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Thank you for your continued partnership and collaboration.
This bulletin is to keep you informed of current MDX Hawaiʻi
initiatives and program announcements
CORRECTION: CCR Errors on Risk Adjustment
It recently came to our attention that our internal
database has incorrectly credited conditions as closed
due to a processing error that disallowed encounters
on the Encounter Data Processing System (EDPS) files
from CMS and inflated Chronic Code Reassessment
Rates (CCR) for some providers. Incorrectly credited
conditions were submitted on non-risk adjustable
encounters, primarily lab encounters.
As this was an MDX oversight, these conditions will
remain credited in performance calculations for 2022
DOS. We are actively working to ensure no negative
impacts on any performance metrics that were
shared with you while this issue was present.
The CMS model considers visits that are performed
face-to-face by a qualified provider (i.e., MD, DO,
APRN, PA) to be risk adjustable. Due to the pandemic,
CMS also currently allows tele-health visits to qualify
as risk adjustable, so long as these visits include and
document both audio and visual components. Our
incentive programs and performance metrics were
designed to mirror this model, crediting and closing
conditions from these types of visits.
While your Burden of Illness (BOI) performance
reports will display these conditions as having been
assessed, please treat these conditions as if still
open and assess them during a risk-adjustable visit.
To assist in this process, MIPs will be generated to
show these conditions as open and in need of
assessment. Your BOI or PO representative can help
identify which conditions were affected by this issue.
Thank you for your understanding. We look forward
to advancing our goal of providing excellent care to
our members through our continued partnership.
If you have any questions, please call the BOI
department at 808-426-7625 or toll-free at 1-800345-4185. You can also connect with us through
email at hcqadminteam@mdxhawaii.com.

REMINDER: Unused, Expired Medications Belong
in Drug Take Back Boxes
In recognition of National Prescription Take Back Day on
October 29, please remember that unused or expired
medicine should be properly disposed of when no longer
needed. The best way to do that is to visit a drug take back
drop box location, as listed here:
https://www.hawaiiopioid.org/drug-take-back.
To reduce prescription drugs in the water supply,
medication should not be disposed in the trash or flushed
down the toilet. Please also remember that:




Medicines may lose effectiveness after expiration
date
Improper use of prescription drugs can be
extremely dangerous
Having unused or expired medicine in your home
increases the risk of accidental poisoning

If there is no drug-take-back option readily available, follow
the steps below to dispose of medicines in household trash:

October is Breast Cancer Awareness Month
In honor of Breast Cancer Awareness Month, we
encourage you to discuss breast cancer screenings
with your patients, as well as the benefits involved.

Corrected Claim Submissions:



Corrected claims should follow the standard frontend submission process submitted via EDI or paper
claim.
The corrected claim billing rules apply—
o CMS 1500: The corrected claim indicator ‘7’
(resubmission code) and original claim ID
(original ref. #) should be billed in box 22.
o UB-04: Bill type XX7

MDX Hawai’i New Edit Alert
According to Centers for Medicare and Medicaid Star
guidelines, women aged 50-74 should undergo
mammograms at least every other year to detect
possible signs of breast cancer. Detecting cancer at an
early stage is critical to successful treatment.

2022 Annual Provider Compliance Training
Annual Compliance Training, which providers must
complete every year, is available at
www.mdxhawaii.com/providers/training.aspx.
Deadline for 2022 completion is 10/31/2022. Once
training is completed, we will request for an
attestation form to be submitted.
Questions or concerns regarding the training
materials or completing attestations? Please contact
ProviderAttestation@mdxhawaii.com.

MDX Hawai’i Alert Reminder
Initial Claims Timely Filing Timeframe:





Contracted providers timely filing limit: 12
months (or 1 full calendar year) after the date
when services were provided, unless stated
otherwise in contract language.
Corrected claims: 12 months (or 1 full
calendar year) after the date when services
were provided.
COB (Coordination of Benefits): 12 months
(or 1 full calendar year) after the date when
services were provided.

PMRN (Procedure Modifier Revenue Necessary) Edit:







Effective Date: Process Date 10/1/2022
Edit Summary: PMRN Edit will identify situations
where a correct modifier and correct revenue code
is required. The edit will apply to both professional
(CMS1500) and institutional outpatient (UB04)
claims.
Claims that qualify for the PMRN Edit will be denied
using one of the following adjudication codes:
o XD056 – UB04 outpatient denial: Correct
modifier and a correct revenue code is
required.
o XD057 – CMS1500 denial: Procedure code
requires an associated modifier.
To prevent claim denials, procedures that can be
performed on different sides of the body, separate
anatomical areas, or separate patient encounters
require the use of modifiers according to CMS and
AMA.
o Example: If a therapy code is designated as
‘always therapy,’ the code must be billed
with an SLP, OT, or PT plan of care,
regardless of who renders the services and
as (CMS1500) claims. Medicare recognizes
services rendered under OPT service
benefits as either ‘always’ or ‘sometimes’
therapy. If the service is an ‘always’ therapy
code, then the GN, GO, or GP modifiers are
required to be billed with the therapy
procedure code. Sometimes therapy codes
require the appropriate modifier and
revenue code combination when rendered
by a therapist, which is approved by CMS.
o Additional References: For more
information, consult the CMS Claims
processing manual and/or CPT Professional
Edition.

