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GENERAL INFORMATION

This chapter describes the Durable Medical Equipment (DME) and Supplies available
under the Commonwealth of Virginia's State Plan for Medical Assistance (Medicaid).
DME services are provided in accordance with the requirements of 42 CFR 8§ 440.70
and 441.15 and are available to all categorically and medically needy individuals
determined to be eligible for assistance. DME services under Virginia Medicaid must not
be of any less or greater duration, scope, or quality than that provided individuals not
receiving state and/or federal assistance for those DME services covered by Virginia
Medicaid. All items and supplies must meet the DME coverage criteria and the Virginia
Administrative Code (VAC).

For the purpose of the Virginia Medical Assistance Program, a DME provider is a
Medicaid enrolled provider that is primarily engaged in durable medical equipment and
supplies outside of an institutional setting.

VIRGINIA MEDICAID WEB PORTAL

The Virginia Medicaid Web Portal is the gateway for providers to transact all Medicaid
and FAMIS (Family Access to Medical Insurance Security Plan) business via one central
location on the Internet. The web portal provides access to Medicaid Memos, Provider
Manuals, providers search capabilities, provider enrollment applications, training and
education. Providers must register through the Virginia Medicaid Web Portal in order to
access and complete secured transactions such as verifying Medicaid eligibility, service
limits and service authorization or by submitting a claim. The Virginia Medicaid Web
Portal can be accessed at: www.virginiamedicaid.dmas.virginia.gov.

FREEDOM OF CHOICE

Virginia Medicaid fee-for-service individuals are free to choose a Medicaid enrolled DME
and supply provider when medical equipment and supplies are a covered service.
Provision of “free” supplies or items to Medicaid individuals as an enticement for their
business may violate federal law and is prohibited. If a DME provider is utilizing this
practice, the Department of Medical Assistance Services (DMAS) may impose a civil
money penalty sanction against the DME provider.

NOTE: If a provider accepts a Medicaid individual as a client, the provider must
provide all of the DME services that are provided to the general population.


http://www.virginiamedicaid.dmas.virginia.gov/
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MANAGED CARE
Managed Care Enrolled Individuals

Most individuals enrolled in the Medicaid program for Medicaid and FAMIS have their
services furnished through contracted Managed Care Organizations (MCOs) and their
network of providers. All providers should check eligibility (Refer to Chapter 3) prior to
rendering services to confirm which MCO the individual is enrolled in. The MCO may
require a referral or prior authorization for the individual to receive services. All providers
are responsible for adhering to this manual, their provider contract with the MCOs, and
state and federal regulations.

There are two different managed care programs, Cardinal Care and Program for All-
Inclusive Care for the Elderly (PACE)), for Medicaid individuals. Go to the websites below
to find which health plan participates in each managed care program in your area:

» http://www.dmas.virginia.gov/#/cccplusCardinal Care Managed Care (CCMC)
Cardinal Care Managed Care | DMAS - Department of Medical Assistance
Services (virginia.gov)

» Program of All-Inclusive Care for the Elderly (PACE)
http://www.dmas.virginia.gov/#/longtermprograms

COVERED SERVICES

DME and supplies are a covered service available to the entire Medicaid population
including both Fee for Service and Managed Care enrollees as described in this manual.
In addition, the Department of Medical Assistance Services (DMAS) may cover DME
services when the individual is under age 21 and the item or supply could be covered
under the Virginia State Plan for Medical Assistance (the State Plan) through the Early
and Periodic Screening, Diagnostic, and Treatment benefit (EPSDT).

All medically necessary medical equipment and supplies under the Virginia Administrative
Code (12VAC30-50-165) may be covered only if they are necessary to carry out a
treatment prescribed by a practitioner (MD, Doctor of Osteopathy (DO), physician
assistant (PA) or nurse practitioner (NP). Unusual amounts, types, and duration of usage
must be authorized by DMAS, or its contractor in accordance with published policies and
procedures. When determined to be cost-effective by DMAS, or its contractor, payment
may be made for rental of the equipment in lieu of purchase. Individuals shall be notified
of their right to appeal any denial determinations.

DME providers shall adhere to all applicable DMAS policies, laws, and Federal and State
regulations for durable medical equipment and supplies, including the face-to-face
requirements in 42 CFR 410.38. DME providers shall comply with all other applicable
Virginia laws and regulations requiring licensing, registration, or permits. Failure to
comply with such laws and regulations shall result in denial of reimbursement or retraction


http://www.dmas.virginia.gov/#/cccplus
https://www.dmas.virginia.gov/for-providers/managed-care/cardinal-care-managed-care/
https://www.dmas.virginia.gov/for-providers/managed-care/cardinal-care-managed-care/
http://www.dmas.virginia.gov/#/longtermprograms
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of payments made, for durable medical equipment and supplies that are regulated by
licensing agency or agencies. (12 VAC 30-50-165)

No provider shall have a claim of ownership on DME reimbursed by Virginia Medicaid
once it has been delivered to the Medicaid individual. Providers shall only be permitted to
recover DME, for example, when DMAS determines that it does not fulfill the required
medically necessary purpose as set out in the Certificate of Medical Necessity (CMN),
when there is an error in the ordering practitioner's CMN, or when the equipment was
rented.

NOTE: The provider must accept Medicaid payment as payment in full and may not bill
the individual, including shipping and handling charges. Costs incurred for shipping and
handling, except when otherwise noted, are considered to be a part of the DME provider’s
overhead/business expenses.

The provider and all employees shall adhere to the DMAS policies and regulations. The
provider must also ensure that all requirements for services are met in order to receive
payment from DMAS. If it is found during a post-payment audit that the DME provider
has not met all of the requirements, the provider may be required to refund the payment
to DMAS.

DME COVERED THROUGH EARLY AND PERIODIC SCREENING, DIAGNOSTIC,
AND TREATMENT (EPSDT)

Early and Periodic Screening, Diagnostic, and Treatment (EPSDT) is a federally
mandated benefit that provides screening and treatment for Medicaid individuals who are
under the age of 21. Some DME not otherwise available to Medicaid individuals may be
available for this age group through the EPSDT benefit, if medically necessary. NOTE:
Children who are eligible for Medicaid/FAMIS Plus may be eligible for DME.

EPSDT is not a separate Medicaid program. EPSDT is distinguished only by the scope
of treatment services available to children who are under the age of 21. Because EPSDT
criteria must be applied to each service that is available to EPSDT eligible children,
EPSDT criteria must be applied to all requests requiring service authorization for Medicaid
services. The criteria requires that the service/item is practitioner ordered and is medically
necessary to correct, ameliorate (“make better”) or maintain the individual’s condition.
For example, coverage under EPSDT may be requested when a child needs a device
that is not covered under the DME and supplies benefit or the child needs a device that
exceeds the frequency limitations defined in the DME program then the devices may be
requested for coverage through the EPSDT benefit.

When the DME service needs of an individual fall outside of coverage rules described in
this manual, providers should send the service authorization request directly to the DMAS
service authorization contractor for consideration under the EPSDT benefit. Additional
information on the EPSDT benefit can be accessed by submitting any questions via e-
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mail to EPSDT@dmas.virginia.gov.

