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New Clinical Editor ClaimsXten
BlueCross BlueShield of Western New York will launch a new clinical editor, the enhanced ClaimsXten system,
on July 9.
ClaimsXten will:
 allow us to better align with national clinical editing standards pertaining to coding, billing and
reimbursement;
 enhance our claims process by allowing more claims to process without manual intervention, and
 lead to better accuracy and faster processing.
Providers may see changes to how claims are processed due to a more automated approach, including more
rapid payments, but also actionable feedback on claims that are inaccurately coded. In conjunction, we will
upgrade our online clinical editing reference tool on the provider portal, offering an enhanced experience for
providers, with comprehensive explanations of code combinations, as well as claim audit rules and clinical
rationale.
∞

Prioritizing Annual Wellness Visits
Annual wellness visits (AWVs) for our Medicare Advantage (MA) members are an annual benefit that resets on
January 1, so there’s no need for members to wait 365 days. Performing AWVs early will help you direct your
patients’ care for the rest of the year, as well as identify gaps in care.
We recommend using the Vatica Well365 tool. Well365 can ensure that you and your patients get the most
out of an AWV with the added advantage of computer-assisted diagnostic coding, CPT-II code entry and a
10-year screening schedule that’s created automatically. And because the Well365 tool helps to capture
ICD-10 codes, you may receive fewer chart review requests when you include complete diagnosis codes on
your claim submissions. You earn additional incentives when you use Well365 for the AWV on our eligible MA
members. For more information, go to bcbswny.com/provider/my_account/annual-wellness-visit
Vatica offers a no-cost 30-minute webinar on Well365 Plus. Vatica’s clinical consultants can help you with:




patient eligibility verification
appointment scheduling
entering documentation that includes chronic conditions, reconciling medications, lab results, imaging
studies, vaccine history, and family/medical/social history into the Well365 tool directly from your EMR

We recommend that AWVs be conducted by a physician’s assistant or nurse practitioner, but they can be done
by a physician (M.D. or D.O.) or clinical nurse specialist as well.
For more information, contact Jennifer Murawski at (716) 887-7524, or email her at
murawski.jennifer@bcbswny.com
∞
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New Vaccine to Protect Against Shingles
Herpes zoster, commonly known as shingles, is a localized, usually painful, cutaneous eruption resulting from
reactivation of latent varicella zoster virus (VZV). According to the Centers for Disease Control and Prevention
(CDC), herpes zoster is relatively common with approximately one million cases occurring each year in the
United States. The incidence also increases with age, from five cases per 1,000 in 50-59 year olds to 11 cases
per 1,000 in individuals 80 years or older.
Postherpetic neuralgia, commonly defined as persistent pain for at least 90 days after a shingles rash has
disappeared, is the most common complication and occurs in 10–13% of herpes zoster cases in those over 50.
Risk for developing postherpetic neuralgia also increases with age.
On October 20, 2017, the Food and Drug Administration approved the use of GlaxoSmithKline’s Shingrix (RZV),
for adults aged 50 years or older for the prevention of herpes zoster and its complications. On October 25,
2017, the Advisory Committee on Immunization Practices (ACIP) recommended the use of:




RZV among immunocompetent adults 50 years or older for the prevention of herpes zoster and related
complications;
RZV among adults 50 years or older who previously received the zoster vaccine live (ZVL) (Zostavax,
Merck and Co.), and
Either RZV or ZVL for adults 60 years or older (RZV is preferred).

On January 26, 2018, ACIP’s recommendation was posted in the CDC’s Morbidity and Mortality Weekly Report
(MMWR). ACIP also recommended RZV for routine use in adults with diabetes mellitus; chronic heart, lung,
liver, or kidney disease; functional or anatomical asplenia; or complement deficiencies.
RZV consists of 2 doses (0.5 mL each), administered intramuscularly, two to six months apart. RZV is stored in
the refrigerator and care should be taken not to confuse it with ZVL, which is stored in the freezer and
administered subcutaneously.
Source:

