PEPP Advisory CommitteeMembers:

AlabamaDepartment of Public Health EllenMullins, R.N.

Alabama Health Information Management Association Sharon Whitehead, R.H.1.A.

Alabama Hospital Association R. Thomas Cooper 111

Fiscal Intermediary--Blue Cross/Blue Shield of Alabama Gray Parker

Fiscal Intermediary--Mutual of Omaha Marijean Schindler

Medical Association of the State of Alabama Guy Handley, M.D.

Alabama Medicaid Agency John Searcy, M.D.

Alabama Quality Assurance Foundation Hugh Hood, M.D., PEPP Project Director

CynthiaMclntosh, R.N., PEPP Project Manager

PEPP Website: Join LISTSERV on PEPP website (www.agaf.com) for automatic notification of web site updates.

If you would likeadditional infor mation about PEPP, please contact CynthiaMclntosh, R.N.,
1-800-760-4550 ext. 3506, or Hugh Hood, M .D. ext. 3118. For coding questions, accessthe PEPP website @
www.agaf.com and send viaE-mail or fax to: 205-970-1624, “ Attention Coding Department.”
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Birmingham, Alabama 35243-2354

ADDRESS SERVICE REQUESTED

Dischar ge Dispositions,
Transfers and

Combilr:udeBilling B PEPP

payment error prevention program

Alabama Quality Assurance Foundation
August 1, 2000

DEPPTALK

Yolume 2, No. 1

I FALL 2000 REGIONAL MEETINGS

PEPP Educational Meetingsfor hospital providerswereconcluded in June. Attendancewasexcellent, and

hospital s obtained alarge volume of information to take back to their administration and staff. Thisfocused effort

has been compl eted; however, educational effortsand sharing of

informationwith hospital providerswill continuethroughout the 6" Y -
> - 4 —

Scope of Work.

MedQuest DRG abstraction modulesfor theremaining at-risk pairswill
be provided on an updated CD and distributed at the Fall Regional
Mestings.

Joint provider meetingswill be conducted for the Health Care Quality

Improvement Projects (HCQI P) and PEPP beginning in September. A numbered general memorandum with the
schedule and program agendawill soon be sent to hospital administration and hospital contact staff. Therewill be
two tracks, 4 hours each, onefor HCQIP and onefor PEPP. If the HCQIP and PEPP contacts are the samefor
your hospital, you may want to consider sending someonefrom your billing office, utilization review, complianceor
coding departmentsto represent the hospital for PEPP. Wewill be providing project-specific feedback tothe
providersduring themeetings. Meeting datesare asfollows (location subject to change):

September 2000 October 2000

20" — Gadsden, Gadsden Country Club 39—Tuscal oosa, Bryant Conference Center
21st—Florence, Florence Conference Center 10" —Huntsville, Location TBA

27" —Mobile, AdamsMark Hotel 11'"—Montgomery, Embassy Suites

28" —Dothan, Holiday Inn West 18" —Birmingham, Pelham Civic Complex

26" —Birmingham, Botanica Gardens
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I Dischar geDispositions, Transfer sand Combined Billing

Dischar ge Disposition: Many errorsidentified during initial dataanalysisfor the PEPP Unnecessary Admis-
sion Project resulted from incorrect assignment of discharge disposition onthe hospital claim, particularly when
patientswere being transferred between facilities. Some examplesof these errorswere claims submitted by the
hospital for two DRG paymentswhen the patient was till aninpatient, perhapstransferredtothe | CU or
another unit within the hospital; apatient transferred to another PPS hospital with adischarge disposition of
“01,” or home; or the stay intheexempt unit housed withinthe acutefacility billed utilizing theacutefacility’s
provider billing number inlieu of theexempt provider number.

Combined Billing: Thekey when making the decisionto combinebillswill hingeontheintent of thedischarge
for thefirst admission, the medical record documentation and adherencetointerna hospital policy. Documenta
tion should be used to support intent, not an attempt to mask aquality concern. Physician documentationis
crucia insupporting the decisionto dischargeapatient. Although the patient may be readmitted, documentation
should support the physician’sdecisionand clinical judgment used in determining medica stability of the patient
at discharge.

If apatient isdischarged dueto hospital convenience, such asinability to scheduleaprocedure, and issubse-
quently readmitted for the procedure, the stayswould be combined as one stay and one DRG would bebilled.
Thisexcludes staged procedures, such asaCABG following cardiac catheterization. If thedischargeisdueto
patient request, the hospital may bill astwo admissionsand submit claimsfor two DRG payments. Thekey is
documentation of patient request, if applicable.

