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Inter-Plan Programs:
Updates and Reminders
Reminder: Arkansas Blue Cross
Blue Shield administers Walmart®1
benefits
Blue Cross and Blue Shield of North
Carolina (BCBSNC) wants to remind
providers that as of January 2010,
Walmart associates nationwide
with Blue coverage have benefits
through the Arkansas Blue Cross Blue
Shield Plan via its trading partner
agreement (TPA) subsidiary, Blue
Advantage Administrators. Member
ID cards reflect a WMW prefix.
Previously issued ID cards displayed
the additional alpha prefixes of WLA,
WMR and MRT, which are no longer
recognized for Walmart members as
of July 2010. Claims filed under the
retired alpha prefixes will be denied.
Please ensure when filing a claim
for a Blue member with coverage
under a Walmart benefit plan that
the member’s correct ID card has
been obtained and the alpha prefix
includes WMW.
Important basics about benefits and
claims for Walmart associates and
their family members:

•

Providers should contact BCBSNC
for inquiries regarding eligibility,
benefits, pre-certification
requirements and claim
submission.

•

Eligibility, benefits and precertification requirements are
available via Blue eSM or by calling
1-800-676-BLUE (2583).

•

New ID cards were issued,
reflecting a new alpha
prefix: WMW.
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•

Providers should request a copy
of the member’s most recent
insurance card, which contains
contact information and new ID
number information.

•

Claims should be filed to BCBSNC
using the exact ID number and
alpha prefix as listed on the
member’s ID card. Do not add,
omit or alter any characters from
the member ID number.

•

Claims must be filed under the ID
card prefix that is in effect at the
time the service was rendered.

®1 Mark of Wal-Mart Stores, Inc.

Mental health benefits for
Walmart’s BlueCard®-eligible
PPO members
New Directions provides behavioral
health care utilization-review services
for Walmart associates and their
family members with PPO coverage.
Providers can check eligibility and
mental health benefits for members
via Provider WebPass, an online tool
that allows participating providers to
check eligibility, benefits and submit
outpatient treatment requests when
needed. To access Provider WebPass,
providers can apply online through
the New Directions Web site,
ndbh.com.

(continued on page 2)
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Reminders for arranging behavioral health services for
Walmart associates and their family members:
•

Preauthorization is required for payment of benefits
for behavioral health services rendered in facilities for
both ambulatory and inpatient services.

•

Outpatient office visits require preauthorization of
benefits upon the ninth visit, per benefit year.

•

Medication management sessions for outpatient office
visits do not require authorizations.

•

Claims are submitted to BCBSNC.

Go online to view out-of-area Blue members’ medical
policies and pre-certification requirements
BCBSNC is excited to tell you about a new online
tool available via our Provider Portal at b cb s n c.c o m /
prov iders on the Medical Policy and Precertification/
Preauthorization Router page. This new feature is
designed to make it easier for our health care partners to
find benefit information when treating out-of-area Blue
Plan members.
You have the ability to view medical policies that apply
specifically to benefits for your out-of-area Blue Plan
patients. Additionally, health care providers will have
the ability to access general precertification/
preauthorization of benefit requirements, along with
contact information to initiate precertification/
preauthorization requests. Please note: The router is
not applicable to patients enrolled in Medicare Advantage
Plans or the Federal Employee Program.
Online instructions:
1. Log on to bcbsn c.co m/ p rovid er s .
2. Go to the center of the page, under
Provider Resources.
3. Select the link: Out of State Blue Plans: Medical Policy
& Prior Approvals/Authorization.

4. You will then be routed to Medical Policy
PreCertification/PreAuthorization information for outof-area members.
To obtain the medical policy precertification/
preauthorization of benefit information for
out-of-state members:
1. Select the type of information requested.
2. Enter the patient’s three-letter alpha prefix that
precedes the ID number, and click GO.
3. You will then be routed to the Home Plan’s medical
policy and/or prior review requirements.
4. Once medical policy and prior review requirements
are viewed, you will then be reconnected back to the
BCBSNC Web site.
We hope this new Web functionality gives you easy access
to the information you need and provides a valuable
supplement to the information you currently receive
when verifying patients’ benefits and eligibility.
If you have questions regarding the Medical Policy and
Precertification/Preauthorization Router, please contact
your regional Network Management representative.

Medical Policy & Prior
Approvals/Authorization

(continued on page 3)
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BlueCard billing reminder

Interested in faster payments?

Just like other claims filed to BCBSNC, BlueCard claims
should not be split-billed or filed in partial increments.

Submit an electronic eligibility inquiry through Blue e.

Some things to remember about BlueCard billing:
•

Claims should be filed using valid CPT and/or
HCPCS codes.

•

Claims will be reviewed to determine eligibility
for payment.

•

Services are not eligible for separate reimbursement
if they are considered incidental, mutually exclusive,
integral to the primary service rendered or part of a
global allowance.

BlueCard PPA and radiology management
services reminder
BlueCard members from non-North Carolina Blue Cross
and/or Blue Shield plans may not be included in the
BCBSNC radiology management program administered
through American Imaging Management (AIM). However,
it’s important to always verify a member’s eligibility
and prior authorization of benefit requirements, as a
member may be enrolled in a benefit coverage plan
that requires authorization prior to receiving certain
radiological services.
To verify a member’s prior authorization requirements:
•

Call the number on the member’s identification card.

•

Call 1-800-676-Blue (1-800-676-2583).

•

Access Blue e.

Call BlueCard Eligibility® for easy access to
membership and coverage information
Not sure how to verify eligibility and benefits for out-ofarea Blue plan members?
First, look for the three-character alpha prefix that
precedes the identification number on the member’s ID
card. Once you have located the alpha prefix, you should
call BlueCard Eligibility at 1-800-676-BLUE (2583) to
verify the patient’s membership and coverage. Provide
the member’s alpha prefix and you will be routed to the
member’s Blue Plan.

A

How to handle questions from Blue plan members:
BCBSNC is your central point of contact for most out-ofstate and international Blue Plan patients receiving care
within North Carolina. Contact us for claims processing,
payment and claims adjustment questions. However, due
to the Health Insurance Portability and Accountability
Act of 1996 (HIPAA) privacy regulations, members must
contact their home Blue Plans for all inquiries and claimsrelated issues.
Under the HIPAA privacy regulations, we are required
to verify a member’s protected health information (PHI)
before we can answer questions over the phone. BCBSNC
cannot access an out-of-state member’s PHI, as this is
maintained with the member’s home Blue Plan. If you are
approached by an out-of-state member with questions
about a claim and information is needed from any of the
Blue Plans, please advise the member to contact their
home Blue Plan where their PHI can be verified and their
questions answered.

Coordination of Benefits (COB) questionnaire
available for BlueCard members
If you have a Blue Cross and/or Blue Shield BlueCard
member who you believe may have other health
insurance coverage, you can now present them with a
COB questionnaire during their visit.
Collecting COB information from members before you file
their claim eliminates the need to gather this information
later, thereby reducing processing and payment delays.
You can download and print a copy of the COB
questionnaire by accessing the Links section on Blue e
or on our Web site located at b c b s n c. c o m / c onte n t/
p rov i d e rs / c o o rd i n a t i o n -of-b e n e fi t s. h tm.
Please provide members with a copy of the questionnaire
during their visit and ask them to complete the form and
send it to their Blue Plan, the Blue Plan through which
they are covered, as soon as possible after leaving your
office. The mailing address for the member’s plan can be
found on the back of their member ID card, or by calling
the customer service number also listed on the back of
the card.

Remember to submit claims to BCBSNC.

(continued on page 4)
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Medicare Advantage PPO network sharing
Medicare Advantage (MA) PPO network sharing allows
MA PPO members from out-of-state Blue Plans to obtain
in-network benefits when receiving care from another
Blue Plan’s contracted MA PPO provider. BCBSNC PPOparticipating providers will recognize eligible MA PPO
members by the “MA” in a suitcase logo displayed on Blue
Plan issued member identification cards.

Members have been asked not to show their standard
Medicare ID card when receiving services; instead,
members should provide their Blue Cross and Blue Shield
member ID. BCBSNC-participating providers should verify
eligibility and bill for services using the same methods as
when arranging and providing services for any out-of-area
Blue Plan’s Medicare Advantage member.
Verifying benefits and eligibility?
Call BlueCard Eligibility at 1-800-676-BLUE (2583) and
provide the member’s alpha prefix located on the ID
card. You may also submit electronic eligibility requests
for Blue members using Blue e. If you experience any
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difficulty obtaining eligibility information, please
record the alpha prefix and report it to BCBSNC
Inter-Plan Programs.
Claim submission
Submit the member’s claim under your current billing
practices to BCBSNC. Do not bill Medicare directly for
any services rendered to a MA member. BCBSNC will
send you an explanation of payment or payment advice.
Most providers supply all the information required
to adjudicate claims. However, some providers miss
certain critical data elements that are needed to process
Medicare Advantage claims for BlueCard members.
Providers treating Medicare Advantage members must
ensure that they send in clean claims with all necessary
data to BCBSNC according to the Medicare Managed
Care Manual.
The data elements identified in the chart below need
to be included on Medicare Advantage claims sent to
BCBSNC to ensure that claims will be paid accurately and
timely. The Centers for Medicare & Medicaid Services
(CMS) already requires providers to bill with these
elements for traditional Medicare.