Dooling KL, Guo A, Patel M, et al. Recommendations of the Advisory Committee on Immunization
Practices for Use of Herpes Zoster Vaccines. MMWR Morb Mortal Wkly Rep 2018;67:103–108. DOI:
http://dx.doi.org/10.15585/mmwr.mm6703a5
∞

Updating Your Provider Information
Having current provider information helps us maintain accurate provider directories, ensuring that you are
easily accessible to our members.
Additionally, health plans are required by Centers for Medicare & Medicaid Services (CMS) and other
regulatory entities to have accurate information in provider directories for certain key provider data elements.
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Accuracy of directories are routinely reviewed and audited by CMS, as well as the New York State Department
of Health.
Because it is the responsibility of each provider to inform health plans when there are changes, we remind you
to notify BlueCross BlueShield of Western New York of any demographic changes or other key pieces of
information, such as a change in your ability to accept new patients, street address, phone number, or any
other change that affects patient access to care.
For BlueCross BlueShield to remain compliant with federal and state requirements, changes must be
communicated to us minimally 30 days prior to the change or as soon as possible so that members have
access to the most current information in the Provider Directory.
Key data elements
The data elements required by CMS and crucial for member access to care are as follows:








Provider/physician name
Practice location(s) (address, suite, city, state, ZIP code)
Practice phone number(s)
Accepting new patient status
Provider practicing specialty
Practice name
Office staff awareness of provider’s/physician’s participation in our network

Health plans also are encouraged (and in some cases required by regulatory/accrediting entities) to include
up-to-date information for the following provider data elements:
 Anticipated changes in provider participation with health plan (e.g., retirement, moving out of area,
available as covering only)
 Provider/physician gender
 Languages spoken
 Office hours for seeing patients
 Physical disabilities accommodations (e.g., wide entry, wheelchair access, accessible exam rooms
and tables, lifts, scales, bathrooms and stalls, grab bars, other accessible equipment)
 Indian health service status
 Licensing information (e.g., medical license number, license state)
 Provider credentials (e.g., place of residency and fellowship)
 Board certification
 Email addresses for:
o Office manager
o Credentialing manager
o Clinician(s)
 Website address
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 Any change that may materially impair your ability to carry out the duties and obligations of your
agreement
 Hospital affiliation
 Provider type (e.g., MD, DO, DDS)
 National Provider Identifier (NPI)
How to update your information
You should routinely check your current practice information by going to bcbswny.com/provider
If you need to make any changes, please go to Tools & Resources > Forms and select Provider Demographic
Change Form under the Practice Administration heading. You can also email us at
provider_data_mgmt@bcbswny.com and please include your individual National Provider Identifier (NPI)
number in the subject line.
All practice changes also should be reflected on your Council for Affordable Quality Healthcare (CAQH)
application.
If you have any questions, please contact Provider Service at 1-800-950-0051 or (716) 884-3461.
-------------In accordance with Section 2.4.2 of the Participating Physician Agreement:
Participating Physician shall not close his or her panel to new patients and/or referrals, as applicable,
except on thirty (30) days prior written notice to BlueCross BlueShield of Western New York, provided
that, in such event, Participating Physician shall not accept new patients or referrals of persons who are
covered by or enrolled in any other entities that provide, arrange or pay for health care services.
Participating Physician acknowledges and agrees that any closure of his or her panel shall not apply to any
of Participating Physician’s existing or prior patients who become Covered Persons. Participating Physician
further agrees to provide BlueCross BlueShield written notice prior to opening his or her panel to new
patients or referrals, as applicable.
∞

New Medicare Beneficiary Identifier Numbers Required by 2019
To better protect the identities of Medicare beneficiaries, the Centers for Medicare and Medicaid Services
(CMS) is assigning all Medicare and Medicare Advantage members a new Medicare Beneficiary Identifier
(MBI). The MBI will replace the Health Insurance Claim Number (HICN) currently in use, which is based on the
beneficiaries’ Social Security number (SSN).
The CMS transition to the new MBI numbers will take place from April 1, 2018 until December 31, 2019. There
will be a phased-in approach and New York state is scheduled to be phased-in during June 2018. Either the
new MBI or the HICN will be accepted during the transition period. CMS has stated that it will have its
2ND QUARTER • 2018
5

processes and systems ready to accept the new MBIs as soon as April 1, 2018, and will begin a phased card
issuance to beneficiaries. The Medicare Access and CHIP Reauthorization Act (MACRA) of 2015 established the
requirement for CMS to remove SSNs from all Medicare cards by April 2019. For more information, go to
https://www.cms.gov/Medicare/New-Medicare-Card/
∞

