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would be to have Medicare send a copy of the denial of payment notice to the State Medicaid
program. We also concur with the OIG’s recommendation of making current Medicare home
health payment information available directly to the States. This would facilitate the States’
abilities to identify duplicate claims.

OIG Recommendation

Clarify CMS policy on Medicare Prospective Payment System (PPS) coverage of routine medical
supplies.

CMS Response

The CMS concurs with this recommendation to clarify the policy on coverage of routine medical
supplies under Medicare's home health PPS as it relates to what constitutes Medicare-covered
routine medical supplies used in the course of a therapeutic or assistive service. The costs of
both routine and non-routine medical supplies are accounted for in the Medicare home health
PPS 60-day episode rate. Consolidating existing policy guidance on the coverage and reporting
of routine and non-routine medical supplies may help address the concerns raised in this report.

We have the following general comments on the draft report:

* Any publicly released statements about the report should.emphasize that the study was
conducted in only five States and cannot be extrapolated nationally to other States or beyond the
timeframe of the report evaluation. .

* The report looked at “potential duplicate claims” in five States: Florida, Maryland, North
Carolina, Ohio, and Texas. However, only two of the States, North Carolina and Texas, had
potential duplicate payments identified. These payments warranted further investigation to
substantiate if they were indeed duplicative and inappropriate. Unfortunately, reviewing medical
records was outside the scope of this study.

* For purposes of the study, the OIG defined a duplicate claim or payment as any Medicaid
payment for a Medicare PPS covered therapeutic service or non-routine medical supply on a
date falling within a Medicare “episode of care.” The “episode of care” in this case is 60 days.
The duplicate claim or payment was determined by a data match occurring anywhere within the
60-day period. The methodology of the study was severely limited because no further analysis
was done on the “potential duplicate payments” other than the data match identification.

* A further complication to the results of the study is that the five States reviewed were paying
home health claims using a fee-for-service coding system whereas Medicare was using a bundled
PPS payment system that does not differentiate the claim. The data matches, on a claim-by-
claim basis, were, therefore, not always exact.

* As a consequence of the suspect methodology, the second finding in the report - Medicaid paid
36.6 million for routine medical supplies on the same dates as home health services. Medicare
coverage of routine supplies cannot be determined from claims data - is problematical because it
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is more of an assumption than a substantiated fact. Medicare claims do not specify whether a
routine supply was provided during the course of a home health service or just within the 60-day
episode of care. Without reviewi g the associated beneficiaries’ medical records, this finding
cannot be corroborated.

* Another limitation in the report is that the OIG was not able to determine total expenditures for
only the affected dual-eligible population. Consequently, the percentages in the report are
proportions of total expenditures and claims for Medicare-coverable services for all
beneficiaries, not just dually eligible beneficiaries.

e Page 4, paragraph 5. The statement, “CMS began the Medi-Medi project in 2001 to identify
duplicate Medicaid and Medicare payments for selected services...” is not clear. The
identification of duplicate payments is an outcome of the program rather than its purpose. The
report should state that the purpose of the Medi-Medi project is to reduce fraud, waste, and abuse
by matching Medicaid and Medicare data to identify improper billing and utilization patterns.
Moreover, the program enhances collaboration with our State partners and identifies program
vulnerabilities,

® Page 8, paragraph 1. The report states that “Maryland had no inappropriately paid claims.” It
would be interesting to find out what Maryland was doing correctly or differently from the other
four States that allowed it to avert any duplicate payments. In keeping with the second objective
of the report (to identify the controls these five States have established that are intended to
prevent duplicate payments), we would encourage you to elaborate on this. Good work like
Maryland’s should be annotated so that it can be shared with the other States and noted among
best practices.

Once again, CMS thanks the OIG for the opportunity to review and comment on this report.
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