Providers must include the following data elements on Medicare Advantage claims, when applicable:

Data Element

Facility Claim Form

Professional Claim Form

Taxonomy Code (if you represent an institution with
more than one subpart to bill)

X

National Provider Identifier

X

X

Service Location ZIP Code (if different than Billing
Provider ZIP Code)

X

X

Treatment Code Information (for Home Health Claims)

X

Height and Weight for ESRD Patients

X

Core Based Statistical Area (for Home Health and
ESRD claims)

X

Ambulance Pick-Up Zip Code

X

Source of Referral for Admission (for Home
Health Claims)

X

(One alpha-numeric character indicating
transfer or admission)

X

Admitting Diagnosis Code

X

Present On Admission (POA) Indicator

X

HIPPS Code for Home Health, Skilled Nursing and
Inpatient Rehabilitation

X

X

X

(continued on page 5)
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Failing to provide the necessary data elements on a
claim, when applicable, may delay payment of the claim.
We may have to call you to verify the data or return the
claim to you.
Note: Providers contracted to provide services to
Medicare Advantage members enrolled in the Blue
Medicare PPOSM plans are required to provide services
to BlueCard-eligible Medicare Advantage PPO members
seeking care within North Carolina.
Medicare Advantage deemed provider
Medicare Advantage private fee-for-service (PFFS) plans
offered by Blue Plans generally use the CMS Medicare
Advantage deemed provider concept, rather than direct
contracts, to arrange for services to members. Providers
of care are considered a deemed provider if each of the
following three criteria are met per episode of care:
1. The provider is aware in advance of furnishing
services that the person being treated is enrolled in a
Medicare Advantage PFFS plan.
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This Medicare crossover process applies to all provider
types, including: hospitals and facilities, professional
providers, ancillary providers, federally qualified health
centers, rural health clinics and comprehensive outpatient
rehabilitation facilities. Federally qualified health centers,
rural health clinics and comprehensive outpatient
rehabilitation facilities can now bill Medicare using a
UB-04 claim form without submitting a second CMS-1500
claim form to BCBSNC.
Claims filing
For members with Medicare primary coverage and
BCBSNC or another Blue Plan secondary coverage, submit
claims to your Medicare intermediary and/or Medicare
carrier. There is no need to submit a second claim to
BCBSNC or another Blue Plan.
When submitting the claim, it is essential that you
enter the correct Blue Plan name as the secondary
carrier. Be sure to distinguish if the Plan is BCBSNC or
a different Blue Plan. Check the member’s ID card for
additional verification.

2. The provider has accessed or has reasonable access
to information about the Blue Plan’s Medicare
Advantage PFFS terms and conditions of payment
(terms and conditions of payment are available on the
BCBSNC Web site located at b cb s n c.co m/ con t e n t /
providers/edi/ pf f s.h t m.

Be certain to include the alpha prefix as part of the
member identification number. The member’s ID will
include the alpha prefix in the first three positions. The
alpha prefix is critical for confirming membership and
coverage, and crucial in facilitating prompt payments.

3. The provider subsequently provides services to
the member having Medicare Advantage PFFS
health care coverage.

When you receive the remittance advice from the
Medicare intermediary, look to see if the claim has been
automatically forwarded (crossed over) to BCBSNC or
another Blue Plan:

Providers electing not to be considered as deemed for
providing care to Medicare Advantage PFFS members,
should not treat them, unless in an emergency or urgent
situation as appropriate.

•

If the remittance indicates that the claim was
crossed over, Medicare has forwarded the claim on
your behalf to the appropriate Blue Plan and the
claim is in process. There is no need to resubmit that
claim to BCBSNC.

•

If the remittance indicates that the claim was not
crossed over, submit the claim to BCBSNC with the
Medicare remittance information.

Automatic crossover for all Medicare claims
All Medicare claims are automatically submitted to the
secondary payor. So, after your claim has been filed to
Medicare, you do not need to file a second claim to
BCBSNC. (Automatic crossover applies to both local
BCBSNC claims and IPP BlueCard claims.) All Blue Plans
accept crossover Medicare claims for services covered
under Medigap and Medicare Supplemental products, and
they are automatically submitted to the Blue secondary
payor, reducing or eliminating the need for the provider’s
office or billing service to submit an additional claim
to the secondary carrier. Additionally, as all Blue Plans
are participating in this process, Medicare claims will
crossover in the same manner nationwide. Whether the
secondary payor is BCBSNC or another Blue Plan, you
only need to file the claim once and the claim will be
automatically routed for secondary processing.

Payment time
The claims you submit to the Medicare intermediary
will be crossed over to BCBSNC or the out-of-state Blue
Plan after they have been processed by the Medicare
intermediary. This process may take up to 14 business
days. This means that the Medicare intermediary will
release the claim to BCBSNC or the out-of-state Blue Plan
for processing at about the same time you receive the
Medicare remittance advice.

(continued on page 6)
5

Inter-Plan programs updates and reminders

P

(continued from page 5)
As a result, it may take an additional 14 to 30 business
days for you to receive payment from BCBSNC or the
out-of-state Blue Plan.

•

If there is a delayed response
If you submitted the claim to the Medicare intermediary/
carrier and have not received a response to your initial
claim submission, do not automatically submit another
claim. Rather, you should:
•

Review the automated resubmission cycle on your
claim system.

•

Wait 30 days.

Claims questions?
Answers to questions about claims that have crossed
over can be found by accessing Blue e or by calling the
provider Blue Line® at 1-800-214-4844 (for BlueCard
claims, call 1-800-487-5522). If you have general questions
about the automatic crossover process, please contact
your regional Network Management representative.

P

Always verify a patient's benefits and eligibility in
advance of providing scheduled services.

•

Always file with the correct member ID number
including the alpha prefix and member suffix,
whenever applicable. This information can be found
on the member's ID card.

•

Watch for inconsistencies between the diagnosis and
procedure code, sex and age of the patient.

•

Use the appropriate provider/group NPI(s) that
matches the NPI(s) that is/are registered with
BCBSNC for your health care business.

Effective Oct. 15, 2010, BCBSNC began decreasing the
number of times each week we make payments for certain
lines of business. Lines of business that are impacted
include our Group, ASO, Individual, Federal Employee
Program, Blue Medicare SupplementSM (non-Medicare
Advantage plans) and Inter-Plan Programs (BlueCard outof-state) products. The reduction in claims payment cycles
will take place over a number of months.
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If BCBSNC is the secondary payor, the primary
payor explanation of payment (EOP) is required
before we can process the claim. Note: Primary
payor EOP information can be submitted
electronically to BCBSNC.

•

Do not submit medical records unless they have been
requested by BCBSNC. When sending medical records,
always enclose the letter of request from BCBSNC
with the records submission.

•

For the fastest claim processing, file electronically!
If you are not currently filing electronically, visit
BCBSNC electronic solutions on the Web to find out
how your practice can become an electronic filer at
b c b s n c. c o m / p rov i d e rs / e d i / .

To find out more about timely filing and claims filing
and reimbursement with BCBSNC, please access our
online Blue BookSM provider e-manual located on the Web
at b c b s n c. c o m / p rov i d e rs . Or, contact your regional
Network Management representative.

BCBSNC decreases claims payment cycles
BCBSNC was administering in excess of twenty (20)
claims payment cycles a week.

F

•

Some guidelines to proper filing:
•

A

Check claims status before resubmitting (sending
another claim, or having your billing agency resubmit
claims automatically, actually slows down the
claim payment process and can create confusion
for the member).

Claims filing reminders
Claims must be submitted to BCBSNC within 180 days of
providing the service. Prompt processing and payment
of claims is contingent upon proper claim submission.
Please ensure your billing staff is aware of the 180-day
claim-filing limit in addition to all other BCBSNC claim
filing requirements.
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Consolidation of claims payments and reductions in the
number of claims payment runs will allow BCBSNC
the needed time to correct claims before payments are
sent, increase accuracy of payments and ultimately result
in fewer claims adjustments and refund requests made
to providers.
No changes are planned for the State Health Plan for
Teachers and State Employees.
If you have any questions about how this will impact
your organization, please contact your regional Network
Management field staff.