MEDICAL NECESSITY

Only supplies, equipment, and appliances that are determined medically necessary may
be covered for reimbursement by DMAS. (12VAC30-50-165) The following criteria must
be satisfied through the submission of adequate and verifiable documentation
satisfactory to DMAS, or its contractor. Medically necessary DME and supplies shall be:

e Ordered by the practitioner on the CMN/DMAS-352;

e Areasonable and medically necessary part of the individual’s treatment plan;

e Consistent with the individual’s diagnosis and medical condition, particularly
the functional limitations and symptoms exhibited by the individual;

e Not furnished for the safety or restraint of the individual, or solely for the
convenience of the family, attending practitioner, or other practitioner or
supplier;

e Consistent with generally accepted professional medical standards (i.e., not
experimental or investigational);

e Furnished at a safe, effective, and cost-effective level; and

e Suitable for use, and consistent with 42 CFR 440.70(b)(3), that treats a
diagnosed condition or assists the individual with functional limitations.

GENERALLY NON-COVERED DME AND SUPPLIES

As described above, for individuals under age 21, coverage must be explored under
EPSDT.

Supplies, equipment and appliances that are generally not covered include, but are not
limited to, all of the following: (12VAC30-50-165)

e Space conditioning equipment, such as room humidifiers, air cleaners, and air
conditioners;

e DME and supplies for any hospital patient or nursing facility resident, except
ventilators and the associated supplies that are approved by DMAS, or its
contractor, and provided to nursing facility residents (see Nursing Facility
Manual for DME covered for nursing facility residents);

e Furniture or appliances not defined as medical equipment (such as blenders,
bedside tables, mattresses other than for a hospital bed, pillows, blankets or
other bedding, special reading lamps, chairs with special lift seats, hand-held
shower devices, exercise bicycles, geri-chairs, and bathroom scales);

e Items that are only for the individual's comfort and convenience or for the
convenience of those caring for the individual (e.g., a hospital bed or mattress
because the individual does not have an adequate bed, a wheelchair tray used
as a desk surface); and mobility items used in addition to the primary assistive
mobility aid for the convenience of the individual or his caregiver (e.g., an


mailto:EPSDT@dmas.virginia.gov
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electric wheelchair plus a manual chair); underpads (such as Chux) in addition
to incontinence briefs, unless there is a specific medical need for using both;
and cleansing wipes;

e Items and services that are not reasonable and necessary for the diagnosis or
treatment of illness or injury or for improving the functioning of a malformed
body extremity (for example, over-the-counter drugs, dentifrices, toilet articles,
shampoos which do not require a practitioner’s prescription, dental adhesives,
electric toothbrushes, cosmetic items, soaps, and lotions which do not require
a practitioner’s prescription; sugar and salt substitutes; non-compression type
support stockings; and non-legend drugs);

e Home or vehicle modifications;

e Equipment for which the primary function is vocationally or educationally
related (e.g., computers, environmental control devices, speech devices, etc.).

NOTE: For orthotics refer to coverage addressed later in this chapter. Refer to
Prosthetics manual for coverage criteria.

CERTIFICATE OF MEDICAL NECESSITY (CMN)/DMAS-352

All DME and supplies must be ordered by a practitioner on the CMN/DMAS-352 (revised
2017) and must be medically necessary to treat a health condition. The CMN/DMAS-
352 may be completed by the practitioner, DME provider, or other health care
professionals, but the practitioner must sign and date the completed CMN. (12VAC30-
60-75) The CMN and any supporting verifiable documentation must be completed
(signed and dated by the practitioner) within 60 days from the time the ordered DME and
supplies are initially furnished to the individual by the DME provider. DMAS will not
reimburse the DME provider for services provided prior to the date of the practitioner’s
signature when the signature is not obtained within 60 days of the first day the DME
supplies are furnished to the individual. (12 VAC 30-50-165)

NOTE: Initially furnished is defined as begin service date.

There are some supplies and/or equipment that can be provided at the time of request
while other supplies and/or equipment may take several days or up to several weeks to
be delivered to the individual. For example, a custom wheelchair may take up to six (6)
months to be delivered to the individual but the begin service date starts when the service
is initiated. For additional clarification regarding the completion of the CMN, refer to the
instructions on how to complete the CMN.

A CMN shall contain a practitioner’s diagnosis of an individual’s medical condition and
an order for the durable medical equipment and supplies that are medically necessary
to treat the diagnosed condition and the individual's functional limitation(s). The order
for DME or supplies must be justified in the written documentation either on the CMN or
on an attachment to the CMN.

A complete order on the CMN consists of the description of the item, quantity ordered,
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frequency of use (for expendable supplies), practitioner signature and complete date. If
any of these components are missing the CMN will be considered invalid and a new
CMN should be obtained additional documentation to justify the DME or supplies must
coincide with the date of service for the item(s) ordered and the name and title must
identify the practitioner. The CMN must also be completed for equipment repairs. (12
VAC 30-50-165)

NOTE: In order to obtain Medicaid reimbursement, specific fields of the DMAS-352 form
shall be completed as specified in 12VAC30-60-75. (See Ch. VI of this manual for
instructions to complete a DMAS-352)

DME and supplies must be furnished exactly as ordered by the attending practitioner on
the CMN (12 VAC 30-50-165). The practitioner must specifically order each component
of the DME on the CMN. The CMN shall not be changed, altered, or amended after the
attending practitioner has signed it. If changes are necessary for the ordered DME or
supplies, as indicated by the individual’s condition, the DME provider must obtain a new
CMN. The attending practitioner must sign and date the new CMNs within 60 days from
the time the ordered supplies are furnished by the DME provider. Supporting
documentation, signed and dated by the practitioner, may be attached to the CMN, but
the attending practitioner’s entire order must be on the CMN. (12 VAC 30-50-165)

NOTE: If technical information changes on the CMN, a new CMN is not required
because it does not affect the practitioner’s order or delivery of services. Technical
information includes changes to an individual’s address, phone number, or provider’s
address, phone number or provider enroliment number. The next CMN renewal must
include this updated technical information. Faxed copies of the CMN are acceptable.

All practitioners’ documentation must be completely signed with title and dated (with the
month, day, and year). A required practitioner signature for Medicaid purposes may
include signatures, computer entry, or rubber stamp initialed by the practitioner. These
methods do not preclude other requirements that are not for Medicaid purposes. If a
practitioner chooses to use a rubber stamp on documentation requiring his or her
signature, the practitioner whose signature the stamp represents must provide the
agency with a signed statement to the effect that he or she is the only person who has
the stamp and is the only person who will use it. The practitioner must initial and
completely date (with day, month, and year) all rubber-stamped signatures. The DME
provider shall retain a copy of the CMN and all supporting verifiable documentation on
file for DMAS' purposes of the DMAS post payment audit review. (12 VAC 30-50-165)

The practitioner shall never back date a CMN or supporting documentation in order for
the CMN or supporting documentation to comply with the requirements.

The CMN/DMAS-352 can be found on the Medicaid web portal
(wwwe.virginiamedicaid.dmas.virginia.gov ) link identified as “Provider Forms Search.”

