre-certification for their inpatient hospitalizations.
Here’s what you need to do:
 Once a patient has been hospitalized, someone at
the facility, or the patient, must notify BCBSNC
FEP Utilization Management at 1-800-672-7897
within 48 hours of the admission.
 Upon notification, the case will be loaded into
our system and sent to an episodic care
manager (ECM).
 An ECM is a licensed nurse, who will request and
review clinical information in order to make a
determination regarding pre-certification of the
inpatient stay.
 An ECM can also assist with discharge needs and
route the case to FEP Case Management
when appropriate.
 Please note that we do not provide prior
authorization for inpatient hospitalization; we
simply pre-certify the inpatient stay.

Discount Available
on Self-Management Devices
Many of our members have expressed an interest in
having their own blood pressure monitors, heart rate
monitors, scales and breast pumps. To answer that need,
we are providing our members with a cost-saving option.
Your BCBSNC patients can receive a 40 percent discount
on selected blood pressure monitors, heart rate monitors,
scales and breast pumps through Edgepark® Surgical, the
leader in nationwide home delivery of medical supplies.
For product and pricing information* or to place an order,
have your BCBSNC patient call 1-800-321-0591 to speak
with one of Edgepark Surgical’s BCBSNC-dedicated
customer service representatives.
® Registered mark of Edgepark Surgical.
*Prices include shipping
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If additional clinical information is required, please
fax the following to us at (919) 765-2081:
 Only pertinent information, such as the history
and physical, admitting diagnosis, vital signs,
abnormal lab values, as well as a discharge
summary if available.
 If we request a clinical update, please fax updated
vital signs, lab values, diagnostic procedure results
and pertinent progress notes.
 If the MD orders a transfer to inpatient
rehabilitation, please fax a current functional
assessment along with clear patient goals to us.
This assessment needs to be completed no sooner
than 1-2 days prior to the request for inpatient
rehab. Keep in mind that the Federal Employee
Program does not have a skilled nursing facility
benefit, and that BCBSNC is simply the
administrator of the federal government benefits.
 Clinical information must be legible, preferably
typed and sent within 24 hours of the request.
Please keep in mind that we require 24-hours notice in
order to review clinical information (including request for
transfer to inpatient rehab) and to make a determination.
All cases are reviewed on an individual consideration
basis. If you have any questions, please contact us at
1-800-672-7897 so that you can speak with the ECM
assigned to your facility.
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Collaborative Initiative
Between BCBSNC and OB/GYN Practices
to Increase Chlamydia Screening
Chlamydia is one of the most common sexually
transmitted diseases in the U.S., with an estimated 3
million new cases occurring each year. Adherence to
the U.S. Preventive Services Task Force recommendation
of annual chlamydia screening among sexually active
women (ages 25 and younger) remains low. Among
Blue Cross and Blue Shield of North Carolina (BCBSNC)
members, in 2003 only 22 percent of sexually active
women ages 25 and younger had a screening in the
past year.
In the summer of 2004, the BCBSNC Quality
Improvement Department conducted 39 interviews with
health care providers to gain a better understanding of
chlamydia screening practices. An analysis of the
interviews and a comprehensive literature review
suggested that a continuous quality improvement (CQI)
approach to organizational change would be most likely
to positively impact chlamydia screening rates.
Consequently, the Quality Improvement Department, in
partnership with five OB/GYN practices in WinstonSalem, designed and implemented a pilot intervention to
test whether an intervention based on the principles of
CQI would increase chlamydia screening rates of
sexually active women ages 25 and younger in
OB/GYN practices.

Pilot Practices Develop Protocol
Lyndhurst Gynecological Association, Hawthorne
OB/GYN Associates, Winston-Salem Womancare, and
the offices of Dr. Herbert Soper and Dr. Quincy McNeil
participated in the CQI intervention. A physician
champion was selected from each practice to promote
the project, and a CQI overview meeting was held with
the entire clinic staff to ensure clinic commitment. A
team representing all clinic personnel involved with
chlamydia screening participated in a two-hour CQI
session facilitated by BCBSNC staff. The aim of the
session was to clarify the clinic’s workflow, identify
specific barriers to chlamydia screening, and develop
changes to support routine chlamydia screening.

P

Each practice completed baseline and follow-up chart
audits to monitor changes in their practice screening
rates. Screening rates increased dramatically across
these five practices following implementation of the
action plan. The average screening rate at the
practices prior to the project was 21.35 percent. The
average post-intervention screening rate jumped to
69.44 percent.

Feedback From the Provider Participants
All of the practices viewed the project as an impetus to
do “the right thing.” In the words of Dr. Anna Imhoff
of Winston-Salem WomanCare, “These are the
recommendations. We need to just do it!”
Linda Porter, practice administrator at Hawthorne
OB/GYN Associates, summarized her practice’s thoughts
on the project when she said, “We increased the number
of patients screened in our office dramatically and hope
that our success will be shared with other practices
throughout the state. We have been pleasantly surprised
by the patient acceptance of the testing procedure.”
Dr. Brad Jacobs, Lyndhurst Gynecological Association’s
practice champion for the project, summed the pilot
intervention up in the following statement: “This project
demonstrates that collaboration between providers and
payers using the knowledge of people who do the work
and good, data-driven methods can make things better
for patients, caregivers and payers.”
For more information about the chlamydia screening
project, contact the Quality Improvement Department at
1-800-811-8324 or via e-mail at quality@bcbsnc.com.

Practices developed workflow changes, implemented
them and monitored results by chart review. Each
practice decided to make chlamydia screening a routine
part of pelvic exams and Pap smears for all sexually
active young women. In order to operationalize their
new plans, the practices developed protocols describing
the proposed workflow changes. Each practice
protocol included nursing staff regularly setting out
chlamydia screening swabs in exam rooms along with
patient-specific chlamydia educational materials.
3

Primary Care Interventions
to Reduce Alcohol Misuse
The U.S. Preventive Services Task Force recommends
screening and behavioral counseling to reduce alcohol
misuse by adults, including pregnant women. Screening
adults in the primary care setting can accurately identify
patients who misuse alcohol.
Alcohol misuse refers to drinking in amounts or under
circumstances that place people at risk for negative
consequences, including accidents, injuries, social and
health problems, and death. Risky or hazardous drinking
is defined in the United States as more than 7 drinks per
week or more than 3 drinks per occasion for women, and
more than 14 drinks per week or more than 4 drinks per
occasion for men.

Start a Dialogue With Your Patient
There are several effective screening tools available to
physicians to assess the risk for alcohol-related problems.
Here are some simple steps to take:
Step 1: Ask the quantity-frequency questions about the
patient’s alcohol consumption.
Step 2: If the answers to Step 1 indicate any alcoholrelated problems, ask the CAGE questions:
 Have you ever felt that you should cut
down on your drinking?

P



Have people annoyed you by criticizing you
for drinking?



Have you ever felt bad or guilty about your
drinking?