BlueCross BlueShield Follows ADA and AACE Consensus
on HbA1c Level in Type 2 Diabetes
The American College of Physicians (ACP) published Hemoglobin A1c Targets for Glycemic Control With
Pharmacologic Therapy for Nonpregnant Adults With Type 2 Diabetes Mellitus: A Guidance Statement
Update From the American College of Physicians in the March 5, 2018 issue of Annals of Internal Medicine,
causing a number of thought-leader groups to publicly reject key assertions from the article. The ACP guidance
statement suggested a HbA1c goal of between 7-8% in most Type 2 Diabetes patients, and if HbA1c is less
than 6.5%, pharmacological adjustments should be considered (Qaseem A, 2018).
Both the American Diabetes Association (ADA) and the American Association of Clinical Endocrinologists
(AACE) quickly issued statements in which they disagreed with the new ACP guidance. ADA and AACE
reasserted their commitment to an A1C goal of less than 7 percent for many patients, as evidenced by
international clinical trials (ACCORD, ADVANCE, VADT and UKPDS). Both organizations also indicated in their
statements that the use of SGLT2 inhibitors and GLP-1 receptor agonists are “… associated with low risk for
hypoglycemia, have favorable effects on weight and improved cardiovascular disease outcomes.”
BlueCross BlueShield follows the ADA and AACE recommendations and no changes will be made to our
diabetes guidelines. You can access these guidelines at bcbswny.com/provider and for more information,
visit:
http://www.diabetes.org/newsroom/press-releases/2018/ada-acp-guidance-response.html
http://media.aace.com/press-release/american-association-clinical-endocrinologists-american-diabetesassociation-americanQaseem A, W. T. (2018, March 6). Hemoglobin A1c Targets for Glycemic Control With Pharmacologic Therapy for Nonpregnant Adults With Type 2
Diabetes Mellitus: A Guidance Statement Update From the American College of Physicians. Retrieved March 26, 2018, from Ann Intern
Med.: doi: 10.7326/M17-0939

∞

Reimbursement Changes: Medical Injectables
Effective July 1, 2018, we will be updating our corporate medical injectable fee schedule. The changes will
impact all participating physicians, skilled nursing facilities, and home infusion pharmacies that use our
corporate medical injectable fee schedule.
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The new reimbursement changes are effective for claims with a date of service on or after July 1.
Our approach to reimbursing injectables continues to be based on average sales price (ASP). This approach
allows for updates to the fee schedules that better reflect acquisition cost changes throughout the year. The
rate will change quarterly as ASP rates fluctuate.
Please review the details below regarding the fee changes and anticipated rates for specific drugs.
Current
rate as of
January 1,
2018

Future rate

New rate
effective
July 1, 2018

Code

Description

Current
rate

J1428

Exondys

AWP

$163.20

MAC

$160.24

J1555

Cuvitru

ASP

$14.96

ASP

$14.31

J1627

Sustol

ASP

$4.99

MAC

$4.55

J2326

Spinraza

AWP

$1,062.50

MAC

$1,045.76

J2350

Ocrevus

ASP

$61.93

ASP

$59.24

J3358

Stelara IV

ASP

$13.94

ASP

$13.34

J9022

Tecentriq

ASP

$82.23

MAC

$72.97

J9023

Bavencio

ASP

$86.11

MAC

$76.44

J9203

Mylotarg

ASP

$209.56

ASP

$193.16

J9285

Lartruvo

ASP

$54.19

MAC

$47.84

The new fee schedule information will be available on our secure provider website, bcbswny.com/provider
beginning July 1. If you have any questions, please contact your practice account manager.
∞