LENGTH OF CERTIFICATION ON THE CMN/DMAS-352



http://www.virginiamedicaid.dmas.virginia.gov/
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The CMN shall be valid for a maximum period of six (6) months for Medicaid individuals
under 21 years of age. The maximum validity time for Medicaid individuals 21 years and
older is twelve (12) months. DMAS has the authority to determine an alternative length
of time different from the required time frames (stated above) that a CMN may be valid
based on medical documentation submitted on the CMN. The validity of the CMN shall
terminate when the individual’s medical need for the prescribed DME or supplies is no
longer needed or expires. (12 VAC 30-50-165)

RETROACTIVE ELIGIBILITY

DMAS may make an exception to the 60-day practitioner signature requirement if
retroactive eligibility is determined. All remaining criteria (e.g., fully completed CMN,
documentation requirements, and specific coverage criteria) must be satisfied in
accordance with the State Plan and DMAS policy guidelines.

CMN EXCEPTIONS

A CMN is not required for individuals for whom Medicare is the primary insurance carrier
and Medicaid is the secondary carrier. In those instances, if Medicare approves the
DME item(s), the provider must bill on the DMAS-30 invoice. Medicaid will pay the
appropriate deductible and/or co-insurance, and no CMN is needed for this Medicare
crossover coverage. If the item(s) is not covered by Medicare and is covered by
Medicaid, the fully completed CMN is required in order for Medicaid to pay as the primary
carrier.

For private primary insurance where Medicaid is secondary payer, or payer of last resort,
the CMN is required, even if it only applies to a co-payment. Medicare is the only
exception where a CMN and service authorization would not be required (e.g., crossover
claim).

FACE-TO-FACE REQUIRMENTS FOR DME - FEE-FOR-SERVICE

Face-to-face requirements only apply to FFS members and not those enrolled in one of
DMAS’ managed care organizations (MCO), unless otherwise stated in the MCO contract
with the provider.

Effective July 1, 2017, DMAS shall not reimburse for DME (as defined in 12VAC30-50-
165) unless a face-to-face encounter has been performed by an approved practitioner
(outlined below), within no more than six (6) months prior to the begin service date. The
face-to-face encounter shall be related to the primary reason for which the Medicaid
individual enrolled in Medicaid requires the DME.

The face-to-face encounter for DME must be conducted by one of the following four (4)
practitioners:
e A physician licensed to practice medicine;


http://law.lis.virginia.gov/admincode/title12/agency30/chapter50/section165/
http://law.lis.virginia.gov/admincode/title12/agency30/chapter50/section165/
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e Alicensed nurse practitioner or licensed clinical nurse specialist acting within the
scope of their practice under state law;

e Alicensed physician assistant within the scope of their practice under state law
and working under the supervision of the physician who orders the individual’s
services; or

e For individuals requiring DME immediately after an acute or post-acute stay, the
attending acute or post-acute physician.

The practitioner performing the face-to-face encounter must document the clinical
findings in the individual’s medical record and communicate the clinical findings of the
encounter to the ordering physician.

The face-to-face encounter may occur through telehealth, which is defined as the real-
time or near real-time two-way transfer of medical data and information using an
interactive audio/video connection for the purposes of medical diagnosis and treatment
(DMAS Medicaid Memo dated May 20, 2014). Telehealth shall not include by telephone
or email.

Providers must use the most up-to-date version of the DMAS CMN form (found on
the DMAS Virginia Medicaid portal) to document the requirements. Completion of all
elements related to the face-to-face requirements on the CMN will satisfy the face-to-face
encounter documentation requirements. For DME items that require service authorization
as indicated in the table below, providers must, during the service authorization process,
“attest” that the face-to-face encounter requirement has been met. For those items that
do not require a service authorization, the CMN with the face-to-face encounter
documentation should be maintained in the individual’s medical record.

NOTE: A face-to-face encounter is only required for Medicaid DME items that also require
a face-to-face encounter under the Medicare program. If a face-to-face encounter is not
required for a specific DME item under the Medicare program, then it is not required for
the Medicaid program.

THE LIST OF HCPCS CODES THAT REQUIRE A FACE-TO-FACE ENCOUNTER
UNDER THE MEDICARE PROGRAM MAY ALSO BE FOUND HERE:
HTTPS://WWW.CMS.GOV/FILES/IDOCUMENT/REQUIRED-FACE-FACE-
ENCOUNTER-AND-WRITTEN-ORDER-PRIOR-DELIVERY-LIST.PDFE. DME AND
SUPPLIES LISTING -APPENDIX B

The Appendix B is a listing of Healthcare Common Procedure Coding System (HCPCS)
which describe equipment and supplies, coverage limitations, and service authorization
(SA) requirements. The HCPCS codes listed in Appendix B of this manual must be used
for all Medicaid claims, regardless of whether Medicare uses the same HCPCS code for
the item.

NOTE: Service authorization by Medicaid is not required when Medicare is the primary


https://www.cms.gov/files/document/required-face-face-encounter-and-written-order-prior-delivery-list.pdf
https://www.cms.gov/files/document/required-face-face-encounter-and-written-order-prior-delivery-list.pdf
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payer. Reimbursement for Medicare crossover claims will be made in accordance with
established Medicare HCPCS codes and guidelines.

In Appendix B, codes marked with an ‘N’ in the SA column do not require service
authorization unless they exceed the service limitin Appendix B. The service limit informs
the provider at what point service authorization is required. If a code is marked with a Y’
in the SA column, SA is always required, so the service limit is a guideline for normal use.
The service limit may be exceeded, or equipment purchased prior to the service limit
expiring. In situations when the request is over the service limit or prior to the service
limit, SA is required, and the determination will be made based on documentation
submitted by the provider.

Instructions regarding service authorization (SA) may be found in the Appendix D of the
DME and Supplies Manual. DMAS does not use all available HCPCS codes. Items not
identified in the listing require SA and may be submitted for SA under the appropriate
miscellaneous HCPCS code. Lack of a specific HCPCS code for an item does not impact
coverage. The appropriate miscellaneous code may be used and submitted for SA for
items that are not included in this manual.

Providers must maintain documentation in accordance with the coverage criteria,
documentation requirements, and CMN requirements, as described in this manual,
regardless of whether or not service authorization is required. Issuance of a service
authorization does not exempt a claim from post payment audit. Documentation
requirements are located in Chapter VI of this manual.

PAYMENT METHODOLOGIES

For HCPCS codes that do not have a Medicare Competitive Bid Rate, the reimbursement
rate shall be the DMERC rate minus 10%. The rates have been incorporated into the
Appendix B of this Manual. This listing will be updated periodically and is found on the
Medicaid web portal located at www.virginiamedicaid.dmas.virginia.qov. If a national
code becomes available for an item, the miscellaneous code can no longer be used for
those items. The following table outlines the applicable payment methodology for various
DME items.



http://www.virginiamedicaid.dmas.virginia.gov/
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DME ITEM

RATE

1. DME items that have a national code
and a DMERC rate

Rate will be Medicare Competitive Bid
Rate if available or the DMERC rate minus
10%.

2. DME items that have a July 1, 2010
rate, but do not have a national code

Bill the E1399 code (miscellaneous). The
rate will be the July 1, 2010 rate. The rate
will be posted in Appendix B of this
manual.