Have you ever had a drink first thing in the
morning to steady your nerves or get rid of a
hangover? (eye-opener)

Step 3: If the patient answers “yes” to one or more of
the CAGE questions, then you should carefully
assess the situation by finding out more
about the patient’s dependence indicators,
medical factors, behavioral factors and family
history. Next, advise and assist the patient by
stating your concern and discussing an action
plan for either reducing alcohol intake or
abstaining. Finally, arrange follow-up
support and make plans to monitor the
patient’s progress.
Blue Cross and Blue Shield of North Carolina can provide
you with a pocket guide for Alcohol Screening and Brief
Intervention, which was developed by the National
Institute on Alcohol Abuse and Alcoholism. If you would
like to obtain copies of this helpful screening tool, please
e-mail us at quality@bcbsnc.com or call us at 1-800-8118324.

Changes in
Out-of-Network Reimbursement
Blue Cross and Blue Shield of North Carolina (BCBSNC)
maintains a vast network of hospitals, physicians and
ancillary providers in North Carolina. Our participating
providers meet high standards for quality of care. We
recommend that our members obtain care within our
networks whenever possible. This will assure that they
benefit from lower out-of-pocket costs, while maintaining
access to a full range of covered medical services.
BCBSNC is updating its out-of-network fee schedule for all
products containing out-of-network benefits. This change
was effective on June 1, 2005, for physicians, hospitals and
ancillary providers who have elected to remain
nonparticipating in any of our BCBSNC products.
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The change is being made to better align the fees that
we allow for out-of-network services with those that
we allow for in-network services. We will update our
out-of-network fee allowances on a regular basis, in order
to continue to reflect our allowances for in-network
services.
BCBSNC’s benefit payments for out-of-network services
are typically based on a percentage of our out-of-network
fee schedule. Members will be responsible for paying bills
from out-of-network providers. The member’s share of
the cost will be the difference between the provider’s
charge and BCBSNC’s reimbursement based on the
out-of-network fee schedule.

National Provider Identifier
The administrative simplification provisions of the
Health Insurance Portability and Accountability Act
(HIPAA) require a national standard identifier for health
care providers. That standard identifier – the National
Provider Identifier (NPI) – is scheduled to be in place by
May 2007 for all providers submitting health care
transactions electronically.
The NPI is a 10-digit number that will replace the current
proprietary numbers on all electronic transactions.
Providers who utilize electronic transactions are required
under the regulations to request the NPI and to notify their
payers of their NPI assignment.
The Centers for Medicare and Medicaid Services (CMS)
has contracted with Fox Systems as the enumerator
responsible for administering the assignment of the NPIs
to providers. CMS is piloting the NPI application process
and will publish additional instructions for providers
applying for their NPI. Following the pilot this spring, CMS
will announce when the enumerator will be ready to
accept applications. Health care providers may begin
applying for NPIs on that date. Providers may apply via a
Web site or by submitting a paper application.
According to CMS, health care providers do not need to
take any action to apply for NPIs at this time. When CMS

Free Flu Shots
for BCBSNC Members
Beginning October 1, all Blue Cross and Blue Shield of
North Carolina (BCBSNC) members (including State
Health Plan and Federal Employee Program members)
may receive a free flu shot subject to the availability of the
vaccine this year and per the guidelines of the Centers for
Disease Control and Prevention.
We will also be offering on-site free flu shot clinics at large
employer group worksites. We will begin the process of
working with employer groups soon to set up these onsite clinics.
BCBSNC members who work for smaller employer groups
may receive a free flu shot at one of more than 700 North
Carolina retail pharmacies and grocery stores across the
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is ready to accept applications for an NPI, health care
providers will be encouraged to apply. While the NPI may
be requested in the near future, providers should not
begin using the NPI on transactions until health plans are
ready and have issued specific instructions on accepting
the NPI. The new provider identifier must be used on
standard electronic transactions with health plans no later
than May 23, 2007.
The following sources can provide you with updates and
information on the NPI project:
 The CMS NPI online resource at:
http://www.cms.hhs.gov/hipaa/hipaa2/regulations/id
entifiers/default.asp
 The HIPAA Hotline at 1-866-282-0659
 By sending an e-mail to AskHIPAA@cms.hhs.gov
BCBSNC is actively assessing its systems and processes
that will be impacted by the NPI. To begin preparing for
NPI, providers should do likewise by reviewing their
processes and systems and by contacting their
clearinghouses and vendors to determine their plans
for NPI.
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state. To find out when and where free flu shots will be
available in a particular area, BCBSNC members can go
online to bcbsnc.com or call a special toll-free number,
which we will share with members and accounts before
the program launch on October 1.
Members may still receive flu shots from their physician,
subject to the availability of the vaccine. In most cases,
members with preventive care benefits will not be charged
for receiving a flu shot from their physician. However,
some members may be charged an office visit copayment,
depending on their specific benefits. We encourage
members to check their BCBSNC benefit booklet to see
what preventive care benefits are available to them.
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Prior Plan Approval
Changes for Blue Advantage and Blue Options
In an effort to create greater consistency in the
administration of benefits across our lines of business, we
will be moving medical necessity reviews for certain
outpatient services from the retrospective review category
to the prospective review (prior Plan approval) category
for Blue Advantage® and Blue OptionsSM. This change
will be effective for services rendered to members on
or after July 1, 2005. Please note that this change does
not apply to the State Health Plan or the Federal
Employee Program.
The process for obtaining prior Plan approval remains
unchanged. You can request an approval by calling,
faxing or mailing your request to us at:

Medical Resource Management Department
Blue Cross and Blue Shield of North Carolina
P.O. Box 2291
Durham, NC 27702

Toll-Free Phone Number:
Region 1 Fax Number:
Region 2 Fax Number:
Region 3 Fax Number:
Discharge Services Fax Number:
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1-800-672-7897
1-800-459-1410
1-800-571-7942
1-800-672-6587
1-800-228-0838

Below is a list of BCBSNC’s prior Plan approval services,
including the outpatient services that are being moved to
prospective review. Please note that the prior Plan
approval list is subject to change. Current information can
be viewed on our Web site at bcbsnc.com. To access the
prior Plan approval list, select the “I’m a Provider” page
and choose the “Prior Authorization” category.
You can also contact our Medical Resource Management
Department at 1-800-672-7897 to find out if a service
requires prior approval. In addition, our Internet-based
application, Blue eSM will be updated when changes are
made to the prior Plan approval list. Blue e is available
to you free-of-charge for verification of membership
eligibility, claims submission and inquiry.
More
information about Blue e functionality and how to access
it can be also found on our Web site.

Blue Advantage and Blue Options Prior Plan Approval List*
General Services Already Requiring Prior Plan Approval for Blue Advantage and Blue Options
Inpatient Admissions:
•

The Plan should be notified of urgent/emergent admissions by the second business day of the admission.