The Physician's Role in Managed Care for Members with Special Needs
(Including Medicare Advantage Dual-Eligibles)
For planned and unplanned transitions between care settings — for example, home to hospital, or hospital to
skilled nursing care — the referring provider is expected to:
•
•

share the care plan with the receiving setting within one business day of notification of the transition;
inform the member (or the member’s responsible party) of the care transition process and about
changes to their health status and plan of care.
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Federal law bars Medicare providers from collecting Medicare Part A and Medicare Part B deductibles,
coinsurance, or copayments from those enrolled in the Qualified Medicare Beneficiaries (QMB) program, a
dual-eligible program that exempts individuals from Medicare cost-sharing liability (see Section 1902(n)(3)(B)
of the Social Security Act, as modified by 4714 of the Balanced Budget Act of 1997).
Balance billing prohibitions also may likewise apply to other dual-eligible beneficiaries in Medicare Advantage
(MA) plans if the State Medicaid Program holds these individuals harmless for Part A and Part B cost-sharing.
In addition, Medicare Advantage enrollees cannot be discriminated against in the delivery of health care
services, consistent with the benefits covered in their policy, based on race, ethnicity, national origin, religion,
gender, age, mental or physical disability, sexual orientation, genetic information, or source of payment.
Discrimination based on “source of payment” means, for example, that MA providers cannot refuse to serve
enrollees because they receive assistance with Medicare cost-sharing from a state Medicaid program.
Members who are eligible for both Medicare and Medicaid (dually eligible) may have certain services covered
by the Medicaid programs. To find out which benefits are covered by the member’s Medicaid benefit, please
call Provider Service at 1-800-950-0051 or (716) 884-3461.
∞

Opting Out of Medicare
Federal regulations prohibit Medicare Advantage (MA) organizations, including BlueCross BlueShield of
Western New York, from paying for services rendered by providers who have chosen not to participate in the
Medicare program, except in limited circumstances.
An MA organization may contract only with providers who are approved for participation in the Medicare
program and who have not opted out of providing services to Medicare beneficiaries (see Social Security Act §
42 CFR § 422.220.) Opting out is not the same as “non-participating.” Physicians or practitioners who opt out
of Medicare cannot participate in our MA networks: Senior Blue HMO and Forever Blue Medicare PPO.
Current Medicare rules do not allow providers to reapply for participation with Medicare until the end of the
two-year opt-out period. BlueCross BlueShield will not cover any services rendered by physicians or their
sponsored mid-level practitioners on or after the effective opt-out date, unless it is demonstrated that the
service was eligible for payment as an emergency or urgently needed under applicable Medicare standards.
Providers must follow the Centers for Medicare and Medicaid Services (CMS) rules regarding opting out of
Medicare. Some of the rules could affect your business financially, such as the requirements under Social
Security Act §1848(g)(1) and/or 1848(g)(3).
CMS regulations for opt-out providers also require a “private contract” between the Medicare beneficiary and
the provider who opted out of Medicare. The private contract must include language such as, but not limited
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to, agreement that the Medicare beneficiary gives up Medicare payment — including payment from MA plans
— for services furnished by the opt-out provider, as well as to pay the provider for services directly.
The requirements and possible exceptions concerning opting out are outlined in the CMS Medicare Benefit
Policy Manual, Chapter 15, Covered Medical and Other Health Services. Chapter 15 can be accessed online at
cms.gov/Regulations-and-Guidance/Guidance/Manuals/Internet-Only-Manuals-IOMs.html
If your status with Medicare changes, you must notify your Provider Network Management and Operations
Specialist promptly at 1-800-666-4627.
More information regarding New York state providers who opt out of Medicare is available from the local
Medicare Administrative Contractor, National Government Services, at ngsmedicare.com.
∞