3. DME items that have a national code,
but do not have a DMERC or a July 1,
2010 rate

Rate will be Individual Consideration (IC).
Manufacturer’'s charge to the provider,
less shipping and handling, plus 30%,

4. DME items that do not have a national
code, and do not have a July 1, 2010 rate

Bill the E1399 code (miscellaneous). Rate
will be IC. The manufacturer's charge to
the provider, less shipping and handling,
plus 30%

5. DME items that have a national code
and a July 1, 2010 rate from the previous

The rate will be the July 1, 2010 rate. The
rate will be posted in Appendix B of this

local code crossover. manual.

MISCELLANEOUS HCPCS AND CODES PRICED AS INDIVIDUAL CONSIDERATION
([9)]

Miscellaneous codes will not be recognized for the sole purpose of cost variances unless
approved by DMAS and/or the MCO. If a HCPCS code is not listed in the Appendix B,
the provider can use an appropriate miscellaneous code for coverage consideration. In
order for the service authorization contractor and the post payment auditing contractor(s)
to determine the appropriate reimbursement for miscellaneous items and HCPCS codes
priced as IC, all of the following must be provided and kept on file in the individual's
record:

e A complete description of the item(s) being supplied;

e A copy of the supplier's invoice or the dealer cost information to document the
cost of the item(s), this must include MSRP in order for the service authorization
contractor and the post payment auditors to be able to determine the provider’s
cost; and

e Any discount received must be indicated.

The manufacturer’s invoice, the dealer’s price list showing the dealer’s cost of the item,
or a statement from the manufacturer detailing estimates of cost for specially designed
items, are all acceptable documentation. The documentation must include the
manufacturer’s cost, any discounts provided to the provider, and the provider’s ancillary
cost of providing the DME and or supplies to the individual. The reimbursement amount
is determined by adding 30% to the providers cost for the item, unless this amount
exceeds MSRP. DMAS will not reimburse over MSRP.
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Providers should not bill any claim for a miscellaneous code or HCPCS codes prices as
IC prior to verifying invoice cost. Claims with cost less than that submitted on the service
authorization should have billed amounts adjusted to comply with DMAS guidelines (i.e.
net cost + 30%). If an estimate is used for specially constructed items, upon receipt of
the manufacturer’s invoice, if the cost is less than reported on service authorization, the
provider must only bill 30% over the cost of that item. Likewise, if the cost is more than
the original estimates, the provider may submit a change request to the service
authorization contractor for consideration (See Appendix D for more service
authorization information). Documentation of the actual cost of the item billed must be
in the individual’s record.

BILLING E1399 — MISCELLANEOUS HCPCS CODE

HCPCS code E1399 will generate a summary line that includes the total number of E1399
units, and the total fees associated with those lines. The service authorization (SA) file in
VAMMIS combines all like miscellaneous DME codes into one 'summary' line, which
carries the status of AC (approved combined). Providers can view the AC line on their
SA notification report and in order to bill for miscellaneous DME lines, providers will need
to total the authorized amounts as well as the authorized units for each of the
miscellaneous codes and submit this total or 'summary line’ amount as one line item on
the claim.

The provider should bill the total number of units and the total authorized fee once all
supplies are delivered. If the provider does not deliver all units at one time, the provider
can follow the instructions below:

1. Submit a change request to the service authorization contractor. The provider
will request a change to the line item that was not delivered by either
decreasing the number of units or voiding the line item for the DME/supplies
that was not delivered and if necessary, create a new service authorization for
item not delivered; or

2. Wait until all DME/supplies are delivered to submit the claim for
reimbursement; or

3. If the provider has already billed for all DME/supplies but has not delivered all
units, the provider will need to adjust the claim. If it is found on post payment
audit that the provider has billed all units but did not deliver all units, the
provider may have funds retracted.

For monthly supplies the provider will need to divide the total units amount by the total
authorized dollar amount to get the unit price. If there are several items with different
dollar amounts the roll up line unit price will not match. If the provider does not bill for all
units in the roll up line, the provider will need to adjust the final claim(s).

NOTE: There is a power point training presentation on the DMAS website at
www.virginiamedicaid.dmas.virginia.gov that gives additional information on the roll up
line with several examples.



http://www.virginiamedicaid.dmas.virginia.gov/
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Providers may contact the DMAS helpline for questions related to claims adjustment.
Refer to Chapter | of this manual for contact information.

MISCELLANEOUS CODES — CATEGORY SPECIFIC

DMAS added five (5) additional miscellaneous codes to the Appendix B that are more
category specific and will allow for better understanding of usage by category. Providers
will be required to use these miscellaneous codes instead of E1399. E1399 will still be
accepted; however, providers should only use E1399 if the item supplied does not fall
under one of the new miscellaneous codes. See additional information below.

e B9998 Enteral Miscellaneous — This code should be used for any item that falls
under the Feeding Pumps, Nutritional Supplements, Feeding Kits and Tubes
section that has not been assigned a HCPCS code.

e A4421 Ostomy Supply Miscellaneous — This code should be used for any item
that falls under the Ostomy, Cecostomy and Colostomy Pouches and Accessory
Supplies section that has not been assigned a HCPCS code.

e KO0108 Wheelchair Accessory NOS - This code should be used for any item that
falls under the Wheelchairs and Accessories section that has not been assigned a
HCPCS code.

e S8189 Tracheostomy Supplies NOS - This code should be used for any item
that falls under the Apnea Monitors, Respiratory, Oxygen and Ventilators section
that has not been assigned a HCPCS code.

e A4335 Incontinence Miscellaneous - This code should be used for any items other
than incontinence supplies, that are not covered under an established HCPC code,
such as bedpans, urinals, catheters and irrigation equipment and supplies,
vendors should use the appropriate miscellaneous code.

These new miscellaneous codes listed above will work just like the E1399 code in the
VAMMIS system. The service authorization file in VAMMIS combines all like
miscellaneous DME codes into one 'summary' line, which carries the status of AC
(approved combined). Providers will see the AC line on their service authorization
notification report and in order to bill for miscellaneous DME lines, providers will need to
total the authorized amounts as well as the authorized units for each of the miscellaneous
codes and submit this total or 'summary’ line amount as one line item on the claim.

PROVIDER RESPONSIBILITIES FOR PROVISION OF DME AND SUPPLIES

The Durable Medical Equipment and Supplies provider may not bill for items or services
that have not been provided to the member and documented as received by the individual.
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To receive reimbursement, the DME provider must:

e Verify the individual's Medicaid eligibility, on a monthly basis;

e Determine whether the item is covered and if so, does it require service
authorization;

e Deliver only the item(s) ordered by the physician and approved by DMAS or its
contractor;

e Deliver only the quantities ordered by the physician on the CMN and approved by
DMAS or its contractor;

e Deliver only the item(s) for the periods of service covered by the physician's order
and approved by DMAS or its contractor.

INTERQUAL® REQUIREMENTS FOR ALL DME

All items and supplies must meet the coverage criteria outlined in this manual and the
Virginia Administrative Code. DMAS requires specific categories of items to meet
InterQual® criteria. These categories are: adaptive strollers, nebulizers (including
compressors), augmentative communication devices (AAC and speech generating
devices), continuous passive motion devices, cranial molding orthosis, oxygen, hospital
beds, insulin pumps, lower extremity orthosis (knee braces and immobilizers),
lymphedema compression devices, manual wheelchairs, negative pressure wound
therapy devices, non-invasive airway assistive devices, CPAP and BiPAP devices, power
wheelchairs and scooters, seat lift mechanisms (not lift chairs), secretion clearance
devices, standing frames, support surfaces, TENS, wheelchair cushions and seating
systems.