•

Maternity admissions related to delivery do not require pre-admission certification for the first 48 hours
for vaginal delivery or the first 96 hours for c-section. Inpatient stays beyond the first 48 hours for vaginal
delivery or the first 96 hours for c-section require authorization.

•

Any other elective/scheduled admissions must be approved prior to admission.

Private Duty Nursing
Skilled Nursing Facility and Acute Rehab
Transplants – solid organ or bone marrow/stem cell
Mental Health/Substance Abuse Treatment (currently applies to Blue Options only)
• Excludes office visits
• Contact the vendor at the phone number on the BCBSNC ID card
Certain prescription drugs (currently applies to Blue Options only)**

(Continued on page 7)
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Blue Advantage and Blue Options Prior Plan Approval List* (continued)
Outpatient Services Added to Prior Plan Approval List for Blue Advantage and Blue Options
(Effective for service dates on or after 7/1/05)
Out- of- Network/Nonparticipating Services
The Plan may authorize out-of-network/nonparticipating services at the in-network benefit level if a service is not
available in-network or if there is a transition of care issue.
Non-Emergent Ambulance and Air Ambulance Services
Durable Medical Equipment - Specific codes are available from BCBSNC Customer Service, Medical Resource
Management or your Network Management representative.
Home Health Services, including nursing and home infusion
Surgery and/or Outpatient Procedures, such as:
•
•
•
•
•
•

Lung volume reduction surgery
Morbid obesity surgery
Orthotripsy
Percutaneous treatment of HNP
UPPP, surgical management of obstructive sleep apnea
Vertebroplasty and Kyphoplasty

Procedures Potentially Cosmetic, such as:
•
•
•
•
•
•
•
•
•

Reconstructive surgery, including but not limited to rhitidectomy, dermabrasion, scar revision
Breast surgeries including insertion and removal of silicone breast implants (not resulting from
mastectomy), reduction mammoplasty, and gynecomastia
Otoplasty
Blepharoplasty
Abdominoplasty
Therapy of superficial veins, such as varicose veins, telangiectasias
Home use of ultraviolet light box
Orthognathic surgery
Rhinoplasty

*This list is subject to change at any time. The most current prior Plan approval list can be found on our Web site at bcbsnc.com. **The lists for prescription
drugs that require prior approval or are subject to quantity limitations can also be found on our Web site.

More Process Improvements
for Prior Plan Approval
Specific Codes Now Available Online
In an effort to simplify the prior Plan approval process for
you, specific service codes on our prior Plan approval
(PPA) list are now available on our Web site at bcbsnc.com.
To access the prior Plan approval list, select the “I’m a
Provider” page and choose the “Prior Authorization”
category. The code list is also available to you through
Blue e, our Internet-based application.
Changes Limited to a Quarterly Schedule
In the past, the PPA list was subject to change at different
times. We realize that this may have been difficult to keep
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up with. Beginning on October 1, 2005, changes to the
PPA list will not occur more than once per quarter. We
will update the list within the first 10 days of January,
April, July and October. The list will remain the same until
the following quarter if you do not see an update to the
list on our Web site by the 10th day of January, April, July
and October.
We hope that these changes will make the prior Plan
approval process easier for you to utilize. Please contact
our Medical Resource Management Department at 1-800672-7897 if you have questions.
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State Health Plan Briefs
Non-Social Security Number IDs
June marked the beginning of the State Health Plan and
NC Health Choice’s conversion to new ID numbers that
do not contain the member’s Social Security number. By
July 1, 2005, the conversion will be complete and over
520,000 State Health Plan and NC Health Choice
participants will have their new ID cards in hand. The
new numbers will include the lead alpha character of
“W” followed by 8 numeric digits, a one-digit suffix, and
a one-digit modifier. For example, a new State Health
Plan ID number will look like: W1234567801, and a new
NC Health Choice ID number will look like:
YPCW1234567801.
During and after the transition to the new ID numbers,
the State Health Plan and NC Health Choice will continue
accepting claims submitted with the old Social Security
number-based ID numbers in order not to disrupt claims
processing. However, we hope that providers will make
every effort to update their records and begin submitting
claims with the new ID numbers as soon as possible.

Wellness Benefit Update
The State Health Plan will now recognize revenue code
923 (Pap smear) to be allowed once a year as part of the
wellness benefit. In addition, revenue code 31X with a
diagnosis of V76.2 will also be allowed once a year under
the wellness program.
How Far Back Will SHP Go For a Refund Request?
In the past, there was no limitation on how far the State
Health Plan (SHP) would go back to pursue a refund. As
of November 2004, the SHP will no longer pursue any
overpayments that exceed two years or as deemed
appropriate by the Claims Processing Contractor or the
executive administrator of the SHP. That time frame is
calculated by date of identification to date of payment.
This time frame is for a standard refund request only, and
it does not apply to fraudulent, misuse or abusive fillings.
We will accept unsolicited provider refunds within any
time frame.
Claims Spanning the Fiscal Year
Inpatient medical facility claims that pay based on
Diagnosis Related Grouping (DRG) for services that span
the end of the fiscal year (July 1 through June 30) cannot
be processed for payment and will be denied. These
claims have to be split and corrected claims submitted.
For all other inpatient claims such as psychiatric, chemical
dependency, rehabilitation, VA hospital, skilled nursing
facility, or when Medicare is the primary carrier, the claim
will need to be split if the dates of service span the end
of the fiscal year.
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When CRNA Services Are Covered
When billed separately, professional fees for a facility or
hospital-employed anesthesiologist or certified registered
nurse anesthetist (CRNA) are not covered except when
Medicare is the primary carrier. The administration of
anesthesia by the facility or hospital-employed CRNA is
considered a part of the anesthesia services and is
covered under the hospital DRG reimbursement.
Professional fees for services of a CRNA employed by the
anesthesiology practice are not covered separately.
Hospitalization Authorizations
On April 11, 2005, the Teachers’ and State Employees’
Comprehensive Major Medical Plan and NC Health
Choice changed their concurrent review process for
hospitalization authorizations to 14 days instead of seven
days if the member has not been discharged and an
extension is needed. The approval authorization to the
provider will state the number of days initially authorized
and will request that the provider submit clinical
information if it is anticipated that the length of stay will
exceed the number of authorized days.
Hospitalization Dates
We receive many outpatient HCFA 1500 claims that
indicate a date in box 18, which is intended for the
hospitalization dates related to current services. Please
remember to not put information in this box unless
inpatient services have been rendered.
Coordination of Benefits
When a patient has both State Health Plan and BCBSNC
coverage, you must first file a claim with the primary
carrier. Upon receipt of the primary carrier’s payment,
submit the claim along with the primary carrier’s
Explanation of Benefits (EOB) to the secondary carrier.
Claims received without the EOB will be denied.
Please do not use the “Other Carrier” field on the UB-92
or HCFA 1500 form unless the patient has other coverage.
Data placed in this field or any other field that doesn’t
apply will delay the processing of the claim in question.