Multiple surgery reduction changes
BCBSNC implemented policy changes to specific
Current Procedural Technology (CPT) codes effective
Nov. 1, 2010. The changes affect multiple surgery
reduction procedures codes and are consistent with
our multiple procedure payment policies.
The majority of affected codes are no longer subject to
the multiple surgery reduction rules, and the CPT codes
will no longer reduce when filed in conjunction with
other procedures. The codes affected by this change are
93561, 93562, 90935, 90937, 90945, 90947, 92700 and
92975. BCBSNC views these codes as medical services
and deems a surgical reduction should not apply.
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Three additional CPT codes affected by the policy
changes are 93650, 93651 and 93973. After careful
consideration, BCBSNC designated these codes as surgical
in nature, and the multiple surgery reduction will now
apply when billed in conjunction with other procedures.
The exception would be if the procedure is performed
as standalone or submitted with codes deemed to be
modifier -51 exempt or an add-on code by CPT. This
policy change is consistent with CMS guidelines.
These policy changes apply to all BCBSNC lines of
business. To learn more about Multiple Surgical Procedure
Guidelines, visit the BCBSNC Medical policy Web page
available online at: b c b s n c. c o m / c o n t e n t /se rv i ce s/
m e d i c a l -p o l i cy / i n d ex . h t m .

Codes with multiple surgery reduction rules removed
93561

Indicator dilution studies, such as dye or thermal dilution, including arterial and/or venous catheterization,
with cardiac output measurement (separate procedure)

93562

Indicator dilution studies, such as dye or thermal dilution, including arterial and/or venous catheterization,
subsequent measurement of cardiac output

90935

Hemodialysis procedure with single physician evaluation

90937

Hemodialysis procedure requiring repeated evaluation(s), with or without substantial revision of dialysis
prescription

90945

Dialysis procedure other than hemodialysis (e.g., peritoneal dialysis, hemofiltration, or other continuous renal
replacement therapies), with single physician evaluation

90947

Dialysis procedure other than hemodialysis (e.g., peritoneal dialysis, hemofiltration, or other continuous renal
replacement therapies), requiring repeated physician evaluations, with or without substantial revision of
dialysis prescription

92700

Unlisted otorhinolaryngological service or procedure

92975

Thrombolysis, coronary, by intracoronary infusion, including selective coronary angiography

Codes with multiple surgery reduction rules applied
93650

Intracardiac catheter ablation of atrioventricular node function, atrioventricular conduction for creation of
complete heart block, with or without temporary pacemaker placement

93651

Intracardiac catheter ablation of arrhythmogenic focus; for treatment of supraventricular tachycardia by
ablation of fast or slow atrioventricular pathways, accessory atrioventricular connections or other atrial foci,
singly or in combination

92973

Percutaneous transluminal coronary thrombectomy

Concurrent review process re-implemented
BCBSNC re-implemented its concurrent review functions
as part of our Healthcare Management and Operations
program at acute care facilities in North Carolina effective
Sept. 1, 2010. This function is outlined in the provider
agreement between BCBSNC and participating health
care organizations. The goal of concurrent review is
to identify timely discharge needs, promote improved
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facilitation of discharges, and gain administrative
efficiencies for both organizations, with an ultimate goal
of improving overall member satisfaction.
Our Healthcare Management and Operations team looks
forward to working together to improve the health
outcomes for our members, your patients.
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Modifiers -54, -55 and -56 added to BCBSNC
Corporate Medical Policy for Modifier Guidelines
for certain cataract surgical procedure codes
BCBSNC recognizes there are occasions when more than
one eye care physician will provide services that typically
are included in a global surgical package for cataract
care. As an example, billing for components of the global
surgical package may be required when an eye surgeon
performs a patient’s preoperative care and the cataract
surgical procedure, and then transfers the member’s care
to another physician to provide the follow-up care.
To assist eye care providers with billing for their
appropriate portion of a cataract surgical package,
BCBSNC added modifiers -54, -55 and -56 to our Corporate
Medical Policy for Modifier Guidelines effective November
15, 2010. Using these additional modifiers, eye care
physicians can submit claims to BCBSNC for their level
of care involvement in a patient’s cataract surgery and
request their appropriate portion of the surgical service’s
global allowance from BCBSNC.
Use of the following modifiers may affect reimbursement
for certain cataract surgical procedures when services
are provided on or after Nov. 15, 2010 and claims are
coded with the appropriate modifier(s) appended to the
principle surgical procedure code:
Modifier -54: Surgical care only.
Use when one physician performs the cataract
surgical procedure and another physician provides the
preoperative care and/or postoperative management.
Surgical services may be identified by adding modifier -54
to the surgical procedure code.

The BCBSA developed the Good Health Club Physician
Toolkit, building on our experience with a similar tool for
pediatricians, as well as, the experience of the other Blue
Plans in the pilot. The American Diabetes Association®2
and the American Academy of Pediatrics also consulted in
this effort.

8

F

A

Modifier -55: Postoperative management only. Use when
one physician performed the postoperative management
and another physician performed the preoperative care
and/or surgical procedure. The postoperative component
may be identified by adding modifier -55 to the surgical
procedure code.
Modifier -56: Preoperative management only. Use when
one physician performed the preoperative care and
evaluation and another physician performed the surgical
procedure and/or postoperative care. The preoperative
component may be identified by adding modifier -56 to
the surgical procedure code.
Note: Typically, the same provider will perform both
the preoperative care and the surgical procedure for
cataract care. Subsequently, providers billing for both
the preoperative and surgical components should report
services by use of both modifiers -54 and -56.
BCBSNC publishes the policy for modifiers that may affect
claims payment for claims processed on our Power MHS
claims processing system. This policy, along with other
BCBSNC Medical Guidelines, Payment Guidelines and
Evidence Based Guidelines, are made available on our
Web site at b c b s n c. c o m / c o n t e n t / s e rv i c es/me d i ca l p o l i cy / i n d ex . h t m .

BCBSNC continues to lead the fight
against childhood obesity
For more than a decade, BCBSNC has been recognized as
a leader in preventing childhood obesity and childhood
diabetes. Last year, the Blue Cross and Blue Shield
Association (BCBSA) chose us to participate in a five-state
pilot program targeting obesity.
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The toolkit features unique educational materials
designed to encourage pediatricians to discuss healthier
lifestyle options for patients. The toolkit is available
in English and Spanish through the BCBSA Web site
located at b c b s. c o m / i n n ova t i o n s / g o o d - he al thc l u b . Visit the site today and download tip sheets, wall
posters, physician reference materials, tracking sheets and
brochures filed with educational information.
®2 Mark of the American Diabetes Association.
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HIPAA 5010 transactions and code sets
Version 5010 compliance is rapidly approaching. In order
for all Covered Entities to be aware of implementation
timelines, BCBSNC is reminding providers of key dates. The
implementation timeline for all Covered Entities:
1. Level 1 = 12/31/2010: Covered Entities should have
completed all internal readiness activities and be
prepared to begin testing/roll out of the new version in
a test or production environment.
2. Roll Out/Dual Use = 01/01/2011 – 12/31/2011:
Covered Entities will be preparing to reach full
production readiness with all trading partners. Versions
4010A1 and 5010 can be used throughout all of 2011.
3. Level 2 Compliance/ HIPAA 5010 Only =
01/01/2012
We want to make you aware of the approaching BCBSNC
5010 transition activities:
•

BCBSNC 5010 Companion Guides are available for
the HIPAA 270/271 Eligibility, 837 Claims and 835
Remittances.

•

BCBSNC 5010 Trading Partner Roll out for 837 Claims,
270/271 Eligibility and 835 Remittances will begin the
first quarter in 2011.

•

Health care reform
We've updated our health care reform-related Web site,
nchealthreform.com, to help North Carolinians better
understand the impact of health care reform and what it
means to them. Our site includes general information about
health care reform, along with some specifics for our state’s
business community.
BCBSNC is taking an active role in explaining the impacts
of health care reform and letting North Carolinians know
that we are committed to making the new federal law work
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BCBSNC 5010 Trading Partner Roll out for 276/277
Claim Status and 278 Authorizations will begin July
2011. More detailed information and instructions
regarding our 5010 Trading Partner roll out will be
distributed Fourth Quarter of 2010. You will receive an
e-mail notification as well as communications through
Blue e and b c b s n c. c o m Web sites.

Have you…
•

Contacted your other trading partners, software
vendors, and payers to understand their individual
timelines?

•

Located 5010 educational materials using the U.S.
Department of Health & Human Services Web site
located at: cms.hhs.gov/Versions5010andD0/40_
Educational_Resources.asp?

BCBSNC is committed to working closely with our network
of health care professionals to ensure a seamless transition.
We will continue to keep you updated as more information
becomes available.