The above list is subject to change with InterQual® updates and at the discretion
of DMAS. Interqual criteria information may be obtained through:

Change Healthcare
Website: https://www.changehealthcare.com/

There must be a practitioner-generated diagnosis and treatment order which
demonstrates the need for the recommended item(s). Additional supporting
documentation above the current requirements may be necessary, especially for
expendables which are beyond the established guidelines for use.

If the amount requested exceeds the limit specified in the Appendix B, the provider must
request service authorization for those items exceeding the limit. The provider may
supply the individual with the amount of items up to the limit prior to obtaining service
authorization from DMAS, or its contractor, for the overages. If the practitioner orders
items or quantities that are not consistent with the standard in medical or nursing
practice, additional supporting documentation (above the current requirements) must be
provided to justify the order.

NOTE: DMAS and its contractors have a responsibility to verify that the individual is


https://www.changehealthcare.com/
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receiving adequate and medically justified services, that services are provided with fiscal
responsibility and to monitor for possible fraud. Without adequate documentation neither
DMAS nor its contractors can meet these responsibilities.

Specialized DME, such as specialized wheelchairs, augmentative communication
devices, adaptive equipment, and rehabilitative therapy equipment, must be accom-
panied by an individual assessment performed by a qualified therapist who details the
individual’s functional abilities and disabilities, therapy goals, rehabilitation potential,
suitability for use in the home environment, and how the equipment will be used in the
individual’'s home. (See Chapter VI of this manual for specific documentation
requirements). If in-home rehabilitative therapy equipment is ordered, the in-home
therapy plan must be included.

For items that may be either used for the convenience of the caregiver or individual or to
treat or manage a medical condition (e.g., hospital beds), supporting documentation of
the medical need and use of the equipment must be included. Medicaid does not cover
items for restraint of the individual or for the convenience or safety of the individual, the
family, the attending practitioner, other practitioners, or the supplier. (12 VAC 30-50-
165)

COVERAGE CRITERIA FOR SPECIFIC DME AND SUPPLIES

In addition to the Medical Necessity guidelines described in this chapter, and the
described documentation requirements for all DME, additional specific medical
justification and/or documentation requirements are in place for the following DME and
supplies. Specific documentation requirements can be found in Chapter VI.

PATIENT LIFTS

A patient lift and sling are an assistive device that will help transfer an individual, with
limited mobility, from the bed to a chair or wheelchair and back to the bed. Patient lifts
are operated by hydraulic-manual pumping or an electric motor.

A total electric lift and/or multi-positional patient transfer system may be covered in limited
circumstances and will be reviewed based on medical necessity, on a case-by-case
basis.

The sling is the key component when using a lift. The sling is what holds the individual
and connects to the lift. Slings come in many shapes and fabrics and are designed for
different support levels and uses. When choosing a sling the provider should consider
the support needs of the individual and the activity of the individual, be it for transferring
only or using the bathroom or for bathing.

WHEELCHAIRS AND COMPONENTS

DMAS will reimburse DME providers for wheelchairs and components when the follow
criteria are met:

e The practitioner must prescribe the equipment as medically necessary;
e Document that the individual's condition is such that without the use of a
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wheelchair the individual would be essentially bed,chair, or home confined;
e The wheelchair is expected to increase mobility and independence.

A standard wheelchair must be requested unless documentation supports the need for
any variation from the standard wheelchair. All customized manual wheelchairs are
required to have had a comprehensive “hands on” evaluation completed by a healthcare
professional with experience in fitting wheelchairs and making recommendations based
on the individual’s needs (specifically, a practitioner, physical therapist, occupational
therapist, or a rehab engineer in coordination with a physical or occupational therapist).
The evaluation must be performed prior to ordering the final equipment and should be
signed and dated by the ordering practitioner. DMAS requires the evaluation to be
performed by a physical or occupational therapist especially for wheelchairs with
specialized seating and positioning components and features. The physical or
occupational therapy wheelchair evaluation is a covered rehabilitation program service
that may be billed to DMAS.

Specialized or customized wheelchairs may include HCPCS codes in the Appendix B
which do not require service authorization, but that may require a specialty hands on
evaluation. Customized equipment is defined as equipment that is uniquely constructed
or substantially modified by the provider from the standard product for a specific
individual according to the description and orders of a practitioner, and in such a way
that the equipment can only be used by the specific individual. See the power wheelchair
section for evaluation requirements.

DMAS will not pay for repairs or replace a damaged wheelchair if the damage done to a
wheelchair or component is considered intentional individual abuse or misuse of the

equipment.

Power Wheelchairs

DMAS will cover most power (motorized) wheelchairs. All power wheelchairs and
scooters must be preauthorized by the service authorization contractor. All conditions
listed below must be met as follows:

e The individual has a mobility limitation that impairs the individual’s ability to
perform one or more mobility related activities of daily living (MRADLS); and

e The limitation cannot be resolved with a cane or walker; and

e The individual does not have sufficient upper extremity strength to functionally
operate an optimally configured manual wheelchair in the home; and

¢ The individual has the mental and physical capabilities to safely operate a power
wheelchair or has a caregiver who is unable to propel an optimally configured
manual wheelchair but is available, willing and able to safely operate the power
wheelchair; and

e The individual's weight is less than or equal to the weight capacity of the power
chair to be provided; and,

e Theindividual's home has adequate access, maneuvering space and surfaces for
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the operation of the power wheelchair to be provided.

Power Operated Vehicle (POV)/Scooter
The following criteria should be used to rule out POV/Scooter as follows:

e The individual cannot transfer to and from a POV, operate the tiller on a POV
or maintain stability, balance and position while operating a POV; or

e The individual's mental and physical capabilities are insufficient to operate a
POV in the home; or

e Does not meet weight requirements per manufactures specifications; or

e The individual’s home does not provide adequate access, space or surface to
operate a POV in the home.

Below are the descriptions for Groups 1 through 5 power wheelchairs:

Group 1 power wheelchairs are designed for light duty and are generally for
intermittent use indoors, typically used two hours or less per day. Group 1 power
chairs do not accommodate seating and positioning items.

Group 2 power wheelchairs are for daily indoor basic mobility, typically 8 hours
per day or longer. Wheelchairs in this group are capable of accommodating
seating and positioning items. Some examples of diagnoses that may qualify
under a group 2 power wheelchair include but are not limited to, COPD,
congestive heart failure, diabetes, osteoarthritis, amputation, weakness, and
fatigue.

Group 3 power wheelchairs are for complex rehab and are designed for indoor
use by individuals with complex disabilities (neurological condition, myopathy, or
congenital skeletal deformity). Some examples of diagnosis that may qualify
under a group 3 include but are not limited to: Multiple Sclerosis (MS),
Amyotrophic Lateral Sclerosis (ALS), spinal cord injury, spinal muscular atrophy,
osteogenesis imperfecta and Cardiovascular Accident (CVA). The Appendix B
includes HCPCS codes, with the “U1” modifier, that will be reimbursed at a higher
rate if included as an accessory to a Group 3 and above power wheelchair.
Providers will need to document the wheelchair type/group when submitting a
request for these accessories using a “U1” modifier.