With regard toleave of absence (LOA), if the patient issent to another facility for testing with the planto return
toyour facility, it would be best toissuea L OA instead of discharging the patient. 1t will betheresponsibility of
the hospital and thetreating physicianissuing theLOA to determineif the patient isto bereturned to their facility
or admitted to thereceiving hospita . Thiswould resultin atransfer disposition rather thanaL OA.

Transfers. Wehavereceived numerousrequestsfor clarification regarding the correct discharge disposition
when transferring apatient to another facility for rehab. If you aretransferring to ahospital who hasnot received
their exempt provider number for billing purposes, you must discharge asatransfer to an acute hospital setting,
“02.” Thelaw requiresthe hospital who isinthe processof receiving exempt statusto usetheir acute care
provider number until theend of their fisca year, after whichtimethey begintobill usingtheir exempt provider
number. See Federal Register Vol. 62, No. 168, Friday, August 29, 1997.

If therehab facility islocated within the acute carefacility and exempt statusiseffective, the discharge dispos-
tionwouldbe“05.” Itistheresponsbility of thetransferring hospital to obtain theinformation necessary to
assignthe correct discharge disposition asthiswill appear asan error for their facility, not thereceiving hospital.

Pleaserefer to your Medicare Hospital Manual and AQAF General Memo 88/90-03 for additional information.

PROVIDER REMINDER | —

If your hospital has not submitted aProvider Improvement Plan for PEPP, please do so assoon aspossible.
The PEPP contact for your hospital or someone who attended one of the recent educational meetingsshould
haveacopy of theimprovement planform. To date, we havereceived Provider Improvement Plansfrom
approximately 68% of Alabamahospitalsand have communicated thisinformationto HCFA. If you have
guestions, please contact CynthiaM clntosh, extension 3506, or LesaKnight, extension 3222.

AQAF Web

The AQAF Web, www.aqaf.com, will beavailableto internet userssoon. Much of theinformation you may
need regarding PEPP will be available on theweb siteand may be downloaded for internal educationin your
facility. Thisinformationwill include PEPP newdetters, didesfrom educational presentations, PEPPQ& A
from regional meetings conducted in April and May 2000, and aschedule
of the upcoming regiona meetings presenting the HCQIP and PEPP
projects.

The PEPP Compliance Notebook, made availableto AQAF by the
Texas PRO and offered at theregiona meetingsin April and May,
will not beavailableviatheweb. However, if youwishto request
acopy and no oneat your hospital received acopy during the
regional meetings, please contact Kim Oswald at 1-800-760-
4550, extension 3470.

PEPP?

There hasbeen some confusion asto the differences between HCQIP and
PEPP. TheHealth Care Quality Improvement Projects (HCQIP) includetheinitiatives

directed toward Acute Myocardia Infarction, Stroke, Congestive Heart Failure, Atria Fibrillation and Pneu-
monia. HCQIPisrequesting periodic reportsfrom hospital providersgenerated frominternal dataabstraction.
TheMedquest abstraction modul es associated with these projects should be easily identified by the project
name as noted above.

PEPP, or Payment Error Prevention Program, isdirected primarily at payment errorsresulting from unnecessary
inpatient admissions, incorrect discharge disposition assignment, incorrect ass gnment of the provider billing
number, incorrect coding of themedical record resulting in assignment of theincorrect DRG, and insufficient
physician documentation in themedical record. The MedQuest modulesassociated with thisproject are
admission, generic coding (DGM) andtheat-risk DRG pairs. Thereare currently no reporting requirementsfor
PEPP. However, aProvider Improvement Plan has been requested from every PPS hospital in Alabamaand
should have been forwarded to AQAF by thistime.

Next 1 ssue: Novernber 1, 2000 s —

“PEPP Talk” is AQAF’s newsletter designed as one method of disseminating PEPP-related
information to the provider community. The quarterly newsletter, easily identified by the
“PEPP” logo, will feature coding tips, frequently asked questions, data analysis requests and
other useful information for provider staff. Coding personnel, Compliance Officers, Medical
Record Directors and PPS contacts are encouraged to distribute this newsletter among person-
nel intheir organization.

Thismaterial wasprepared by Alabama Quality Assurance Foundation under acontract withtheHealth Care
Financing Administration. Contentsdo not necessarily represent Health CareFinancing Administration policy.
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