New Claim vs. Corrected Claim
We are still receiving large volumes of claims stamped
“corrected claim” that are actually new claims.
A
corrected claim should only be submitted for a claim that
has been paid or denied as shown on your Notification of
Payment (NOP). If we mail a claim back to you
requesting missing or incomplete information, you should
not stamp “corrected claim” on it when you resubmit.
Stamping corrected claim or changing the bill type will
not expedite processing for a claim that has never been

(Continued on page 9)
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State Health Plan Briefs

(continued from page 8)

processed.
Doing so will actually delay processing
because the claim will have to be rebatched and
forwarded to the New Claims Department.
When submitting a corrected claim, professional providers
should stamp or write “corrected claim” on an area of the
claim that is clearly visible. Institutional providers should

Blue Link
Updates and Reminders

use the appropriate bill type to indicate they are filing a
corrected claim:
Bill Type 115 – Late charges only
Bill Type 117 – Replacement of prior claim
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Cooling Devices Used in Outpatient Settings
Effective April 7, 2005, Blue Cross and Blue Shield of
North Carolina (BCBSNC) has adopted the Blue Cross and
Blue Shield Association’s policy that “Cooling Devices”
(procedure codes: E0218 and E0236) are not considered
to be medically necessary.

Interferential Stimulation
BCBSNC has received multiple requests for the rental of
interferential stimulators. These are considered to be
investigational and are ineligible for reimbursement.
Please refer to the medical policy for interferential
stimulators on our Web site at bcbsnc.com.

Cooling devices are supplied by durable medical
equipment (DME) vendors to provider’s offices and
ambulatory surgery centers. BCBSNC will not reimburse
providers, members or DME vendors for these devices. A
complete copy of the medical policy is available for your
reference on our Web site at bcbsnc.com. Please contact
your BCBSNC Network Management representative if you
have questions.

Coverage for Hypnotherapy
Hypnotherapy (or hypnosis) is excluded from coverage
except when used to help control acute or chronic pain.
It is not covered as a single modality of treatment for
mental health, chemical dependency, alcoholism, or other
health conditions, such as obesity. There may be times
when hypnotherapy or hypnotic suggestion is used as
part of a mental health counseling session. However, this
would be integral to the counseling session and would
not be reimbursed as a unique or single service.

Major Customer Service Improvement
Coming in Early 2006
We are excited to announce that early next year, our
current touchtone telephone routing system will be
replaced by a voice-enabled system similar to those
used by many banks and airlines. The technology will
be implemented on most of our member and
provider phone lines.
The current phone numbers you use will not change.
However, you will hear a new voice that will ask short
and simple questions to ensure that your call can
be routed quickly and accurately.
Providers who
participated in our initial tests reported that the new
system is faster, friendlier and more efficient than our
current one. Be sure to watch for more specific details in
future issues of Blue Link!
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Blue e News
from EDI Services
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Admission Notification for FEP and BCBS Members

Submit Secondary Claims Electronically

Blue e now allows eligibility and claim status inquiries for
members of Blue Cross and Blue Shield (BCBS) Plans in
other states. New functionality offered by the Blue Cross and
Blue Shield Association allows for easier sharing of
information across the country about BCBS members – no
matter what state Blue Plan holds the policy.

Secondary claims should be submitted electronically after
the primary claim has been processed. Primary claim
information, which is returned to you after the claim is
processed, is required for secondary claim submissions.
Secondary claims submitted prior to the completion of
primary claim processing will not be processed.

Coming in July, this same functionality will be also available
for admission notification transactions. Providers will be
able to submit admission notification requests on Blue e for
members of other BCBS Plans. Your initial input screen will
look just as it does today. If the request is for an out-of-state
member, some additional information will be requested on
the “Admission/Treatment Add” screen. A new “Results
Summary” screen will provide the status of those requests
and allow you access to responses as they are received from
the member’s Home Plan.

LPF Claim Format Retires This July

SM

A job-aid, providing instructions and details about this new
service will be available from the Blue e Home page in midJuly.
Support for Netscape Browser Discontinued

Most health care providers have already made the transition
to HIPAA-compliant formats for their health care claims.
Those who have not yet made the move need to be aware
that after June 30 2005, BCBSNC will no longer accept the
old claim format. All providers will be expected to submit
HIPAA-compliant Institutional (formerly UB92) and
Professional (formerly HCFA) claims. If you have
any questions about making this transition, please contact
your BCBSNC EDI field consultant. Also, see our Web
site
for
contact
and
HIPAA
information
(www.bcbsnc.com/providers/edi/contacts.cfm ) or call EDI
Customer Support at 1-888-333-8594.
Correct your Professional and Institutional 837 Claims
Electronically

Support for the Netscape browser when connecting to Blue
Corrected 837 claims should be submitted electronically
e was discontinued as of June 1. So few of our users (less
using one of the Frequency Type Codes in the 2300 loop,
than 1 percent) were using this platform that it was no
CLM05:3 element. Submitting corrected claims electronically
longer economically viable to provide support for the
improves turn-around time and relieves you of the need to
service. Prior to making this decision, we contacted many
file paper. Remember: Electronically corrected 837
of our Netscape users and found that all were able to easily
claims do not need to be submitted on paper.
access Internet Explorer. This discontinuation of Netscape
support will help us keep costs down.
Valid corrected claim codes* are listed below:
Value 5 - Code Title: Late Charges Only
Important Notice:
Definition: This code is to be used for submitting charges to the
To verify that the original claim has been
payer that were received by the provider after the admit through
processed, check your Notification of Payment
discharge for the last interim claim has been submitted.
(NOP) or Explanation of Payment (EOP) for a
However, providers should not use this code in lieu of an
posting of the claim. The presence of the claim on
Adjustment Claim or a Replacement Claim.

the NOP or EOP ensures that it has been processed
and can be corrected, if necessary.

Use corrected claim indicators for corrected claims
ONLY. Initial claim submissions containing
corrected claim indicators are not processed or may
be misidentified as duplicate claims. You will be
notified that the claim cannot be processed and will
be asked to resubmit an original claim
electronically, with the proper claim indicators.
To expedite payment of your corrected claim,
include the claim number assigned to the original
claim. The claim number can be found on the
NOP, the EOP or your 835 remittance notification in
the 2100 Loop, CLP07. Including the BCBSNCassigned claim ID number will allow us to identify
the original claim quickly and process the
correction more efficiently.
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Value 7 Code Title: Replacement of Prior Claim
Definition: This code is to be used when a specific bill has
been issued for a specific provider, patient, payer, insured and
“Statement Covers Period” and it needs to be restated in its
entirety, except for the same identify information. In using
this code, the payer is to operate on the principle that the
original bill is null and void, and that the information present
on this bill represents a complete replacement of the
previously issued bill.
However, providers should not use this code in lieu of a Late
Charge(s) Only Claim.
Value 8 Code Title: Void/Cancel or Prior Claim
Definition: This code reflects the elimination in its entirety of
a previously submitted bill for a specific provider, patient,
payer, insured and “Statement Covers Period” dates. The
provider may wish to follow a void bill with a bill containing
the correct information when a payer is unable to process a
Replacement to a Prior Claim. The appropriate frequency
code must be used when submitting the new bill.
*Note that Value 6 is no longer a valid code within the Frequency Type Code set.