Group 4 power wheelchairs have added capabilities that are not typically
considered for use in the home. Please note these wheelchairs will be
considered on a case-by-case basis.

Group 5 power wheelchairs are for pediatric use when the individual is expected
to grow in height.
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All Single-Power Option Wheelchairs
The following criteria must be met for all single-power wheelchairs as follows:

The individual requires a drive control interface other than a hand or chin-operated
standard proportional joystick; and the individual has had a specialty “hands on”
evaluation performed and the documentation states the medical necessity for the
wheelchair and its special features or;

The individual meets coverage criteria for a power tilt or recline-seating system
and the system is being used on the wheelchair; and the individual has had a
specialty “hands on” evaluation performed and the documentation states the
medical necessity for the wheelchair and its special features.

All Multiple-Power Option Wheelchairs
The following criteria must be met for all multiple-power option wheelchairs as follows:

The individual meets criteria for a power tilt and recline-seating system and the
system is being used on the wheelchair; and the individual has had a specialty
hands on evaluation performed and the documentation states the medical
necessity for the wheelchair and its special features; or

The individual uses a ventilator mounted on the wheelchair; and the individual has
had a specialty hands on evaluation performed and the documentation states the
medical necessity for the wheelchair and its special features.

Power Seating

A power tilt, recline or tilt and recline system, with or without power elevating leg rests,
is covered if the following criteria is met:

The individual meets all the criteria for a power wheelchair; and
A specialty evaluation has been completed by a licensed/certified healthcare
professional such as a physical or occupational therapist or practitioner, who can
access the individual’'s specific seating and positioning needs; plus at least one of
the following criteria points are met.
1. The individual is at high risk for development of a pressure ulcer and is
unable to perform a functional weight shift for pressure relief; or,
2. The individual utilizes intermittent catheterization for bladder management
and is unable to independently transfer from wheelchair to bed,; or,
3. The power seating system is needed to manage increased tone or
spasticity.

Push-Rim Activated Power Assist Device
All of the following criteria must be met for all push-rim activated power assist devices:

The individual meets the criteria for a power wheelchair; and

The individual has been self-propelling in a manual wheelchair for at least one
year; and

The individual has had a specialty “hands on” evaluation performed and
documentation states the medical necessity.
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The following wheelchair related items are not covered: mobility devices used in addition
to the primary means of mobility; wheelchairs for restraint purposes; and home or vehicle
modifications, i.e., permanent wheelchair ramps. (12 VAC 30-50-165)

COMPLEX REHABILITATION TECHNOLOGY (CRT) WHEELCHAIRS FOR
MEMBERS IN A NURSING FACILITY

As of January 1, 2024, DMAS will provide for the initial purchase or replacement of
Complex Rehabilitation Technology (CRT) manual and power wheelchair bases and
related accessories, as defined by the agencies current DME policy, for patients who
reside in a nursing facility.

Complex Rehabilitation Technology (CRT) is designed to meet the needs specific and
unique medical and functional needs of an individual with a primary diagnosis resulting
from a congenital disorder, progressive or degenerative neuromuscular disease, or from
certain types of injury or trauma.

Complex Rehabilitation Technology (CRT) will be defined as wheelchairs and other
seating systems classified as medical equipment within the Medicaid program that:

1. Are customized and individually configured for individuals to meet their
specific and unique medical, physical, and functional needs including basic
activities of daily living, as determined to be medically necessary.

2. Are primarily used to a) serve a medical purpose and are generally not
useful to an individual in the absence of an illness or injury; b) maximize
an individual’s function and independence; and c) are subject to medical
necessity review and approval and not provided solely for caregiver
convenience.

3. Require certain services necessary for appropriate design, configuration,
and use of such items, including individual evaluation, equipment fitting
and configuration of the CRT wheelchair. The following standards for a
CRT evaluation include the following:

& The evaluation is performed by a licensed physical or occupational
therapist, with experience performing wheelchair seating and
mobility, not directly employed by the DME provider.

b. The evaluation is done in conjunction with an assessment by, at a
minimum, one Assistive Technology Professional (ATP) or
Rehabilitation Engineering Technologist (RET) who is employed by
the DME provider to analyze the needs and capacities and provide
training in the use of the selected covered CRT items. The ATP or
RET must be certified by the Rehabilitation Engineering and
Assistive Technology Society of North America (RESNA).

c. The ATP or RET must be physically present for the evaluation and
determination of the appropriate individually configured CRT for the
complex need’'s member.



Provider Manual Title: Durable Medical Equipment (DME)  Revision Date: 5/23/2025
Chapter IV: Covered Services and Limitations Page: 19

The following HCPCS codes and their accessories have been defined by DMAS as CRT:
e K0835-K0843 Group 2 Power Chairs

e K0848-K0864 Group 3 Power Chairs

e K0868-K0871 and KO877-K0886 Group 4 Power Chairs

e E0986 push-rim activated power assist option for a manual wheelchair
e E1161 Manual Chairs

e E1231-E1238 Pediatric Manual Chairs

e KO0005 Ultralight weight Wheelchair

DMAS’ service authorization contractor will utilize the same criteria for nursing facility
members as they would for members living at home.

Any DME purchased by Virginia Medicaid is property of the Medicaid member. The DME
provider, Nursing Facility nor the MCO has any right to take equipment once it has been
purchased by Medicaid. If the member passes away the family may make the
determination if the equipment is kept or donated.

MEDICAL CAR SEATS

Medical Car seats for use in vehicles may be covered with prior authorization for
individuals with special orthopedic or medical needs related to positioning that cannot
be met using conventional car seats or with needs that make conventional car seats
medically inappropriate. A positioning seat may be medically necessary for a recipient
with an inability to maintain an unsupported sitting position independently which is
caused by a medical condition such as the following (list is not all-inclusive):

e Severe head and trunk instability;

e Severe hypotonicity, hypertonicity, spasticity or muscle spasms which result in
uncontrollable movement and position changes;

e Severe seizure activity that results in uncontrollable movement and position
changes

e Orthopedic disease processes resulting in significant bony fragility;

¢ Significant contractures that would result in an inability to perform postural
corrections due to vehicle motion;

e Orthopedic condition, such as a curvature of the spine, which interferes with
proper positioning;

e Long term, neurological, developmental, or other chronic health conditions which
makes the use of standard, commercially available child restraints or vehicle seat
belts impossible.

The individual must be within the manufacturer guidelines for height and weight.
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Documentation for the authorization request for a positioning seat for use in vehicles
must include an evaluation by a physical therapist or occupational therapist, the medical
condition that causes the need for the positioning seat, other interventions that have
been tried to meet the recipient’s needs, and less costly positioning seats that have
been considered and rejected. Document the recipient’s current height and weight, and
the weight capacity and growth potential for the requested seat.

WHEELCHAIR TIEDOWNS

Tiedowns, also known as transit options and transport brackets, are required for
individuals and their wheeled mobility to be safely transported in a vehicle within the
community.