Commercial Network Alert (Cigna)

Please visit our dedicated provider COVID-19 resource page
at CignaforHCP.com for the most current billing and virtual
care guidance, resources, FAQs, and more.

Cigna oncology solutions — Flyer now available
Our oncology care approach offers a seamless, integrated
experience for providers and their patients with Cigna
coverage. As part of our approach, we collaborate with
oncology providers to:
• Provide high-value oncology management to improves
the health, well-being, and peace of mind of those we serve
• Increase cost-effectiveness for payers and patients
• Empower providers to achieve quality outcomes
Cigna offers several oncology programs that focus on early
identification and management of cancer cases: integrated
specialty care management, clinical consult, value-based
pathways, clinical trial matching, Specialty Care Options
Plus, and Cigna Pathwell Specialties SM.

Support and resources for Florida Cigna customers
affected by Hurricane Ian
To ensure that all Cigna customers in Florida have access to
the care they need – and that providers can continue to
offer in-network, covered services – Cigna has taken the
following steps.
• For dates of service of September 26 through October 10,
we will cover out-of-network claims as in-network for
urgent and emergency care in affected counties and relax
requirements for providers to seek prior authorization for
urgent and emergency situations.
• To ensure customers continue to have ready access to
prescription medications during this potentially difficult
time, prescription refill requirements are lifted in all Florida
counties through October 26.
• We will temporarily waive the approval requirement for
patient transfers.
• We are lifting refill and referral requirements for Cigna
Medicare Advantage customers with Medicare Parts A, B,
and Supplemental C coverage in Florida per state and
federal regulations. Additionally, if those customers require
out-of-network services during the declaration, they will be
covered as required by federal requirements.

Additional Cigna support for customers
• 24x7 support: For questions on pharmacy or medical care,
customers may call the number on their customer ID card or
call 1-800-244-6224. Smartphone users may access their ID card
and other personal health benefits information through the
myCigna app.
• Disaster Resource Center: Cigna’s Disaster Resource Center
provides a list of online resources for physical and mental selfcare during challenging times. Resources are available in English
and Spanish.
• Telephone help line for all Florida residents: For all Florida
residents, we are providing access to our 24x7 telephone help line
staffed with qualified clinicians available to speak with people
about how to cope with anxiety, stress, or other issues. People
who do not have health benefits or employee assistance program
benefits with Cigna can call 1-866-912-1687 toll-free.

Cigna LifeSOURCE Transplant Network — Updated provider
reference guide available
Updates have been made to the Cigna LifeSOURCE Transplant
Network® Provider Reference Guide for transplant facilities and
physicians. The updated guide, which contains edits made
throughout the entire guide, became effective on August 1.

Cigna reference guides— Updated versions now available
Cigna reference guides for participating physicians, hospitals,
ancillaries, and other health care professionals have been
revised as part of a midyear update. The updated national and
market-specific versions of the reference guides, which contain
Cigna’s administrative guidelines and program requirements,
became effective on August 16.
The guides can be accessed by registered users of the Cigna for
Health Care Professionals website (CignaforHCP.com) in the
Health Care Professional Reference Guides section.

Evernorth Behavioral Health launches network flexibility
on January 1, 2023
As Evernorth Behavioral Health rolls out network
flexibility on January 1, 2023, we will introduce custom
networks to our plan offerings.
In alignment with Cigna medical business and industry
standards, the networks that support these plans may be
refined by geography, specialty, quality metrics,
virtual/digital capabilities, Individual & Family
Plans/exchange plans, etc.

On September 1, we sent FAQ documents by email or
letter to all contracted providers to inform them about
here our custom networks.

Evernorth joins pilot to simplify oncology prior
authorizations
Evernorth recently joined the Health Level Seven
International (HL7) Fast Healthcare Interoperability
Resources (FHIR) Accelerator CodeX to accelerate work that
drives better communication across the health care
ecosystem and continues to optimize prior authorization.
Evernorth is also collaborating with Varian, a Siemens
Healthineers company, to apply this work through a
radiation oncology-focused pilot.
The radiation oncology-focused pilot will use the FHIR
standard to automate and expedite prior authorization
processes between payers and providers. As a result, payers
and providers will benefit from more efficient workflows
and less administrative burdens, while patients will
experience more timely access to care and improved
treatment outcomes.
About HL7
HL7 is a nonprofit organization dedicated to providing
comprehensive frameworks and related standards for the
exchange, integration, sharing, and retrieval of electronic
health information that supports clinical practice and the
management, delivery, and evaluation of health services.