Perceived Denials
We appreciate and support your efforts to manage the care of your BlueCross BlueShield of Western New York
Medicare Advantage (Senior Blue HMO and Forever Blue Medicare PPO) patients in a prudent, cost-effective
manner.
The Centers for Medicare & Medicaid Services (CMS) requires that when a member perceives a denial of
treatment or care, he/she is entitled to certain appeal rights under federal law. This includes situations in
which the member’s request is made directly to the provider and one of the following conditions exists:
 The member disagrees with the prescribed course and/or type of treatment
 The provider declines to render a course of treatment and/or type of treatment that the member is
requesting
 The member does not agree with the provider’s decision to discontinue or reduce a course of
treatment
Examples of denial
Some examples of a perceived denial are:
 A patient asks to be referred to a radiologist for an MRI, but the provider does not believe that an MRI
is necessary
 An older patient asks that a new prescription medication be ordered, but the provider declines to write
the prescription because the American Medical Association and the Food and Drug Administration do
not support use of the medication in the senior population
 A patient asks to be referred to a dermatologist for the treatment of a rash, but the provider declines
to refer the patient because he or she believes they can effectively treat the patient themselves
 A patient is receiving physical therapy services and the provider determines that physical therapy is no
longer necessary
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Your responsibility
When a perceived denial occurs, the following must take place:
 You must contact our Utilization Management Department the day that the denial occurs to inform us
of the situation
 You must ensure that our members are informed of their right to appeal
Our responsibility
We will then issue a letter with the details of the denial, including a description and reason for the denial. A
copy of the letter will be sent to you as well. The letter will inform the member of:
 the clinical rationale,
 their right to obtain reconsideration, and
 the procedure for requesting reconsideration.
The member will be advised that he/she can appeal if they do not agree with our decision about the service in
question.
If you have any questions about perceived denials, please contact our Utilization Management Department at
(716) 884-2942 or 1-800-677-3086.
∞

Opioid Use During Pregnancy
According to the American College of Obstetrics and Gynecology (ACOG) and the American Society of
Addiction Medicine (ASAM), “Opioid use in pregnancy has escalated dramatically in recent years … to combat
the opioid epidemic, all health care providers need to take an active role. Pregnancy provides an important
opportunity to identify and treat women with substance use disorders. Substance use disorders affect women
across all racial and ethnic groups and all socioeconomic groups, and affect women in rural, urban, and
suburban populations.” ACOG and ASAM also cite the fact that, with more women using opioids during
pregnancy, there has been a sharp increase in neonatal abstinence syndrome (NAS), in which drug withdrawal
is experienced by the infant soon after birth. NAS also has the potential for lasting effects on the child, such as
cognitive and developmental delays, and chronic health issues.
Therefore, universal screening is essential.
Screening for substance use should be part of comprehensive obstetric care and should be done at the first
prenatal visit in partnership with the patient. Validated verbal screening tools are preferable to urine testing.
Questionnaires including 4Ps, NIDA Quick Screen, and CRAFFT (for women 26 years or younger) should be
utilized.
If a woman screens positive, the ACOG guidelines recommend a brief intervention (such as a conversation,
feedback, and advice) and referral to treatment.
Source: ASAM Committee Opinion Number 711, August 2017.
∞
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Population Health Management Program Descriptions
Our Quality Management Committee has reviewed and approved updated program descriptions submitted by
our Health Care Services Department. We offer a variety of clinically based population health management
programs to address the needs of members across the continuum of care. The following program descriptions
are available upon request at 1-877-878-8785, option 2.
Preventive Health
 Immunizations (childhood, adolescent, and adult)
 Well visits and preventive health screenings (childhood, adolescent, and adult)
Disease Management
 Asthma
 Attention deficit hyperactivity disorder (ADHD)
 Cardiac
 Chronic obstructive pulmonary disease (COPD)
 Depression
 Diabetes
 Hip and knee
 Holistic health
 Obstructive sleep apnea
 Spine
 Stroke prevention
Case Management
 Chronic kidney disease
 Complex case management
 Depression
 HIV/AIDS
 Oncology
 Palliative care
 Right Start (high-risk maternity) program
 Substance use disorder
 Transplant
∞