Tiedowns may be covered if the following are met:

1. The wheelchair or stroller has passed ANSI/RESNA WC19 or ISO 7176-19.1 2
2. The wheelchair needs to be effectively secured to the vehicle using a 4-point

strap-type tiedown or docking system that complies with SAE J22493 or 1ISO
105424 3,

Tiedowns reduce the potential for injury while the individual or equipment is being
transported in a vehicle or public transportation. Tiedowns may be covered for
wheelchairs and strollers, occupied or unoccupied. Prior authorization will be required
for tie downs and documentation must include a statement from a physical or
occupational therapist that include the medical need to be used in conjunction with the
mobility device.

1 ANSI/RESNA, ANSI/RESNA WC19: Wheelchairs Used as Seats in Motor Vehicles. 2000, American National
Standards Institute (ANSI)/Rehabilitation Engineering and Assistive Technology Society of North America (RESNA).

2 ISO, ISO 7176/19: Wheelchairs Used as Seats in Motor Vehicles. 2000, International Organization for
Standardization: Geneva, Switzerland.

3 Society of Automotive Engineers, SAE J2249: Wheelchair Tiedowns and Occupant Restraint Systems - Surface
Vehicle Recommended Practice. 1999, Society of Automotive Engineers: Warrendale, PA.

4ISO, ISO 10542-2: Technical systems and aids for disabled or handicapped persons - Wheelchair tiedown and
occupant-restraint systems - Part 2: Four point strap type tiedown systems. 1999, International Organization for
Standardization: Geneva, Switzerland.

5 ISO, ISO 10542-3: Technical systems and aids for disabled or handicapped persons - Wheelchair tiedown and
occupant-restraint systems - Part:3: Docking type tiedown systems. 2005, International Organization for
Standardization: Geneva, Switzerland.
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Easy lock systems for conversion vans are not covered.

PORTABLE RAMPS

Portable ramps are placed over inclines, steps, and other uneven surfaces to provide
passage for individuals who use assistive mobility devices. A portable ramp may be
covered for an individual with an order from a practitioner and prior authorization when it
is required to support transfer and performance of activities of daily living in the home
and community.

Two types of portable ramps may be covered, portable ramps and threshold ramps, with
prior authorization and an evaluation from physical therapist, occupational therapist or
certified Assistive Technology Professional (ATP) must document the medical need for
the ramp.

1. Portable ramps — For use in the home or for vehicle transportation. Typically
constructed of metal or fiberglass.

2. Removable threshold ramps — For use in the home to cross over interior or
exterior thresholds. Must be removable (not permanently affixed). Typically
constructed of rubber or aluminum.

Portable ramps will not be covered if the individual already has a permanent ramp at the

individual’s residence or the individual’s vehicle is already wheelchair accessible.
Permanent and modular ramps are not covered under the DME benefit.

AUGMENTATIVE COMMUNICATION DEVICES

DMAS will consider reimbursement for electronic or manual augmentative communication
devices when evidence of medical necessity has been submitted by the provider for
service authorization (SA) to the DMAS SA contractor for review. Communication devices
to improve educational and/or vocational abilities are not covered services by Medicaid.
(12 VAC 30-50-165)

One of the following criteria must be met before an augmentative communication device
can be considered for approval:

e The individual cannot functionally communicate basic needs verbally or through
gestures due to medical conditions, and expressive language is not expected to be
restored. Basic needs include eating, drinking, toileting, and indicating discomfort or
pain; or

e The individual cannot verbally or through gestures participate in medical care, i.e.,
indicate decisions regarding medical care or indicate medical needs; or

e The individual cannot verbally or through gestures functionally communicate informed
consent on medical decisions. (12 VAC 30-50-165)

In accordance with the Virginia State Plan for Medical Assistance, all of the following must
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be met before an augmentative communication device can be considered for approval.
The communication device must be:

e Ordered by the practitioner on the CMN/DMAS-352;

e A reasonable and medically necessary part of the individual’s treatment plan;

e Consistent with the individual’s diagnosis and medical condition, particularly the
functional limitations and symptoms exhibited by the individual;

e Not furnished solely for the convenience of the individual, the family, the attending
practitioner, or other practitioner or supplier;

e Consistent with generally accepted professional medical standards (i.e., not
experimental or investigational); and

e Furnished at a safe, effective, and cost effective level, primarily for use in the
individual’s home or community environment.

Requests for augmentative communication devices must be submitted on a DMAS-363
Outpatient Service Authorization Request Form as described in Appendix D of this
manual. Requests must be accompanied by documentation of a systematic and
comprehensive speech/language evaluation, completed by a speech-language
pathologist licensed by the Department of Health Professions and signed and dated by
the individual’s practitioner.

The speech-language pathologist may not be a provider of augmentative communication
systems nor have a financial relationship with a provider/manufacturer.

A 30 to 60-day trial rental period must be considered for all electronic devices to assure
that the chosen device is the one most appropriate to meet the individual’s medical needs.
(Note: For those individuals whose needs can be clearly defined by the comprehensive
speech-language pathologist’s evaluation, a trial rental period is not necessary.) At the
end of the trial rental period, if purchase of the device is recommended, documentation
by the speech-language pathologist of the individual’s ability to use the communication
device must be provided.

If the communication device(s) supplied for the required two-month rental period is new
upon delivery, DMAS will consider paying the full purchase price listed in the DME Listing
in addition to the initial two-month rental period for these items.

Collaborative Funding for Communication Devices

Based on House Joint Resolution 697 (1995), an effort should be made to promote the
removal of identified barriers and seek to broaden and improve access to assistive
technology devices and services to persons with disabilities, within the guidelines
established in the Virginia Administrative Code (VAC). When the requested device is
needed partially for medical purposes and partly for educational, vocational, or social
needs, the communication assessment team must pursue the possibility of a collaboration
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of funding sources. In addition to DMAS, these funding sources may include a local
school division, the Department of Aging and Rehabilitative Services, private foundations,
the individual’s family/friends, and charities or other non-profit groups.

If the individual/family requests to act as a funding source for portions of the device found
to be “not medically necessary” and therefore, not covered by Medicaid, the DME provider
must maintain documentation that the individual/family was charged, per their request,
for Medicaid non-covered services. However, the individual/family may not be charged
for services that are medically necessary and covered by Medicaid. The DME provider
must accept Medicaid’s payment as payment in full for services that are medically
necessary and covered by Medicaid.

Once another funding source is identified, DMAS must be contacted to negotiate a
collaborative funding formula. When pursuing collaborative funding of a communication
device, the speech/language pathologist must include previously described
documentation and must delineate which components are felt to be medically necessary
and which are educational, vocational, etc. If a device is determined to be medically
necessary, DMAS, or its contractor, will approve the level of funding for a device that
meets the individual’s medical needs. If a more complex device is required to meet the
educational/social/vocational needs as well as the medical needs of the individual, the
remainder of the funding must be provided by an alternative funding source.

Each request for collaborative funding will be reviewed or authorized on an individual
basis. The assessment team must notify DMAS, or its contractor, as soon as possible of
a situation that might require collaborative funding so that acquisition of the device by the
individual will not be delayed.

Payments toward funding of the device must be made directly to the provider and not to
the individual. Payments to the individual may be viewed as “income” and could
potentially affect the individual’s eligibility for Medicaid.