Medical policy updates available on the Web
BCBSNC updates its Web site for providers twice monthly
to advise you about medical policies that have been
reviewed and revised. A listing, including the policy
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name and a general explanation of the updates made, is
available on the Web at: b c b s n c. c o m / p rov i d e rs.
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for our state. Please share this Web site with our members
if they are looking for information about health care reform.
We'll continue to update the site with information as health
care reform is implemented.
You can also suggest other helpful online resources, such as:
The Kaiser Family Foundation's site at kff.org
The federal health care reform site at healthreform.gov

9

2011 Monthly regional training sessions
BCBSNC staff conducts monthly training sessions at
locations in Charlotte, Hickory, Winston Salem, Raleigh,
Greenville and Wilmington. Space is available for the
sessions scheduled for 2011. These sessions focus on
information about new initiatives, products, Blue e, electronic
capabilities and operational updates. Registration is easy!
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The following BCBSNC standards and guidelines
can be found in the Blue Book e-provider manual
at bc b snc.com :
•

Access to Care for Primary Care Providers

•

Access to Care for Specialists

Clinical practice guidelines
Clinical practice guidelines are developed based on
evidence of successful practice protocols and treatment
patterns. These guidelines are distributed as a reference
tool to assist practitioners as they make decisions
about clinically appropriate care for their patients.
BCBSNC endorses clinical practice guidelines from
nationally recognized organizations (e.g., American Heart
Association). Clinical guidelines are available on the
following conditions:
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•

Asthma

•

Attention deficit/hyperactivity disorder (ADHD)

•

Cholesterol management

•

Depression

•

Heart failure

•

Hypertension

•

Overweight and obesity

Rx

Simply log on to Blue e and select the “Resource” tab for
additional information and registration forms or contact
your local network management representative for
additional information. We look forward to seeing you!

Time to review BCBSNC standards for:
Access to Care, Facility, Medical Records
and Preventive Health
BCBSNC remains committed to ensuring our members
have access to quality health care. We have developed
standards in an effort to ensure our members can receive
the quality health care they need in a timely manner for:
Access to Care, Facility, Medical Records and Preventive
Health. These standards are based on National Committee
for Quality Assurance (NCQA) requirements and standards
of practice. These standards are reviewed annually by our
Physician Advisory Group (an external panel of physicians
who provide guidance and oversight).

A

P

F

•

Facility Standards for Primary Care Providers and
Specialists

•

Medical Records Standards for Primary Care Providers
and Specialists

•

Preventive Health Guidelines

A

BCBSNC Quality Management Consultants conduct
on-site reviews for all primary care and OBGYN providers
at least every three years to assess compliance with these
standards. The medical record review score is now being
used as a part of the Blue Quality Physician Program. To
ensure your practice’s success with our quality audits, we
encourage you to visit our Web site regularly for the most
current standards and guidelines or contact the quality
management consultant in your area.

P

P
F

A
F

All guidelines are rigorously reviewed by BCBSNC
medical directors, BCBSNC’s Physician Advisory Group
(an external panel of physicians who provide guidance
and oversight), and BCBSNC’s Quality Improvement
Committee.
Conveniently located on the Provider page of our Web
site, you can view these at any time, day or night. Visit
b c b s n c. c o m , click on “Provider,” and then click on
“Clinical Practice and Preventive Health Guidelines.” Or,
visit b c b s n c. c o m / c o n t e n t / p rov i d e rs / gui de l i n e s.
h t m to view the specific guidelines. If you would like to
receive a written copy of any of the guidelines, please
call 1-800-218-5295 and select Option 2. If you leave
a message, please indicate which guideline(s) you are
requesting and spell your name, practice name and give
your mailing address. We will then mail the requested
materials. Additionally, please leave a daytime telephone
number in case we have any questions.

A

Nonpayment for serious adverse events:
Revised policy effective Jan. 18, 2011
BCBSNC’s existing policy addressing Nonpayment for
Serious Adverse Events, commonly referred to as “never
events,” has been updated to include a new section titled,
“Hospital Acquired Conditions and Codes.” Additionally,
previously included sections titled, “Principles for

•

Educational materials that discuss disease basics,
medications, necessary tests, and the impact of lifestyle
behaviors and comorbidities on health

F

A

A
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The BCBSNC doctors and nurses who review your or
your patient’s requests for coverage of care or service
are not rewarded for denying or limiting coverage.

•

At BCBSNC, we are committed to making appropriate
coverage decisions based on the terms of the
member’s health benefit plan while meeting their
medical needs.

BCBSNC offers health programs –
at no extra cost – to help members
achieve health care goals

•

P

•

Any decisions made by BCBSNC about coverage for
care or service are based on your patient’s benefit
plan, BCBSNC medical policy and information from
the doctor about the patient’s medical condition.

Our disease management program, Member Health
PartnershipsSM (MHP), is available to most BCBSNC
members and enrollment is completely voluntary.
Members can visit bcb s n c.co m for more information or
to complete an online enrollment survey. Or, they can call
into 1-800-218-5295 and select Option 1 to enroll over
the phone. MHP is an integrated program that supports
your treatment plan and assists your patients to better
understand their conditions and provides support by
offering:

F

Nonpayment for Serious Adverse Events” and “Serious
Reportable Events in Healthcare,” have been removed.
The revised policy becomes effective Jan. 18, 2011 and is
available to view at b c b s n c. c o m / p rov i d e rs.

Protecting your patients’ health care needs
Did you know that there are standards in place that
protect health care consumers? The National Committee
for Quality Assurance (NCQA), a not-for-profit organization
that accredits BCBSNC, has developed standards that do
just that. NCQA and BCBSNC want you to know that:

P

P

F

A

•

Support through 1:1 telephonic health coaching that
may offer insight into disease self-management, answer
general health questions, support communication with
the patient and physician and more

•

Up to six nutritional counseling visits with an
in-network registered dietitian for members1

•

Tools that enhance patient-provider communication.

We want you to be aware of what MHP offers, as your
patients may bring some of these materials to an upcoming
office visit. If you have questions about MHP, please e-mail
those questions to partnerships@bcbsnc.com.
1 Certain BCBSNC health plans will now cover nutritional counseling at
100 percent in-network with no visit limits under the preventive care benefit.
Under these plans, enrollment in Member Health Partnerships is not required.
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BCBSNC member rights and responsibilities
We feel that it is important for you to be aware of the
member rights and responsibilities that we share with our
members each year. The following information outlines
our expectations regarding how our members should
interact not only with us, their health insurer, but also
with you, their provider of health care services, and in
turn, how we should interact with them.
As a BCBSNC member, you have the right to:

F

A

Rx

Be treated with respect and recognition of your
dignity and right to privacy.

As a BCBSNC member, you should:
•

Present your BCBSNC ID card each time you receive
a service.

•

Read your BCBSNC benefit booklet and all other
BCBSNC member materials.

•

Receive information about your coverage and your
rights and responsibilities as a member.

•

Call BCBSNC when you have a question or if the
material given to you by BCBSNC is not clear.

•

Receive, upon request, facts about your plan,
including a list of doctors and health care services
covered.

•

Follow the course of treatment prescribed by your
doctor. If you choose not to comply, advise your
doctor.

•

Receive polite service and respect from BCBSNC.

•

•

Receive polite service and respect from the doctors
who are part of the BCBSNC networks.

Provide BCBSNC and your doctors with complete
information about your illness, accident or health care
issues, which may be needed in order to provide care.

•

Receive the reasons why BCBSNC denied a request
for benefits for treatment or health care service, and
the rules used to reach those results.

•

Understand your health problems and participate in
developing mutually agreed-upon treatment goals to
the degree possible.

•

Receive, upon request, details on the rules used by
BCBSNC to decide whether a procedure, treatment,
site, equipment, drug or device needs prior approval.

•

Make appointments for non-emergency medical care
and keep your appointments. If it is necessary to
cancel an appointment, give the doctor’s office at
least 24-hours notice.

•

Receive, upon request, a copy of BCBSNC’s list of
covered prescription drugs. You can also request
updates about when a drug may become covered.

•

Play an active part in your health care.

•

Be polite to network doctors, their staff and BCBSNC
staff.

•

Play an active part in your health care and discuss
treatment options with your doctor without regard to
cost or benefit coverage.

Tell your place of work and BCBSNC if you have any
other group coverage.

•

Tell your place of work about new children under
your care or other family changes as soon as you can.

•

Participate with practitioners in making decisions
about your health care.

•

Protect your BCBSNC ID card from improper use.

•

Candid discussions about appropriate or medically
necessary treatment options for your condition(s),
regardless of cost or benefit coverage.

•

Comply with the rules outlined in your member
benefit guide.

•

Expect that BCBSNC will take measures to keep your
health information private and protect your health
care records.

•

Voice complaints and expect a fair and quick appeals
process for addressing any concerns you may have
with BCBSNC.

•

Make recommendations regarding BCBSNC’s member
rights and responsibilities policies.

•

Receive information about BCBSNC, its services, its
practitioners and providers and members’ rights and
responsibilities.

•
•
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P

Receive clear and correct facts to help you make your
own health care choices.

Reminder: Prior review required for the
following drugs or drug classes as of
Oct. 1, 2010
Naproxen/esomeprazole (Vimovo®3)
Vimovo is a recently approved drug for the treatment
of osteoarthritis, rheumatoid arthritis, and ankylosing
spondylitis, AND for patients who are at risk of
developing NSAID-associated gastric ulcers.
Effective October 1, coverage is provided for this drug for
the following conditions and indications:

P

F

•

Secondary-progressive multiple sclerosis

•

Progressive-relapsing multiple sclerosis

A

Rx

2) Patient must still either be able to walk at least a
few steps with or without aid, or alternatively must
have some functional arm/hand use consistent with
performing activities of daily living.