Cervical Cancer Screening and the Human Papillomavirus Vaccine
The American Cancer Society estimates that approximately 13,240 new cases of invasive cervical cancer will be
diagnosed and about 4,170 women will die from cervical cancer in 2018. Cervical cancer is more common in
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Hispanic/Latinas and African-American women, but African-American women have the highest death rate.1
Cervical cancer is also more prevalent in middle age. According to the National Cancer Institute, the median
age at diagnosis is 50, while the median age at death is 58. Fortunately, two-thirds of those afflicted survive
five years or more after being diagnosed, and roughly 92 percent survive five years or more when detected
and treated early. 2
With regular screening and vaccination to prevent human papillomavirus (HPV) infections, cervical cancer is
the easiest gynecologic cancer to prevent. The U.S. Preventive Services Task Force recommends the following
screenings for cervical cancer:



Every three years, cytology (Pap smear) for women ages 21 to 65 years, or
Every five years, screening with a combination of cytology (Pap smear) and human papillomavirus
(HPV) testing for women ages 30 to 653

Screening may be clinically indicated in older women for whom the adequacy of prior screening cannot be
accurately accessed or documented. Clinicians and patients should base the decision to end screening on
whether the patient meets the criteria for adequate prior testing and appropriate follow-up per established
ACS/ASCCP/ASCP guidelines.
HPV is the most common sexually transmitted infection in the United States. In most cases, HPV goes away on
its own, but when HPV does not go away, it can cause health problems like genital warts and cancer.
Currently, about 79 million Americans are infected and about 14 million people become newly infected each
year. The HPV vaccine is a key factor in preventing the spread of this disease.4
In December 2016, the Advisory Committee for Immunization Practices (ACIP) updated HPV vaccination
recommendations regarding dosing schedules.
 ACIP continues to recommend routine vaccination for girls and boys at age 11 or 12; the vaccination
series can be given as early as age 9.
 For girls and boys starting the vaccination series before their 15th birthday, the recommended
schedule is 2 doses of HPV vaccine.
o The second dose should be given 6–12 months after the first dose.
 ACIP continues to recommend a 3-dose schedule for persons starting the HPV vaccination series on or
after their 15th birthday, and for persons with certain immunocompromising conditions.
o The second dose should be given 1–2 months after the first dose.
o The third dose should be given 6 months after the first dose.
 ACIP also recommends vaccination for females through age 26 and for males through age 21 who were
not adequately vaccinated previously.
 In addition, the vaccine is recommended for men with compromised immune systems and for gay and
bisexual men through age 26.
1

https://www.cancer.org/cancer/cervical-cancer/about/key-statistics.html
https://seer.cancer.gov/statfacts/html/cervix.html
3
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/cervical-cancer-screening
4
https://www.cdc.gov/std/hpv/stdfact-hpv.htm
2
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For transgender persons, ACIP recommends routine HPV vaccination as for all adolescents, and
vaccination through age 26 years for those who were not adequately vaccinated previously.

For more information on cervical cancer screening or the HPV vaccine, go to cdc.gov/cancer/cervical
∞

Successful Strategies for Controlling Blood Pressure
Take the Time
 Any patient — even younger ones — can have high blood pressure; take time to build trust and
engagement
 Measure the patient’s blood pressure and explain the risks of hypertension
 Educate patients about lifestyle factors, such as a healthy diet, exercise, and not smoking
 Provide reference materials to take home
Measure, Measure, Measure
 Teach how to properly check blood pressure at home
 Encourage patients to keep a record of home blood pressure readings to bring to follow-up visits
 Record blood pressure readings and review an appropriate medication regimen
 Recheck blood pressure; proper follow-up is optimal
Address Medication Adherence
 Work to develop a treatment plan that fits his/her health goals
 Address barriers to taking medicines as directed — including medication cost and side effects
 Emphasize the importance of following a treatment plan and discussing any challenges with
his/her health care team
We can provide additional resources for patients who would benefit from extra assistance, e.g., weight
management and smoking cessation programs. Contact our Health Care Services Department at
1-877-878-8785, option 2.
∞