Evernorth Behavioral Administrative Guidelines —
Updated Version Now Available
An updated, easier-to-read version of the
Evernorth Behavioral Administrative Guidelines for
participating providers, clinics, and facilities took
effect on September 1. The guidelines replace the
Behavioral Medical Management Program and
contain program requirements, policies, rules, and
procedures pertaining to providing behavioral
health services to covered patients. They will be
reviewed bi-annually to ensure they remain
relevant and up to date.
Guidelines can be found in the Resources section at
Provider.Evernorth.com.

Reimbursement policy update – Modifier 26
Professional Component for providers with providerspecific fee schedules
Provider groups with provider-specific fee schedules,
who were subject to an implementation delay of the
update to the Modifier 26 Professional Component
reimbursement policy, were sent a letter on September 1
to notify them of their new effective date.
Effective dates vary based on advance-notice
requirements outlined in the amendment section of the
provider’s agreement regarding a material change to
their reimbursement teams. A copy of the amendment is
included with the letter.
The update reduces reimbursement to $5 for Current
Procedural Terminology (CPT) codes billed with Modifier
26 when the professional component/technical
component payment indicator is 3 or 9. The update
aligns with our Modifier 26 Professional Component and
the Centers for Medicare & Medicaid Services National
Physician Fee Schedule.

Medical coverage policy update – Transcranial
magnetic stimulation
Effective September 15, the Transcranial Magnetic Stimulation
(TMS) Medical Coverage Policy now includes the treatment of
obsessive-compulsive disorder (OCD).
With this update, an initial regiment (30 to 36 treatments) of
TMS administered to treat OCD will be considered medically
necessary when an individual meets all the following criteria*:




Age 18 or older
Diagnosis of OCD as defined by the most recent edition
of the Diagnostic and Statistical Manual of Mental
Disorders
Failure of two or more trials of psychopharmacologic
medications for treatment of OCD. A failed trial is
defined as either of the following:
o Use of a psychopharmacologic medication at
adequate therapeutic doses for at least eight
weeks with no significant reduction in OCD
symptoms, or
o Use of a psychopharmacologic medication with
documented intolerance or medical
contraindication



An adequate trial of an evidence-based
psychotherapy known to be effective in the
treatment of OCD, without significant
improvement in OCD symptoms.

Repeat TMS (30 to 36 treatments) administered to
treat OCD will be considered medically necessary
when an individual meets all of the following criteria:
 Criteria was met for initial course of TMS
 Individual had more than a 30-percent
improvement as evidenced by Yale-Brown
Obsessive Compulsive Scale (Y-BOCS)
 Improvement has been maintained for at least
two months after initial course of TMS
This information was previously communicated to
impacted providers via email on September 13. An article
about this update will also appear in the October edition of
Transformations.
For additional information, providers should call
Provider Services at 1-800-926-2273.
* Must be administered in an outpatient office setting
using a device approved by the U.S. Food and Drug
Administration. Transcranial magnetic stimulation for
any other indication, including but not limited to
migraine headaches or as a maintenance therapy, is
considered experimental, investigational, or unproven.

Cigna Gene Therapy Program Alert — Zynteglo
approved by the FDA for new indication
®

Zynteglo (betibeglogene autotemcel), from bluebird bio
Inc., is the first gene therapy to treat adults and pediatric
patients with transfusion-dependent β-thalassemia who
require regular red blood cell transfusions. It was approved
by the U.S. Food and Drug Administration (FDA) on August
17.
ß-thalassemia is a rare inherited blood disease caused by
mutations in the hemoglobin β-(HBB) gene. ß-thalassemia
decreases the amount and activity of hemoglobin. A major
component of red blood cells, hemoglobin is responsible for
carrying oxygen to all parts of the body. Transfusiondependent β-thalassemia, characterized by severe anemia,
is the most severe form of the disease.
The first qualified treatment centers will be ready to initiate
apheresis in fourth quarter 2022, with the first infusion
expected in first quarter 2023.

Cigna LifeSOURCE Transplant Network expanding quality
guidelines to include cost-efficiency parameters
The Cigna LifeSOURCE Transplant Network® program is expanding
its quality guidelines to include cost-efficiency parameters in
addition to existing transplant outcome metrics. The cost
efficiency assessment is based on a review of average costs per
transplant type at each facility compared to other transplant
facilities within their respective region.
Based on our review of these quality guidelines, programs listed
below will move from the Designated to the Contracted program
level effective January 1, 2023:
• The adult bone marrow transplant/stem cell transplant and
solid organ programs will move to the Contracted level.
• The move to the Contracted program level is independent of
any upcoming review of transplant outcome data.
• Adding cost-efficiency parameters to the quality review will not
impact any pediatric programs at this time.
Benefits for customers will be administered at the Contracted
program level starting with new transplant candidates and
referrals after the effective date of the change.
We notified the 19 affected providers in September, and an
article about the change will appear in the fourth quarter 2022
issue of Network News.
For more information about our coverage policies, log in to
CignaforHCP.com.