•

Patient must be treated for osteoarthritis, rheumatoid
arthritis or ankylosing spondylitis.

3) Patient is not administering combination therapy with
an interferon beta product and glatiramer acetate.

•

Patient must be 18 years of age or older.

•

Patient must meet at least one of the following
criteria:

Prior review will not be required for patients already
taking a disease-modifying drug for multiple sclerosis (i.e.,
who have a prescription claim for one of these drugs
within the past 12 months).

a) Age 60 years or greater
b) History of peptic ulcer disease or ulcer/GI
bleeding related to NSAIDs
c) Current regimen includes anticoagulant,
prescription antiplatelet drug, corticosteroid or
DMARD (disease-modifying and anti-rheumatic
drug) therapy (e.g., methotrexate)
d) Hereditary or acquired coagulation defect (e.g.,
hemophilia, Von Willebrand’s disease, protein C or
S-deficiency, thrombocytopenia or chronic renal
failure)

Dalfampridine (Ampyra®3)
Ampyra is a recently approved potassium channel blocker
indicated to improve walking in patients with multiple
sclerosis.
Effective October 1, coverage is available for this drug for
the following conditions and indications:
•

Patient must have a confirmed diagnosis of multiple
sclerosis (any form).

•

Patient must not be wheelchair-bound.

•

Prior to therapy with dalfampridine, a baseline 25-foot
walking test of between 8 and 45 seconds must be
conducted and documented.

•

During the four months after starting therapy with
dalfampridine, patient must demonstrate at least a
20-percent improvement in the 25-foot walking test.

•

Patients must NOT have:

Disease-modifying drugs for multiple sclerosis
Disease-modifying drugs for multiple sclerosis include:
Betaseron

®3

(interferon beta-1b)

Extavia®3 (interferon beta 1-b)
Avonex
®3

Rebif

®3

(interferon beta 1-a)

(interferon beta 1-a)
®3

Copaxone

(glatiramer acetate)

Effective October 1, coverage is available for new users of
these drugs for the following conditions and indications:
1) Covered diagnoses:
•

•

Treatment at the time of first demyelinating event
to delay development or progression to multiple
sclerosis

a) A history of seizures, or
b) Moderate to severe renal impairment
(CrCl< 50 ml/minute)
Oral drugs for pulmonary arterial hypertension (PAH)
Oral drugs for the treatment of pulmonary arterial
hypertension include endothelin receptor antagonists
Tracleer®3 (bosentan) and Letairis®3 (ambrisentan), and
PDE-5 inhibitors Revatio®3 (sildenafil) and Adcirca®3
(tadalafil).
®3 Brand names are registered trademarks of their respective owners.

Relapsing-remitting multiple sclerosis

(continued on page 14)
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Reminder: Prior review required for the following drugs or
drug classes as of Oct. 1, 2010
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(continued from page 13)
Effective October 1, coverage is available for new users of
these drugs for the following conditions and indications:

•

•

Additional criteria:

Patient has a confirmed diagnosis of pulmonary
arterial hypertension (WHO Group I) that is
symptomatic.

•

Patient is under the care or referral of a cardiologist of
pulmonologist.

•

Tracleer, Letairis, Revatio and Adcirca are only to be
used in combination with other PAH therapies when
treatment with one PAH agent failed to adequately
control the patient’s symptoms. Patients taking Revatio
or Adcirca must not be taking concurrent nitrate
therapy in any form.

Prior review will not be required for patients already
taking an oral drug for pulmonary arterial hypertension
(i.e., who have a prescription claim for one of these drugs
within the past 12 months).
Antinarcoleptic Agents
®3

Covered diagnoses:

Patient must have symptoms of excessive daytime
sleepiness, and a sleep study confirming diagnosis must be
submitted.

1
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•

Other conditions which may contribute to or worsen
excessive daytime sleepiness (or nighttime sleepiness
for patients with SWSD) must be ruled out OR
addressed and treated.

•

For narcolepsy, OSAHS, or idiopathic hypersomnia,
at least one sleep study (polysomnography) that
confirms the diagnosis must be submitted.

•

Patient must be 17 years of age or older.

Restasis increases tear production in patients whose tear
production is presumed to be suppressed due to ocular
inflammation associated with keratoconjunctivitis sicca.
Effective October 1, coverage is available for new users of
this drug for the following conditions and indications:
•

Treatment of moderate to severe dry eye syndrome
(i.e., keratoconjunctivitis sicca), OR corneal
inflammatory conditions for which the patient
has required extemporaneously compounded
cyclosporine ophthalmic preparations.

•

The patient has required frequent use of ocular
lubricating solution or ointment (e.g., ≥3 times per day
use of artificial tears), OR other treatments such as
punctual plugs or goggles for chronic dry eyes.

•

The patient is under the care of an ophthalmologist,
optometrist, or rheumatologist.

Narcolepsy with symptoms of excessive sleepiness–
sleep study confirming diagnosis of narcolepsy must
be submitted.

Obstructive sleep apnea/hypopnea syndrome (OSAHS)
in a patient who is using concurrent continuous positive
airway pressure (CPAP) therapy, or who is not a candidate
for CPAP therapy. Patients using CPAP must demonstrate
compliance with regular CPAP use.

•

Symptoms of excessive daytime sleepiness (or
nighttime sleepiness for patients with SWSD) must
consist of significant distress or impairment, preferably
as documented with the Epworth Sleepiness Scale.
(This does not apply to a diagnosis of fatigue related
to multiple sclerosis.)

Cyclosporine ophthalmic emulsion (Restasis®3)

Effective October 1, coverage is available for these drugs
for the following conditions and indications.

•

•

®3

Provigil (modafinil) and Nuvigil (armodafinil) are
wake-promoting agents used for the treatment of
narcolepsy and other conditions.

•

Fatigue related to multiple sclerosis, in which fatigue
causes significant distress or impairment.

Shift-work sleep disorder (SWSD) in a night-shift
worker with persistent and frequent excessive
sleepiness or episodes of falling asleep while at
work. Significant distress or impairment must be
documented.
Idiopathic hypersomnia–sleep study confirming
diagnosis by ruling out other sleep disorders must
be submitted.

Restasis will not be covered if used as a result of the
effects of refractive surgery (e.g., LASIK) that is not a
BCBSNC-covered benefit.
Prior review will not be required for patients already
using Restasis (i.e., who have a prescription claim for this
drug within the past four months).
®3 Brand names are registered trademarks of their respective owners.

Reminder: Prior review/certification
required for brand-name tetracyclines
Effective Oct. 1, 2010, BCBSNC added Doryx®3 and
Solodyn®3 to its prior certification required drug list
and changing the administrative process for coverage
of these nonpreferred tetracyclines. As of October 1,
reimbursement of these nonpreferred drugs will be

P

F
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considered only after a member’s physician certifies in
writing to BCBSNC that the member has previously used
at least one preferred tetracycline and such drug was
ineffective in treating the condition or was detrimental to
the member’s health.

Doryx:
Nonpreferred Medication2

Preferred Medication(s)

Doryx (doxycycline hyclate delayed-release)
75, 100, 150 mg tablets

Generic doxycycline tablets or capsules3
Minocycline 50, 75, 100 mg capsules (generic Dynacin®3,
Minocin®3); 50, 75, 100 mg tablets

Solodyn:
Nonpreferred Medication2

Preferred Medication(s)

Solodyn (minocycline extended-release)
45, 65, 90, 115, 135 mg tablets

Minocycline 50, 75, 100 mg capsules (generic Dynacin,
Minocin); 50, 75, 100 mg tablets

Members who had a recent prescription for Doryx or
Solodyn were notified of this change in advance. After
October 1, if a member attempts to fill a prescription for
Doryx or Solodyn, the claim will reject at the pharmacy
as prior review/certification by BCBSNC is required. As
a result of the claim rejection, the member may contact
the physician to discuss if a generic option would be
appropriate for his or her condition. If the physician
believes that the nonpreferred medication is necessary,
the physician must submit written certification to BCBSNC
for review.

Certification forms can be downloaded from our Web site
at b c b s n c. c o m on the Provider page. For a complete
list of prescription medications that require prior review,
please visit us at: b c b s n c. c o m / c o n t e n t / p rov i de rs/
p p a / p re s c ri p t i o n s. h t m .
2 Only the nonpreferred drugs listed are subject to the physician written
certification requirement.
3 Includes doxycycline hyclate 50, 100 mg tablets, capsules (generic
Vibramycin®3, Vibra-Tabs®3) OR doxycycline (generic) 50, 75, 100, 150 mg
tablets; 50, 75, 100, 150 mg capsules.
®3 Brand names are registered trademarks of their respective owners.