Rx Corner

P

New Generics
The following drug products have recently become
available generically and are available at the lowest
copayment level for members, which is Tier 1 for those
BCBSNC members who have their prescription drug
coverage through us.

F

Rx

Remember to tell your patients that the U.S. Food and
Drug Administration requires that generic drugs have the
same quality, strength, purity and stability as their brandname counterpart. Help your patients save money and
prescribe generic drug products when appropriate.

New Generics - Tier 1 (Lowest Copayment)
Brand Name
Monopril HCT
Ultravate

Generic Name
Fosinopril / hydrochlorothiazide tablets
Halobetasol propionate 0.05% cream, ointment

Elocon
Loprox
Terazol 7, Terazol 3
Robinul, Robinul Forte
Grifulvin V

Mometasone 0.1% topical cream, ointment
Ciclopirox 0.77% topical cream, lotion
Terconazole 0.4%, 0.8% vaginal cream
Glycopyrrolate 1, 2 mg tablets
Griseofulvin microsize oral suspension
125 mg/5 ml
Didanosine delayed-release capsules 200,
250, 400 mg

Videx EC

Therapeutic Class
Antihypertensive Combinations
Topical Corticosteroids Very High
Potency
Topical Corticosteroids Medium Potency
Topical Antifungals
Vaginal Antifungals
Antispasmodics
Antifungal Agents
HIV/AIDS Therapy

BCBSNC Drug Formulary Updates
Blue Cross and Blue Shield of North Carolina and its decisions regarding their placement (copayment) in the
Pharmacy & Therapeutics Committee have reviewed the formulary tiers.
following new drug products and have made the following
Tier 2 – Preferred Brand-Name Drugs (Second Lowest Copayment)
Brand Name
EpiPen
EpiPen Jr
Omnicef

Generic Name
Epinephrine 0.3 mg single-dose auto-injector
Epinephrine 0.15 mg single-dose auto-injector
Cefdinir capsules, suspension

Therapeutic Class
Adrenergics
Adrenergics
3rd Generation Cephalosporins

Tier 3 – Nonpreferred Brand-Name Drugs (Highest Copayment)
Brand Name
Ketek
Factive
Xifaxan
Tindamax
Alinia* tablets
Istalol
Cymbalta
Tarceva
Menostar
Sanctura

Generic Name
Telithromycin tablets
Gemifloxacin tablets
Rifaximin tablets
Tinidazole tablets
Nitazoxanide tablets
Timolol maleate ophthalmic solution
Duloxetine capsules
Erlotinib tablets
Estradiol transdermal patch 0.14 mg/day
Trospium chloride tablets

Therapeutic Class
Miscellaneous Anti-Infectives
Fluoroquinolones
Miscellaneous Anti-Infectives
Antiparasitics
Antiparasitics
Ophthalmic Beta Blockers
Antidepressants
Antineoplastic Drugs
Estrogens
Anticholinergics & Antispasmodics

*Alinia (nitazoxanide) oral suspension is on Tier 2 (preferred).
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2005 Medical Record Standards
for Managed Care Primary Care Physicians
and OB/GYN Physicians Providing Primary Care
In conjunction with our Physician Advisory Group, and
based on National Committee for Quality Assurance
(NCQA) requirements, medical records standards were
developed to encourage the quality and appropriateness
of physician documentation in regard to office medical
records.

P

It is against these standards that medical record reviews
are conducted every three years on selected physicians.
OB/GYN practices that render primary care are also
monitored against these standards. Standard number 24,
which is about the review of chronic medications, is the
only new standard for 2005.

Standard

Supporting Documentation

1. All pages contain patient identification

1. Each page in the medical record must contain the patient’s
name or ID number.

2. Each record contains biographical/
personal data.

2. Biographical/personal data is noted in the medical record.
This includes the patient’s address, employer, home and
work telephone numbers, date of birth and marital status.
This data should be updated periodically.

3. The provider is identified on each entry.

3. Each entry in the medical record must contain author
identification (signature or initials).

4. All entries are dated.

4. Each entry in the medical record must include the date
(month, day and year).

5. The record is legible.

5. The medical record must be legible to someone other than the
writer.

6. There is a completed problem list.

6. The flow sheet includes age-appropriate preventive health
services. A BLANK PROBLEM LIST OR FLOW SHEET DOES
NOT MEET THIS STANDARD.

7. Allergies and adverse reactions to
medications are prominently displayed.

7. Medication allergies and adverse reactions are PROMINENTLY
noted in a CONSISTENT place in each medical record. If
significant, allergies to food and/or substances may also be
included. Absence of allergies must also be noted. Use NKA
(no known allergy) or NKDA (no known drug allergy) to
signify this. It is best to date all allergy notations and update
the information at least yearly.

8. The record contains an appropriate past 8. Past medical history (for patients seen three or more times) is
medical history.
easily identified and includes serious accidents, operations and
illnesses. For children and adolescents (ages 18 and younger)
past medical history relates to prenatal care, birth, operations
and childhood illness. The medical history should be updated
periodically.
(continued on page 13)
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2005 Medcal Record Standards (continued from page 12)

Standard

Supporting Documentation

9. Documentation of smoking habits and
alcohol use or substance abuse is noted in
the record.

9. The medical record should reflect the use of or abstention
from smoking (cigarettes, cigars, pipes and smokeless
tobacco), alcohol (beer, wine and liquor), and substance
abuse (prescription, over- the-counter and street drugs) for all
patients ages 14 and above who have been seen three or
more times. It is best to include the amount, frequency, and
type in use notations.

10. The record includes a history and physical
exam for presenting complaints.

10. The history and physical documents appropriate subjective
and objective information for presenting complaints.

11. Lab and other diagnostic studies are
ordered as appropriate.

11. Lab and other diagnostic studies are ordered as appropriate
to presenting complaints, current diagnosis, preventive care,
and follow-up care for chronic conditions. It is best to note
if the patient refuses to have recommended lab or other
studies performed.

12. The working diagnoses are consistent
with the diagnostic findings.

12. The working diagnosis is consistent with the findings from
the physical examination and the diagnostic studies.

13. Plans of action/treatments are
consistent with the diagnosis(es).

13. Treatment plans are consistent with the diagnosis.

14. Each encounter includes a date for a return
visit or other follow-up plan.

14. Each encounter has a notation in the medical record
concerning follow-up care, calls or return visits. The specific
time should be noted in days, weeks, months or PRN (as
needed).