Medicare Advantage Provider Education (MAPE) Available Online
In response to the Centers for Medicare and Medicaid Services (CMS) requirement, we have introduced the
Medicare Advantage Provider Education (MAPE) page. CMS requires that physicians who are newly enrolled
in our Medicare Advantage plans (Senior Blue HMO or Forever Blue Medicare PPO network) review our
Medicare Advantage provider education. Those providers must then fill out the attestation form on the page
to ensure compliance with the Code of Federal Regulations 42 CFR 422.202. The MAPE page can be accessed
by visiting bcbswny.com/mape
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The following information is available on our MAPE page:
180-day adjustment policy
Annual visit checklist
BlueCard® program
Case and Disease Management (1, 2, 3)
Chronic Obstructive Pulmonary Disease action plan
Communicating with your senior patients
Fall risk checklist
Fraud, Waste and Abuse
Medicare perceived denials
Medication management (1, 2, 3, 4)
Opting out of Medicare
Palliative care program
Physician’s role in dual-eligibles
Provider and Facility Reference Directory
Star ratings: measuring quality
After education documents have been reviewed, the physician/office manager must submit the attestation
statement form to us within five (5) business days in order to remain in our Medicare Advantage health
plans. Please contact your practice account manager or network specialist if you have any questions.
∞

Medical Protocol Updates Now on Our Website
Recently reviewed medical protocols are now available online. New or changed protocols available at this time
will have an effective date of July 1, 2018 unless otherwise noted.




Please refer to the cover letter for brief summaries of new or changed protocols.
Note that some of the protocol updates may not pertain to the members to whom you provide care.
If you need assistance obtaining specific protocol updates, contact Provider Service at 1-800-950-0051
or (716)884-3461.

To view the protocols and cover letters, go to: bcbswny.com/provider > Policies and Guidelines > Medical
Protocols.
∞
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Out-of-Plan Referral Guidelines
Out-of-plan (OOP) referrals should be requested for BlueCross BlueShield of Western New York patients only
when:



The patient is outside his or her service area
Participating providers in the area cannot provide the necessary services

Services must be requested by the patient’s primary care physician or participating specialty provider. A
request form for OOP coverage is available by clicking here. For a Behavioral Health OOP coverage request
form, please click here.
The following information is required:







Office notes, consultation reports, diagnostic studies, and in-plan provider documentation that
supports the need for the patient to be seen by an OOP provider
OOP provider name (requesting provider, assistant surgeon, co-surgeon)
OOP provider address
OOP provider specialty
Planned services CPT® codes, if applicable
OOP provider assistant/co-surgeon information

Definitions:
Non-participating provider (NPP): A provider (e.g., facility, vendor, physician, or other clinician) who does not
participate with any BlueCross/BlueShield plans; claims submitted by an NPP will process to the patient’s outof-network benefit unless an out-of-plan referral is on file.
Out-of-network provider (OONP): A provider (e.g., facility, vendor, physician, or other clinician) who does not
participate with the patient’s home plan, but does participate with the BlueCross/BlueShield plan in the
provider’s local area. Claims submitted by an OONP will process to the patient’s out-of-network benefit unless
an out-of-plan referral is on file.
Out-of-Network (OON) benefits: Coinsurance, copay, and/or deductible that the patient is financially
responsible for when receiving services from a NPP or OONP. Typically, when a patient uses his or her OON
benefit, he or she will incur higher out-of-pocket costs.
∞

Updated Drug Therapy Guidelines
Updated drug therapy guidelines are available at bcbswny.com/provider
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Our Pharmacy and Therapeutics Committee approved these updates after conducting its annual review and
quarterly new drug evaluations.
∞
Telehealth Mandate
Reminder

Telehealth services are considered a covered benefit for all lines of business, including Medicare Advantage.
Preauthorization for telehealth services is not required.



G0406-G0408 and G0425-G0427 visit codes can be billed by either a physician or facility
o Facility billing should also use revenue codes 780, 789, or 988
o Copay applies
Q3014, T1014 are facility-only codes
o Q3014 should be billed using revenue codes 360, 450, 510, 580, 780, or 789
o T1014 should be billed with revenue codes 581, 780, 789, or 969
o No copay applies

Place of service “02” and GT modifier are appropriate for use when billing for telehealth services. Always
ensure that you are using correct coding per the coding guidelines. Please visit our website at
bcbswny.com/provider >My Account > Code Resources > Code and Comment (login required) for more
information about proper coding.
All services are subject to the member’s contract benefits and should be verified prior to rendering services.
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