BCBSNC Commercial formulary information
Web: The most up-to-date formulary information
for BCBSNC commercial plans can be found on the
“Prescription Drug Search” located on our Web site at
bc bs nc.com . Just type in the name of the drug you are
looking for, and you can see information about that drug’s
tier value, generic availability, average ingredient cost and
other important information. To compare tier and average
cost information among drugs in the same or similar
therapeutic class, click on “Review Options.”
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Prior Review: Information about drugs requiring prior
review, including coverage criteria and fax request
forms, can be found as a link on the provider pages of
b c b s n c. c o m , or as a link on the “Prescription Drug
Search” page.
Printable: The prescription drug formulary for
commercial BCBSNC health plans is also available as a
printable document at b c b s n c. c o m . On the “Prescription
Drug Search” page, click on “Printable Formulary Guide.”
The printable formulary is updated quarterly.
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Commercial drug formulary update
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BCBSNC and its Pharmacy & Therapeutics (P&T) Committee have reviewed the following drug products and made the
following decisions regarding their formulary tier (copayment) placement on the BCBSNC commercial formulary.

Tier 2 – Preferred Brands (second-lowest copayment amount)
Brand Name
Onglyza

®3

NitroStat

®3

Exforge HCT

®3

®3

Detrol , Detrol LA
Vesicare
Differin

®3

®3

®3

lotion

®3

Coartem
Zenpep

®3

Generic Name

Therapeutic Class

Saxagliptin

Non-Insulin Hypoglycemic Agents

Nitroglycerin sublingual tablets

Rapid Acting Nitrates

Amlodipine/valsartan/HCTZ

Antihypertensive Combinations

Tolterodine tartrate

Anticholinergics & Antispasmodics

Solifenacin succinate

Anticholinergics & Antispasmodics

Adapalene

Therapy for Acne

Artemether/lumefantrine

Antimalarials

Lipase/protease/amylase

Digestive Enzymes

®3 Brand names are registered trademarks of their respective owners.

Tier 3 – Brands (second-highest copayment amount)
Brand Name
®3, 4

Generic Name
4

Amerge
Axert®3, 4, 5
Frova®3, 4, 5
Zomig®3, 4, 5, Zomig ZMT®3, 4, 5
Sumavel™ DosePro™4, 5
Atacand®3, 4
Atacand HCT®3, 4
Avalide®3, 4
Avapro®3, 4
Benicar®3, 4
Benicar HCT®3, 4
Teveten®3, 4
Teveten HCT®3, 4
Twynsta®3
Valturna®3

Naratriptan
Almotriptan malate
Frovatriptan succinate
Zolmitriptan
Sumatriptan succinate
Candesartan cilexetil
Candesartan/hydrochlorothiazide
Irbesartan/hydrochlorothiazide
Irbesartan
Olmesartan medoxomil
Olmesartan/hydrochlorothiazide
Eprosartan mesylate
Eprosartan/hydrochlorothiazide
Telmisartan/amlodipine
Aliskiren/valsartan

Victoza®3
Nucynta®3
Embeda®3
Saphris®3
Fanapt™
Intuniv®3

Liraglutide
Tapentadol
Morphine/naltrexone ER
Asenapine
Iloperidone
Guanfacine ER

Vimovo™, 6
Zipsor®3
Adcirca®3, 6
Bepreve®3

Naproxen/esomeprazole mag
Diclofenac potassium
Tadalafil
Bepotastine besilate

Therapeutic Class
Headache Therapy
Headache Therapy
Headache Therapy
Headache Therapy
Headache Therapy
Angiotensin Receptor Blockers
Angiotensin Receptor Blockers
Angiotensin Receptor Blockers
Angiotensin Receptor Blockers
Angiotensin Receptor Blockers
Angiotensin Receptor Blockers
Angiotensin Receptor Blockers
Angiotensin Receptor Blockers
Antihypertensive Combinations
Angiotensin Receptor Blockers &
Renin Inhibitor
Non-Insulin Hypoglycemic Agents
Miscellaneous Analgesics
Narcotics
Miscellaneous Antipsychotics
Miscellaneous Antipsychotics
Miscellaneous Psychotherapeutic
Agents
NSAIDs
NSAIDs
Miscellaneous Pulmonary Agents
Miscellaneous Ophthalmologics

4 Physician certification may be required. 5 Quantity limits may apply. 6 Prior review may be required.
®3, TM Brand names are registered trademarks of their respective owners.
1
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Tier 4 – Specialty Drugs (coinsurance amount)
Brand Name
®3

Votrient
Oforta

®3

Samsca

Generic Name

Therapeutic Class

Pazopanib

Miscellaneous Antineoplastic Drugs

Fludarabine phosphate tablet

Antimetabolites

®3

Tolvaptan

Miscellaneous Agents

®3, 6

Fentanyl citrate buccal soluble film

Narcotics

®3, 6

Dalfampridine

Miscellaneous Neurological Therapy

Onsolis

Ampyra

6 Prior review may be required.
®3 Brand names are registered trademarks of their respective owners.

New generics

P

Generic equivalents for the following drug products have
recently become available. These generic products are
available at the lowest copayment level, Tier 1, on the
BCBSNC commercial formulary. In some cases, a generic
equivalent is not available for all dosage forms or strengths
of a specific drug.
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Remember to tell your patients that FDA-approved generic
drugs have the same quality, strength, purity and stability
as their brand-name counterparts. Save money for your
patients and prescribe generic drug products when
appropriate.

New Generics – Tier 1 (lowest copayment amount)
Brand Name7
Augmentin XR
Valtrex
Aceon

Hyzaar

Valacyclovir

Miscellaneous Antivirals

Perindopril erbumine

ACE Inhibitors

®3

Losartan potassium

Angiotensin Receptor Blockers

®3

Losartan/hydrochlorothiazide

Angiotensin Receptor Blockers

®3

Lovenox
Starlix

Therapeutic Class

Amoxicillin/potassium clavulanate ER Penicillins

®3

®3

Cozaar
Tarka

Generic Name
®3

Trandolapril/verapamil

Antihypertensive Combinations

®3

Exenatide sodium

Heparin

60 mg tablet

Nateglinide

Non-Insulin Hypoglycemic Agents

Tacrolimus

Immunosuppressant Drugs

Anastrozole

Antiestrogens

Lansoprazole

Proton Pump Inhibitors

capsules

Omeprazole/sodium bicarbonate

Proton Pump Inhibitors

®3

Tramadol ER

Miscellaneous Analgesics

®3

Prograf

®3

Arimidex
Prevacid
Zegerid

capsules
®3

®3

®3

Ultram ER
Amerge

capsules

®3, 8

Effexor XR

Naratriptan
®3

capsule

Venlafaxine ER osmotic tablet
Exelon

®3

Mirapex

capsules

®3

®3

Acular , Acular LS
Optivar

®3

®3

Alphagan P

®3

0.15%

2

Headache Therapy

Venlafaxine ER capsules

Miscellaneous Antidepressants

Venlafaxine ER tablets

Miscellaneous Antidepressants

Rivastigmine tartrate

Miscellaneous Neurological Therapy

Pramipexole

Antiparkinsonism Agents

Ketorolac tromethamine eye drops

Ophthalmic NSAIDs

Azelastine eye drops

Miscellaneous Ophthalmologics

Brimonidine tartrate eye drops

Ophthalmic Sympathomimetics

2 Only the nonpreferred drugs listed are subject to the physician written certification requirement. 7 Listed brand names
are for reference only. Brands for which generic equivalents are available are generally covered on Tier 3. 8 Physician
certification may be required. ®3 Brand names are registered trademarks of their respective owners.

(continued on page 18)
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New Generics – Tier 1 (lowest copayment amount)
Brand Name7

Generic Name

Therapeutic Class

Tamsulosin

BPH Therapy

Metaxalone

Muscle Relaxants

Imiquimod 5% cream

Miscellaneous Dermatologics

gel, cream 0.1%

Adapalene

Therapy for Acne

®3

Budesonide

Inhaled Corticosteroids

Azelastine

Miscellaneous Respiratory Agents

®3

Flomax

Skelaxin
Aldara

®3

®3

Differin

®3

Pulmicort
Astelin

®3

nebulized suspension

nasal 137 mcg

2 Only the nonpreferred drugs listed are subject to the physician written certification requirement.
7 Listed brand names are for reference only. Brands for which generic equivalents are available are generally covered on Tier 3.
8 Physician certification may be required.
®3 Brand names are registered trademarks of their respective owners.

State Health Plan updates
Medical nutrition benefits (MNT) for State Health
Plan members
State Health Plan members and their dependents enrolled
in a PPO Plan option are covered for nutritional visits
with a licensed, registered dietitian.
Up to six in-network office-based nutrition visits are
covered at 100 percent per benefit period for members
with diabetes. Additional nutrition visits are covered
for members with diabetes; however, deductible and
coinsurance amounts may apply.
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Also, effective Jan. 1, 2010 for all other conditions,
members can receive up to four nutritional visits per
benefit period. In-network, office-based nutritional visits
are covered at the member’s primary care copayment.
A summary of these State Health Plan benefits for 2010 is
provided in the chart below.