15. Problems from previous visits are
addressed.

15. Unresolved problems from previous office visits are
addressed in subsequent visits.

16. Appropriate use of consultant services is
documented.

16. Documentation in the record supports the appropriateness
and necessity of consultant services for the presenting
symptoms and/or diagnosis.

17. Continuity and coordination of care
between primary and specialty physicians
or agency documented.

17. If a consult has been requested and approved, there should
be a consultation note in the medical record from the
provider (including consulting specialist, skilled nursing
facility, home infusion therapy provider, etc.)

18. Consultant summaries, lab and imaging 18. Consultation, lab and X-ray reports filed in the medical record
study results reflect review by the primary
are initialed by the primary care physician or some other
care physician.
electronic method is used to signify review. Consultation,
abnormal lab and imaging study results have an explicit
notation in the record of follow-up plans.
19. Care is demonstrated to be medically 19. Medical record documentation verifies that the patient was not
appropriate.
placed at inappropriate risk as a result of a diagnostic or
therapeutic process.

(continued on page 14)
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2005 Medcal Record Standards (continued from page 13)

Standard

Supporting Documentation

20. A complete immunization record is included 20. Pediatric medical records contain a completed immunization
in the chart.
record or a notation that “immunizations are up-to-date.”
21. Appropriate use of preventive services is
documented.

21. There is evidence in the medical record that age- appropriate
preventive screening and services are offered in accordance
with the organization’s practice guidelines. (Refer to the
Medical Policy section of your BCBSNC provider manual.) It
is best to note if patient refuses recommended screenings
and/or services.

22. Charts are maintained in an organized
format.

22. There is a record keeping system in place that ensures all
charts are maintained in an organized and uniform manner.
All information related to the patient is filed in the
appropriate place in the chart.

23. There is an adequate tracking method in
place to insure retrievability of every
medical record.

23. Each medical record required for patient visit or requested
for review should be readily available.

24. Review of chronic medications if
appropriate for the presenting symptoms.

24. There is documentation in the record, either through the use
of a medication sheet or in the progress notes, that
medications have been discussed as appropriate.

Get the Facts
About BCBSNC and Taxes

F

A

Rx

There seems to be quite a bit of confusion out there about
Blue Cross and Blue Shield of North Carolina’s tax status.
We want to provide you with a few key facts that will help
separate fact from fiction.

• So in 1986, the majority of our tax exemptions went
away. The very small tax break we previously received
on the premium tax has also gone away, and we are
now taxed exactly as our for-profit competitors.

• BCBSNC is not a tax-exempt organization. We are fully
taxed.

• As a fully taxed corporation, BCBSNC’s federal, state and
local tax expenses were $135.3 million for 2004.1 This
amount includes state premium and payroll taxes and
federal payroll taxes.

• It is true that we did have certain federal tax exemptions
prior to 1986 that provided some financial advantage to
the company. However, our competitors objected to
these exemptions and argued successfully to the IRS that
we should be taxed the same way they are.

• As a fully taxed corporation, BCBSNC’s federal, state and
local tax expenses (including income, premium and
payroll taxes) grew from a total of $29 million in 1999
to $143 million in 2003.2

1999

2000

2001

2002

2003

Property

$1,648,205

$1,705,043

$1,643,616

$1,673,616

$1,698,650

N.C. Taxes

$6,000,911

$8,202,207

$9,031,072

$15,378,742

$32,269,181

Federal

$21,598,788

$47,747,446

$56,761,843

$54,392,090

$109,233,534

Total

$29,247,907

$57,654,696

$67,466,653

$71,447,448

$143,201,366

1 BCBSNC internal records as of 12/31/2004.
2 BCBSNC internal records as of 12/31/2003.
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BCBSNC Preventive Care Guidelines*
GOALS
 Prevent the onset of targeted conditions.
 Identify and treat asymptomatic patients who have risk factors or preclinical disease but in whom the condition has not
become clinically apparent.
 Establish a consistent assessment schedule and indicators.
 Monitor the health and medical needs of the patient.
 Provide education and recommended screenings and interventions to the patient/parent.
 Reassure the patient/parent.
 Assess the patient’s well-being.
 Detect medical and psychosocial complications and institute indicated interventions.

GUIDELINE PRECEDENT (Based on Preventive Health Services Policy (1990 to 1997)
KEY PROCESS AND OUTCOME MEASURES
Effectiveness of Care**
 Adolescent Immunizations: Children turning 13 years of age during the reporting year
 Advising Smokers to Quit: Adults 18 and older as of the end of the reporting year
 Antidepressant Medication Management: Adults 18 years and older as of the 120th day of the reporting year
 Beta-Blocker Treatment After a Heart Attack: Adults 35 years and older as of the end of the reporting year
 Breast Cancer Screening: Women ages 52 through 69 as of the end of the reporting year
 Chlamydia Screening: Sexually active women ages 16 through 25 as of the end of the reporting year
 Cervical Cancer Screening: Women ages 21 through 64 as of the end of the reporting year
 Childhood Immunizations: Children turning two years of age during the reporting year
 Cholesterol Management After Acute Cardiovascular Events: Adults ages 18 through 75 as of the end of the reporting year
 Colon Cancer Screening: Adults 50 and older as of the beginning of the reporting year
 Comprehensive Diabetes Care: Adults ages 18 through 75 as of the end of the reporting year
 Controlling High Blood Pressure: Adults ages 46 through 85 as of the end of the reporting year
 Flu Shots for Older Adults: Adults ages 65 and older as of the beginning of the reporting year
 Follow-Up After Hospitalization for Mental Illness: Members ages 6 years and older as of the end of the reporting year
 Use of Appropriate Medications for People with Asthma: Members ages 5 through 56 as of the end of the
reporting year
Use of Services
 Well-Child Visits in the First 15 Months of Life
 Well-Child Visits in the Third, Fourth, Fifth and Sixth Years of Life
 Adolescent Well-Care Visits

SOURCES
Advisory Committee on Immunization Practices (http://www.cdc.gov/nip/acip)
American Academy of Family Physicians (http://www.aafp.org)
American Academy of Pediatric Dentistry (http://www.aapd.org)
American Academy of Pediatrics (www.aap.org)
American Cancer Society (http://www.cancer.org)
American Medical Association (http://www.ama-assn.org)
Centers for Disease Control and Prevention (http://www.cdc.gov)
National Center for Education in Maternal and Child Health (http://www.ncemch.org)
National Osteoporosis Foundation Physician’s Guide to Prevention and Treatment of Osteoporosis (http://www.nof.org)
North Carolina Department of Health and Human Services (http://www.dhhs.state.nc.us)
North Carolina General Statutes (For mandated screenings: 58-3-174; 58-50-155, 58-50-155; 58-51-57; 58-65-92; 58-67-76; 135-40.5(e);
58-3-179; 58-50-155; 58-50-155; 58-51-57; 58-65-92; 58-67-76; 135-40.5(e); 58-3-260; 130A-125; 58-3-270; 58-50-155; 58-50-155; 58-51-58;
58-65-93; 58-67-77)
U.S. Preventive Services Task Force (http://odphp.osophs.dhhs.gov/pubs/guidecps/)
(Guide to Clinical Preventive Services, Report of the U.S. Preventive Services Task Force, 3rd ed.: Periodic Updates, 2000-2005)
*These guidelines are subject to the limitations of the member’s preventive care benefits.
** See National Committee for Quality Assurance (NCQA) Health Plan Employer Data and Information Set (HEDIS) Web site for
complete descriptions of Effectiveness of Care Measures: http://www.ncqa.org
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Preventive Care Guidelines (continued from page 15)