Type of nutritional visits

In the office setting

Professional services in
an outpatient setting
billed on a CMS-1500
HCFA form

Professional or facility
services in an outpatient
setting billed on a
UB-04 form

In-network nutritional
services for diabetics

Six visits at 100% for
professional services in an
office or outpatient setting,
afterward deductible and
coinsurance amounts apply

Six visits at 100% for
professional services in an
office or outpatient setting,
afterward deductible and
coinsurance amounts apply

All services billed on a
UB-04, regardless of the
code submitted, will be
subject to a member’s
deductible and coinsurance
amounts

Out-of-network nutritional
services for diabetics

When authorized; six visits
at 100% for professional
services in an office or
outpatient setting, afterward
deductible and coinsurance
amounts apply

When authorized; six visits
at 100% for professional
services in an office or
outpatient setting, afterward
deductible and coinsurance
amounts apply

When authorized; all
services billed on an UB-04,
regardless of the code
submitted, will be subject
to in-network deductible
and coinsurance amounts

When not authorized; outof-network deductible and
coinsurance apply

When not authorized; outof-network deductible and
coinsurance apply

When not authorized; outof-network deductible and
coinsurance apply

(continued on page 19)
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Type of nutritional visits

In the office setting

Professional services in
an outpatient setting
billed on a CMS-1500
HCFA form

Professional or facility
services in an outpatient
setting billed on a UB-04
form

In-network nutritional
services for all other
conditions

Four visits based on the
member’s primary care
copayment

In-network deductible and
coinsurance apply

In-network deductible and
coinsurance apply

Out-of-network nutritional
services for all other
conditions

When authorized; four visits When authorized;
based on the member’s
in-network deductible and
primary care copayment
coinsurance apply

When authorized;
in-network deductible and
coinsurance apply

When not authorized; outof-network deductible and
coinsurance apply

When not authorized; outof-network deductible and
coinsurance apply

ValueOptions®

4

Behavioral health clinical practice guidelines available
for ValueOptions
ValueOptions has adopted clinical practice guidelines
for determining benefits for behavioral health services
provided to State Health Plan members. The complete list
of guidelines and additional information is available in
the ValueOptions Provider Handbook, available online at
valueoptions.com/providers/Handbook.htm.

ValueOptions medical necessity criteria
ValueOptions utilizes internally developed behavioral
health clinical criteria when determining benefits for
care for adults and children/adolescents with mental
health issues. The criteria are assessed and if necessary
revised, at least annually by the ValueOptions Corporate
Executive Medical Management Committee. The criteria
are available for your review by going to the following
Web site: valueoptions.com/providers/Handbook.htm.
ValueOptions utilizes the criteria developed by the
American Society of Addiction Medicine (ASAM)
for treating adults and children/adolescents with
substance abuse issues. If you do not already have
a copy of the ASAM criteria, you can order one
by going to the following Web site: asam.org/
PatientPlacementCriteria.html, or by calling ASAM at
1-800-844-8948.
®4 is a registered mark of ValueOptions.

When not authorized; outof-network deductible and
coinsurance apply

Quality improvement activity: Care coordination of
patients in treatment for major depressive disorders
As part of ongoing quality improvement efforts, BCBSNC
and ValueOptions conduct activities to improve treatment
outcomes by assessing compliance with the clinical
practice guidelines. BCBSNC and ValueOptions have
adopted the American Psychiatric Association’s Clinical
Practice Guidelines (APA’s Clinical Practice Guidelines)
for the treatment of patients with Major Depressive
Disorder.
The relationship of non-medical and medical providers
in the treatment of Major Depressive Disorder is being
explored to help understand the practice patterns of
practitioners within the BCBSNC network. The goal of the
program is to ensure that enrollees with a new diagnosis
of Major Depressive Disorder receive a psychiatric
evaluation while engaged in outpatient behavioral
health treatment with a non-prescribing practitioner, as
delineated by the APA’s Clinical Practice Guidelines for
Major Depressive Disorder.
During the last quarter of 2010 questionnaires are being
sent to behavioral health practitioners who have treated
one or more patients with Major Depressive Disorder. At
the end of the project, those who participate will receive
a report of their responses compared to the aggregate of
other practitioners. Individual data will not be shared.
For additional information regarding this quality
improvement initiative, please contact Joel Kleinberg,
Ph.D., at 1-866-702-9023 ext. 222983, or e-mail
joel.kleinberg@valueoptions.com.

(continued on page 20)
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ValueOptions authorization letters online
ValueOptions authorization letters are available online
to BCBSNC contracted providers who are providing
behavioral health services to State Health Plan PPO
members.
Authorization letters are available only through
ProviderConnect, the ValueOptions online provider portal.
ValueOptions no longer routinely mails authorization
letters. State Health Plan PPO providers who are
contracted with BCBSNC must use their BCBSNC provider
number to register and to access authorization/approval
letters via the ProviderConnect portal. Providers may view
and print all authorization letters from ProviderConnect.
Frequently asked questions:
How do I sign up for ProviderConnect?
State Health Plan PPO providers contracted with BCBSNC
must register for ProviderConnect at valueoptions.com/
providers/Providers.htm.
Steps to register for ProviderConnect:
1. Go to valueoptions.com/providers/
Providers.htm.
2. On the upper-right side of the screen, find
PROVIDERCONNECT LOGIN, and click on
“Register.”
3. Complete the fields, remembering to use your
BCBSNC provider number in the provider ID
field.
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How do I access the letters?
1. Go to valueoptions.com/providers/
Providers.htm
2. On the upper-right side of the screen, find
PROVIDERCONNECT LOGIN and click on
Login.
3. Log in using your BCBSNC Provider ID and the
password you created during registration.
4. Click on Login.
5. On the “User Agreement” screen, read the
agreement and click “yes.”
6. On the next screen, “At Your Message Center,”
scroll down to the lower right of the screen
and click on “View My Recent Authorization
Letters.”
7. Click on “View” to see an authorization letter
for any specific member for whom you have
been authorized services.
8. Print the letters or save them to your computer.
Will all of my review determination notifications be
electronic?
No. Only approval letters are electronic. Adverse
determination letters will continue to be sent to providers
through the U.S. Postal Service.
Can I choose to receive authorization letters via the
mail? Can I opt out of this program?

4. At the bottom of the registration screen where
you are asked to “Please check the provider
services you want to access,” choose Inquiry
Functions only, not Claims Submissions. (Since
BCBSNC issues payment for all State PPO
claims, claims may not be submitted or checked
through the ValueOptions ProviderConnect
portal.)

No. Authorization letters will be available online or via faxback. Letters will no longer be mailed unless the provider
has no available fax machine.

5. Click Submit.

If I need additional information, whom do I call?

If I am not contracted with BCBSNC, how will I
receive my authorization letters?
Authorization letters to out-of-network providers will
continue to be mailed through the U.S. Postal Service.

What are the benefits of electronic authorization
letters?

You can call 1-800-367-6143 to speak with a Customer
Service Representative.

Natural resources are conserved and providers can access
authorization letters anytime with a secure Internet
browser. Providers may access authorizations within 24 to
48 hours of a decision instead of waiting days for the mail.
Lastly, providers may save the electronic image of
the letter instead of printing, and letters will not get lost
in the mail.

How to find instructions online
These instructions may also be found on the Network
Specific site of valueoptions.com located at:
valueoptions.com/providers/Providers.htm.

(continued on page 21)
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Once the Web site is accessed:
1. On the left, scroll down and click on network
specific.
2. On the right, scroll down and click on NC State
Health Plan.
3. Scroll down to “How to access authorization
letters online.”

Reminder about FEP denials for primary payor’s
payment information
Whenever Medicare or other payor information is missing
from a claim and the Federal Employees Progam is the
patient’s secondary coverage, the claim will receive a total
denial. The billing provider will then need to re-file an
original claim (not a corrected claim) with the Medicare/
Other Carrier payor information included on the claim.
In the absence of a newly filed claim with the primary
payor information included, none of the following will be
accepted:
•

Only an EOP without a claim

•

An EOP attached to an inquiry

•

An EOP attached to a copy of the NOP

•

A claim that was denied as above and not re-filed
as an original claim

When FEP denies a claim as the secondary payor awaiting
the primary payor’s payment information, the claim will
be returned to the billing provider with a request to file
an original claim, which includes the appropriate payor
information. This process applies to both electronic and
paper claims.
For electronic filers, the claim should be resubmitted
electronically as an original claim, with the Medicare/
Other Payor information included.
For providers who cannot submit electronically, a paper
claim should be submitted as an original claim, with the
Medicare/Other Carrier EOP information included.
Please do not submit as a corrected claim or submit on
paper (if you can file electronically), as these situations
can delay processing of the claim.
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At BCBSNC, we conduct the Consumer Assessment of
Healthcare Providers and Systems (CAPHS®5) member
satisfaction surveys to understand whether members
are pleased with the care they receive from health care
providers and whether they are satisfied with their
health plan. Recent CAPHS survey results show that
BCBSNC members’ satisfaction with their doctors and
their health plan is significantly higher than the national
average.
Overall, the Quality Improvement Program monitors
clinical improvements in the utilization of select
preventive care services, such as adolescent
immunizations, chlamydia screening, flu vaccinations
and in most aspects of diabetes management.
In the PPO population, opportunities exist to
improve care related to cardiac care, follow-up after
hospitalization for mental health illness, testing for
children with upper-respiratory infections, avoidance of
antibiotic treatment in adults with acute bronchitis, and
management of diabetes care.
If you would like a copy of BCBSNC’s quality
improvement program, please e-mail quality@bcbsnc.com.
We welcome your suggestions for improving quality. Please
contact your local Quality Management Consultant with
comments or suggestions.
®5 is a registered mark of Agency for Healthcare Research and Quality.

Beginning Jan. 15, 2011, completion of form
locator 32 will be required for CMS-1500 claim
forms and HIPAA 837 transactions
Effective Jan. 15, 2011, BCBSNC will require completion
of form locator 32 (Service Facility Location) with the
name and address of the facility where services were
rendered and the NPI (National Provider Identifier)
when reporting services by use of the CMS-1500 claim
form or HIPAA 837. This requirement will apply only
when the location of the services being reported is
different from the billing/pay-to provider’s billing
address and services were not provided in a patient’s
home (place of service 12).
Form Locator 32 - example
32. SERVICE FACILITY LOCATION INFORMATION

Focus on quality 					
As part of our commitment to quality, BCBSNC has a
continuous quality improvement program. BCBSNC
participates in National Committee for Quality Assurance
(NCQA) accreditation and is proud to have full
accreditation for the PPO product, the highest level of
accreditation.

Medical Services Provider
123 Sycamore Street
Local Town NC, 12345
a. 0123456789

b.

(continued on page 22)
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•

Enter the name, physical address and NPI of the
service location for all services included on the
claim. (Except when the location is the same as the
billing/pay-to provider’s address [as listed in form
locator 33a] or if the services were provided in the
member’s home.)

•

A single service location should be reported in form
locator 32. If the services being reported were
provided at more than one location or received from
multiple suppliers (i.e., durable medical equipment
suppliers) separate claim forms identifying each
entity are required.
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PCS mandate, the length of inpatient procedure codes
will increase to seven (7) alphanumeric characters (e.g.,
ODTJ4ZZ – Laparoscopic appendectomy). There will
be about 72,000 unique codes with much greater detail
than the current procedure codes.
According to the Centers for Medicare & Medicaid
Services (CMS), the benefits of compliance with the
ICD-10 mandate include that ICD-10:
•

Incorporates much greater specificity and clinical
information, which results in:
–

Improved ability to measure health care services

Introduction to ICD-10 diagnosis and
procedure codes

–

Increased sensitivity when refining grouping
and reimbursement methodologies

The U.S. Department of Health and Human Services
(HHS) announced a final rule that will facilitate the
United States’ ongoing transition to an electronic health
care environment through adoption of new health care
code sets for use in electronic health care transactions.
This rule adopts updated versions of the code sets,
under the authority of HIPAA (ICD-10 final rule). The
ICD-10 code sets replace the current ICD-9-CM code set.
ICD-10 codes must be used on all HIPAA transactions,
including outpatient claims with dates of service, and
inpatient claims with dates of discharge on and after
Oct. 1, 2013. Otherwise, claims and other transactions
will be rejected, and will need to be resubmitted.

–

Enhanced ability to conduct public health
surveillance

–

Decreased need to include supporting
documentation with claims

It is important to start now to prepare for the
changeover to ICD-10 codes. Delays may negatively
impact provider reimbursements.
ANSI X12 version 4010 is the current HIPAA electronic
transaction standard. However, version 4010 is not
capable of handling ICD-10 Procedure and Diagnosis
Codes. By Federal mandate, ANSI X12 version 5010
will be the HIPAA electronic transaction standard as of
Jan. 1, 2012. Version 5010 includes support for ICD-10
diagnosis and procedure codes.
Today, the industry uses about 13,500 unique ICD-9CM volume 1 & 2 codes to describe diagnosis. ICD-9
diagnosis codes are 3-5 digits in length (e.g., 821.01 –
Closed Fracture of shaft of femur). With the ICD-10-CM
mandate, the length of diagnosis codes will increase
to 3-6 alphanumeric characters plus a qualifier (e.g.,
S72.344 – Displaced spiral fracture of shaft of right
femur). There will be about 69,000 codes with a much
greater level of specificity.
The industry currently uses about 4,000 unique ICD-9CM volume 3 codes to describe inpatient procedures.
ICD-9 procedure codes are 3-4 digits in length (e.g.,
47.01 – Laparoscopic appendectomy). With the ICD-10-
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•

Includes updated medical terminology and
classification of diseases

•

Provides codes to allow comparison of mortality and
morbidity data

•

Provides better data for:
–

Measuring care furnished to patients

–

Designing payment systems

–

Processing claims

–

Making clinical decisions

–

Tracking public health

–

Identifying fraud and abuse

–

Conducting research

The switch from using ICD-9 to using ICD-10 will
fundamentally change the way providers describe
patient diagnosis and inpatient procedures. Providers
should review how they communicate diagnosis and
inpatient procedures internally, with other health care
providers, hospitals and groups. Providers should also
review communications with government agencies,
accreditation organizations and researchers. Finally,
providers should examine their communications with
payors to determine how the communications will
be impacted.
In order to be ready to operate using ICD-10, providers
should start to examine how ICD-9 is used in their
organization. According to CMS, providers should:

(continued on page 23)
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•

Identify potential changes to work flow and
business processes.

•

Assess staff training needs. Identify the staff in
your office who code, or have a need to know
the new codes.

•

Talk with your practice management system vendor
about accommodations for ICD-10 codes.

•

Contact your payers, clearinghouses and billing
services. Ask about their plans for the Version 5010
and ICD-10 compliance.

•

Budget for time and costs related to ICD-10
implementation. Assess the costs of any
necessary software updates, reprinting of
superbills, training, etc.

•

Conduct test transactions using ICD-10 codes
with your vendors and payers. Check to see
when they will begin testing, and the test days
they have scheduled.

To be compliant with the Federal ICD-10 regulations,
BCBSNC will only accept claims with ICD-10 diagnosis
codes for services rendered on or after Oct. 1, 2013.
Additionally, BCBSNC will only accept claims with
inpatient procedures that have been coded using ICD-10
for services rendered on or after Oct. 1, 2013.
BCBSNC will change all media, including electronic,
Web, paper, FAX and telephonic communications to
use ICD-10 codes.
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The bill requires every health benefit plan, including
the State Health Plan for Teachers and State Employees,
to provide coverage for one hearing aid per hearingimpaired ear, up to $2,500 per hearing aid, every 36
months for covered individuals under age 22. The law
states health insurers may apply utilization review
criteria to determine medical necessity as defined by
G.S. 58-50-61, as long as it does so in accordance with
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To support timely provider reimbursement, BCBSNC
recommends that providers switch to using HIPAA 5010
transactions by Jan. 1, 2012, change business processes
to describe diagnosis using ICD-10-CM, and change
inpatient business processes to describe inpatient
procedures using ICD-10-PCS. Some impediments to
timely reimbursement will be the use of ICD-9 codes
after Oct. 1, 2013, the use of truncated codes, and the
use of “Not Otherwise Specified” codes where
specificity is available.
BCBSNC understands this period of change will be
challenging, and we are committed to working closely
with our network of health care professionals to ensure
a seamless transition. We will continue to keep you
updated as more information becomes available. In
the interim, you can visit the following Web sites for
additional information:
•

Centers for Medicare & Medicaid Services (CMS):
cms.gov/ICD10/

•

American Hospital Associaiton (AHA):
ahacentraloffice.com/ahacentraloffice_app/
ICD-10/resources.jsp

•

American Health Information Management
Association (AHIMA): ahima.org/icd10/

•

American Academy of Professional Coders (AAPC):
aapc.com/ICD-10/

•

North Carolina Healthcare Information and
Communications Alliance (NCHICA): nchica.org/
HIPAAResources/icd10.htm

House Bill 589 - payment for hearing aids
On June 7, 2010 House Bill 589 (HB 589) was signed
into law by North Carolina’s Governor Bev Purdue.
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all requirements for utilization review programs and
medical necessity determinations. This act was effective
Jan. 1, 2011, and applies to health benefit plans that are
delivered, issued for delivery, or renewed on and after
that date.
Additional information regarding HB 589 can be
obtained by accessing the General Assemble of North
Carolina Web site at: ncleg.net/Sessions/2009/Bills/
House/PDF/H589v7.pdf.
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Fact
The most common daily error message for electronic claims submissions – accounting for
approximately 50-60% of all electronic claims error – are related to member ID errors.
Below is the result of BCBSNC converting two randomly selected days into dollars:
April 30, 2010: Total dollars denied due to member ID errors: $1,264,642.77
May 3, 2010: Total dollars denied due to member ID errors: $1,387,417.81
Please verify member IDs before submitting claims.
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