PREVENTIVE CARE FOR NEWBORNS AND INFANTS (0-24 months)
Detection Intervention
• Six office visits during first year for routine health assessment.
• Three office visits during months 13-24 for routine health assessment.
First Week
Service
All Infants:

Schedule

Ocular prophylaxis

No later than one hour after birth: Erythromycin 0.5%
ophthalmic ointment, tetracycline 1% ophthalmic ointment, or
1% silver nitrate solution should be applied topically to the eyes of all
newborns
At time of delivery
Before discharge from nursery; those not tested at birth should be
screened before age 3 months

Vitamin K
Hearing

Routine Visit
Service
All Infants:

High Risk Groups:

History, physical exam (including
length and weight),
and vision assessment1
Length, weight and head circumference
Developmental/behavioral assessment
Anticipatory guidance for parent
(including diet, injury prevention, dental
health, effects of passive smoking, sleep
positioning counseling)
Fluoride supplement2, if appropriate
Hgb/hct3
Tuberculin skin test (PPD)4
Lead screening5

Schedule
Six visits during first year; three visits during second year

Every visit
Every visit
Every visit

Daily for children between 6 months to 16 years of age
Once during infancy (6-12 months of age)
At 12 months of age for children at high risk
Conduct a risk assessment and screen for elevated lead levels by
measuring blood lead at least once at age 12 months for children at
high risk. Seek guidance from local health department.

1 See AAP recommendation on vision screening and assessment at well-child visits.
2 AAPD recommends the supplementation of a child’s diet with fluoride when fluoridation in drinking water is suboptimal. Fluoride supplements should be considered for
all children drinking fluoride deficient (<0.6ppm F) water.
3 For babies who are pre-term, low-birth weight, low income, migrant, or on principal diet of whole milk.
4 Risk factors include those with household members with disease, recent immigrants from countries where disease is common, migrant families and residents of homeless
shelters.
5 Risk factors include living in or frequently visiting an older home (built before 1950), having close contact with a person who has an elevated lead level, living near lead
industry or heavy traffic, living with someone whose job or hobby involves lead exposure.
Recommended childhood immunization schedule can be accessed at:
http://www.cdc.gov/nip/recs/child-schedule.htm#Printable
Source: Centers for Disease Control and Prevention 2005 Childhood and Adolescent Immunization Schedule
Additional vaccines may be ordered, subject to clinician discretion (e.g., meningococcal vaccine). Sequence and timing of vaccines may also vary.

1
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Preventive Care Guidelines (continued from page 16)

PREVENTIVE CARE FOR CHILDREN AND ADOLESCENTS (2-18 YEARS OLD)
Detection Intervention
• Office visit annually between ages 2-18 years for routine periodic health assessment.
Routine Visit
Service
Schedule
All Children/
Adolescents:

History and physical exam
Height and weight
Obesity screening
Tobacco screening and counseling
Blood pressure

Hearing
Behavioral/developmental
assessment
Anticipatory guidance6
Fluoride supplement, if appropriate2
Counseling on calcium intake
Vision screen for amblyopia, strabismus7, and
defects in visual acuity1 (beginning at age 3)

High Risk
Groups:

Scoliosis screen
Eating disorders screen
Hgb/hct
Hernia/testicular cancer screen
Tuberculin skin test (PPD) 4
Lead screening5

Cholesterol

Chlamydia screening
Papanicolaou smear

6
7

Every year
At each visit for routine health exam
BMI at every visit
Every visit
Sphygmomanometry should be performed at each visit beginning at age
3, in accordance with the recommended technique for children, and
hypertension should only be diagnosed on the basis of readings at each
of three separate visits.
Before age 3 for high-risk children, if not tested earlier.
Every visit
Every visit
Daily for children between 6 months to 16 years of age
Every visit for all girls 11 years of age and over
Recommended for all children once before entering school, preferably
between ages 3 and 4 years. Vision screening generally provided by
school system for ages 7-12.
During complete physical exams for patients ages 13-18 years
Every visit for patients ages 13-18 years
Annually for menstruating adolescent females
Every visit for male patients ages 13-18 years
As recommended by physician
Conduct a risk assessment and screen for elevated lead levels by
measuring blood lead among high-risk children. Seek guidance from
local health department.
One time at age 6 or older when positive family history for early
cardiovascular disease or hyperlipidemia; otherwise, one test between
ages 13 and 18 years.
Annually for female patients who are/have been sexually active
Annually for female patients who are/have been sexually active or are
18 and older

For patients up to age 12 years, this includes diet, injury and violence prevention, dental health, and effects of passive smoking. For patients ages 13-18 years,
anticipatory guidance should include diet and exercise, injury prevention, sexual practices and substance abuse. For patients with family history of skin cancer; large
number of moles, or fair skin, eyes or hair, guidance should also include skin protection from UV light.
Clinicians should be alert for signs of ocular misalignment. Stereoacuity testing may be more effective than visual acuity testing in detecting these conditions.

Recommended childhood and adolescent immunization schedule can be accessed at:
http://www.cdc.gov/nip/recs/child-schedule.htm#Printable
Source: Centers for Disease Control and Prevention 2005 Childhood and Adolescent Immunization Schedule
Additional vaccines may be ordered, subject to clinician discretion (e.g., meningococcal vaccine). Sequence and timing of vaccines may also vary.
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Preventive Care Guidelines (continued from page 17)

PREVENTIVE CARE FOR ADULTS (19-64 YEARS OLD)
Detection Intervention
• Office visit every 1-3 years which includes assessment, routine testing and education.
Routine Visit
Service
Schedule
All Adults:

History and physical exam
Height and weight
Obesity screening and counseling
Tobacco screening and counseling
Blood pressure
Diet and exercise counseling
Alcohol screening and counseling
Substance abuse screening
Sexual practices counseling
Chlamydia screening
Eye exam
Folic acid supplement counseling
Total blood cholesterol (can be non-fasting)
Depression screening
Colorectal cancer screening

Every 1 to 3 years until age 40, and then annually
Every visit
BMI and abdominal girth at every visit
Every visit
Every 1 to 3 years
Every 1 to 3 years
Every 1 to 3 years
Every 1 to 3 years
Every 1 to 3 years
Annually for women who are/have been sexually active, ages 19-26 years
Every 1 to 3 years until age 40, and then annually
Annually for women of reproductive age
Every five years, if normal
Initial visit, then every 1 to 3 years and as suggested by symptoms8
One of the following screening tests is recommended for ages 50 and older9

Calcium intake counseling
Osteoporosis prevention counseling
Mammography counseling
Mammogram

 Annual fecal occult blood test (FOBT)
 Flexible sigmoidoscopy, every five years
 Annual FOBT and flexible sigmoidoscopy, every five years
 Total colon examination by DCBE, every 5 to 10 years
 Total colon examination by colonoscopy, every 10 years
Every 1 to 3 years for women
Every visit for peri- and post-menopausal women
Every visit, women ages 40 and over
Women who have not had bilateral mastectomy:

Clinical breast exam, teaching
breast self exam
Papanicolaou smear
High Risk
Groups:

Diabetes screening
Prostate cancer counseling10
Tuberculin skin test (PPD)4
Bone mineral density screening11

Mandated
Benefits:
8
9
10
11
12
13
14

1
18

Testing for sexually transmitted disease12
Electrocardiogram (ECG)13
Aspirin counseling13
Ovarian cancer screening14

 One baseline screening for women ages 35-39
 One screening annually for women ages 40 and older
As recommended by physician
Annually for women who have a cervix (less frequent testing may be
appropriate, if recommended by physician)
For patients with hypertension or hyperlipidemia
And screening using PSA or DRE as recommended by physician for men
considered at risk for prostate cancer
Every 1 to 3 years
Initial assessment and subsequent follow up for perimenopausal and
postmenopausal women at risk for osteoporosis
As recommended by physician
As recommended by physician
As recommended by physician
Screening using transvaginal ultrasound and rectovaginal pelvic exam for
women 25 years and over who are at risk for ovarian cancer

Symptoms to note include either those suggestive of a mood disorder or frequency of somatic complaints (more than 5 visits in the past year with problems in more than
one organ system).
Begin screening earlier for high-risk adults, including those with a first-degree relative diagnosed with colorectal cancer before age 60.
Risk factors include: family history of prostate cancer, age (risk increases beginning at ages 55-60), being of African-American descent, consuming a high-fat diet, having
had a vasectomy.
Refer to the BCBSNC Medical Policy: Bone Mineral Density Studies at www.bcbsnc.com.
Risk factors include history of prior STD, new or multiple sex partners, inconsistent use of barrier contraceptives, use of injection drugs. STD tests may include HIV,
syphilis and gonorrhea.
Recommended for patients with two or more of the following risk factors: family history of heart disease, smoking, high cholesterol, diabetes or hypertension.
At risk for ovarian cancer means either (a) having a family history with at least one first-degree relative with ovarian cancer; and a second relative, either first-degree or
second-degree, with breast, ovarian, or nonpolyposis colorectal cancer; or (b.) Testing positive for a hereditary ovarian cancer syndrome.

Recommended adult immunization schedule can be accessed at: http://www.cdc.gov/nip/recs/adult-schedule.htm
Source: Centers for Disease Control and Prevention 2005 Adult Immunization Schedule
Additional vaccines may be ordered, subject to clinician discretion (e.g. meningococcal vaccine). Sequence and timing of vaccines may also vary.

Preventive Care Guidelines (continued from page 18)

PREVENTIVE CARE FOR THE ELDERLY, 65 YEARS AND OLDER
Detection Intervention
• Office visit annually which includes assessment, routine testing and patient education.
Routine Visit
Service
Schedule
History and physical exam
Obesity screening and counseling
Tobacco screening and counseling
Blood pressure
Diet and exercise counseling
Alcohol screening and counseling
Substance abuse screening
Sexual practices counseling
Total blood cholesterol (can be non-fasting)
Vision screen and hearing test

Depression screening
Colorectal cancer screening

High Risk
Groups:

Calcium intake counseling
Osteoporosis prevention counseling
Bone mineral density screening11
Clinical breast exam
Mammogram
Diabetes screening
Prostate cancer counseling10

Mandated
Benefits:

Tuberculin skin test (PPD)
Testing for sexually transmitted disease12
Electrocardiogram (ECG)13
Aspirin counseling13
Papanicolaou smear
Ovarian cancer screening14

Every visit
BMI and abdominal girth every visit
Every visit
Every visit
Every visit
Every visit
Every visit
Every visit
Every visit
Annually, as recommended by physician. Periodically question patients
about hearing, counsel about hearing aid devices, and make referrals for
abnormalities.
Initial visit, then every 1 to 3 years and as suggested by symptoms8
One of the following screening tests is recommended:
 Annual fecal occult blood test (FOBT)
 Flexible Sigmoidoscopy, every five years
 Annual FOBT and Flexible Sigmoidoscopy, every five years
 Total colon examination by DCBE, every 5 to 10 years
 Total colon examination by colonoscopy, every 10 years
Every visit for women
Annually for post-menopausal women
As recommended by physician
As recommended by physician
Annually for women who have not had a bilateral mastectomy
For patients with hypertension or hyperlipidemia
And screening using PSA or DRE as recommended by physician for men
considered at risk for prostate cancer
Every 1 to 3 years
As recommended by physician
As recommended by physician
As recommended by physician
As recommended by physician for women at risk for cervical cancer
Screening using transvaginal ultrasound and rectovaginal pelvic exam for
women who are at risk for ovarian cancer

Recommended adult immunization schedule can be accessed at:
http://www.cdc.gov/nip/recs/adult-schedule.htm
Source: Centers for Disease Control and Prevention 2005 Adult Immunization Schedule
Additional vaccines may be ordered, subject to clinician discretion (e.g. meningococcal vaccine). Sequence and timing of vaccines may also vary.
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New Pricing Policy
for Procedure/Service Codes

P

A

Effective April 1, 2005, Blue Cross and Blue Shield of North Carolina (BCBSNC) made revisions to its pricing
policy for those procedure codes/services billed by CMS 1500 or successor claim form. The policy outlines
how pricing for procedure/service codes is developed by BCBSNC.
The revisions will apply to Blue Care®, Blue Choice®, Blue OptionsSM and Preferred Care® Select provider
network fee schedules. Additional pricing procedures also apply to other products as indicated in the policy.
In January, the policy was mailed to participating providers who file on a CMS 1500 or successor claim form.
In addition, the policy will be published in the 2005 versions of The Blue Book for Physician Offices and The
Blue Book for Ancillary Providers that you will receive later this summer. If you have questions regarding the
policy, please contact your local BCBSNC Network Management representative.

Blue Cross and Blue Shield of North Carolina is an independent licensee of the Blue Cross and Blue Shield Association. ®, SM Marks of the Blue Cross and Blue Shield Association. SM1 Marks of Blue
Cross and Blue Shield of North Carolina. U3346, 06/05