Note: Although collaborative funding is primarily utilized for communication devices, there
may be other DME for which collaborate funding is appropriate and will be reviewed on a
case-by-case basis.

ADAPTIVE EQUIPMENT

Adaptive equipment includes, but is not limited to, adaptive utensils, wall-mounted insulin
delivery devices, and automatic feeder systems. All adaptive equipment must be
medically necessary and essential for the treatment of illness or injury. Adaptive
equipment does not include home modifications (e.g., devices that are permanently
affixed to the walls of the home such as grab bars, ramps, barrier free lifts, and widening
of doorways); furniture and appliances not defined as medical equipment such as
bathroom scales and hand-held shower devices; items that are not for the diagnosis and
treatment of illness or injury or to improve the functioning of a malformed body part; and
equipment when the primary function is vocationally or educationally related (e.g.,
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computers and environmental control devices). (12 VAC 30-50-165)

The following conditions must be met for DMAS to approve reimbursement of adaptive
equipment. These conditions are applicable whether the equipment is for initial use or
replacement. Approval may occur under one of the following categories:

1. Individual-Based Outcomes (one of the following must be met):

e An identified, realistic goal exists that makes necessary the use of the
adaptive equipment for the treatment of the medical condition; or

e Anticipated stabilization of the medical condition or progress toward goal
achievement is clearly related to the use of the equipment.

2. Supportive Activities to Accomplish Outcomes (all of the following must be met):

e Goal(s) must be a part of an active, rehabilitative, therapeutic plan of care

in place at the initiation of the use of the equipment. The goal(s) must be

realistic in that it is consistent with the individual’s cognitive,
environmental, and physical status;

e The individual or caregiver demonstrates the ability cognitively,
motivationally, and physically to effectively utilize the equipment toward
goal achievement. Someone is available to regularly assist the individual
as necessary in the use of the equipment to facilitate progress toward the
goal ;

e Within the plan of care, documentation exists that other equipment and/or
health care alternatives have been considered and rejected as not
appropriate for the treatment of the medical condition;

e Theindividual does not have a deficient level of “energy” or other systemic
condition (e.g., CHF, COPD) that adversely impacts the ability to
participate in the use of the equipment; and

e The equipment must reduce the need for other reimbursed health care
(such as personal care, private duty nursing, rehabilitation services,
and/or home health services).

BLOOD GLUCOSE MONITORS

DMAS will reimburse for blood glucose monitors and associated supplies for individuals
eligible for the DME program or EPSDT when all of the following criteria are met:

e The individual has a condition that requires adjustment of insulin dosage based
on at least daily blood glucose findings, or the individual has clinically
demonstrated unstable glucose readings and must report frequent findings to a
practitioner for adjustment of hypoglycemic medications; and

e There must be written verification that the individual and/or caregiver have
participated in diabetic training (diet, medication, monitoring, etc.) and that the
individual and/or caregiver have demonstrated the ability to appropriately use
the prescribed blood glucose monitor. (This requirement is applicable for initial
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blood glucose monitors and is not required for future monitors unless the
practitioner feels additional education is necessary).

DMAS has implemented the Medicare established competitive rates for select diabetic
supplies. The select HCPCS codes will be marked in blue in the Appendix B section. As
part of this implementation, providers are now permitted to ship a 90-day supply for
the following diabetic supplies: A4206, A4245, A4250, A4233, A4234, A4235, A4236,
A4253, A4256, A4258 and A4259.

Starting January 1, 2024, Insulin pumps (i.e., Omnipod) will also be covered under the
pharmacy benefit.

Continuous Glucose Monitors (CGM) — DMAS will cover CGMs with service
authorization through the DMAS service authorization contractor and will utilize
InterQual Criteria.

Authorization is for rental of DME for up to 12 months

For Pregnant Women

DMAS will reimburse for blood glucose monitors and test strips for pregnant women
suffering from diabetes for which the practitioner determines nutritional counseling alone
will not be sufficient to assure a positive pregnancy outcome.

The Certificate of Medical Necessity (CMN-352) is required. The maternity risk screen is
no longer required; however, 12VAC 30-50-510 requires that pregnant women who
receive a blood glucose meter covered by DMAS must be referred for nutritional
counseling.

BREAST PUMPS FOR PREGNANT AND POSTPARTUM WOMEN

Coverage of lactation counseling services and breast pumps, for pregnant and
postpartum women enrolled in the fee-for-service Medicaid/FAMIS/FAMIS MOMS
benefits is effective January 1, 2016. (Refer to DMAS Memo dated December 2015.)
Effective July 1, 2022, continuous coverage for Medicaid and FAMIS MOMS is provided
during pregnancy and for a 12-month postpartum period beginning on the last day of the
pregnancy and including any remaining days of the calendar month in which the 12-month
period ends. See Appendix B of this manual for HCPCS codes.

DMAS will cover a manual or standard electric breast pump as medically necessary for
the initiation or continuation of breastfeeding (up to the child’s first birthday). These breast
pump codes are available as of January 1, 2016:

e EO0602 Manual breast pump, purchase — does not require service authorization;

e EO0603 Single user electric breast pump, purchase — requires service authorization;

e EO0604 Multi-user (Hospital grade) electric pump, rental — requires service
authorization;
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e E1399 Additional collection kit for use with the single and multi-user electric breast
pumps - requires service authorization.

E0603 - Single user electric breast pumps - purchase

A personal use electric breast pump is designed for mothers who are breastfeeding
without problems. A personal use electric breast pump is defined as a double electric
(AC and/or DC) pump, intended for a single user and is capable of being used multiple
times per day. Payment includes supplies necessary for operation of the pump (pump,
adapter/charger, breast shields, bottles, lids, tubing, locking ring, connectors, valves,
filters and membranes). DMAS medical necessity criteria is as follows:

Mother must express the desire to breastfeed,

The pump must be FDA registered;

The pump has a minimum one year manufacturer’s warranty; and

The pump must have a mechanism to prevent suction beyond 250 mm Hg to
prevent nipple trauma.

Limits: One purchase every 3 years. Request must be medically justified. Request
duration is 30 days (for pick up/delivery). DMAS allows for one additional purchase every
three years with medical justification.

E0604 — Multi-user (Hospital grade) electric pumps - rental

Multi-user/Hospital grade electric pumps are designed to initiate and maintain a milk
supply when a baby is not feeding well. The pump must be FDA registered and have a
mechanism to prevent suction beyond 250 mm Hg to prevent nipple trauma.

DMAS coverage of hospital grade rental pumps must meet one of the medical necessity
criteria listed below:

e When the infant is premature at 24-34 weeks of gestation, and the mother is
pumping breast milk, awaiting the baby’s ability to nurse directly from the
breast, or

e When the infant is premature at 35-37 weeks of gestation and continues to
experience difficulty coordinating suck and swallow, and the mother is pumping
breast milk, awaiting the baby’s ability to nurse directly from the breast, or

e For infants with cleft lip and/or palate or ankyloglossia who are not able to nurse
directly from the breast, or

e For infants with cardiac anomalies or any medical condition that makes them
unable to sustain breast feeding due to poor coordination of suck and swallow
or fatigue, or

e For multiples (including twins), until breast-feeding at the breast is established
consistently, or

¢ When the mother has an anatomical breast problem, which may resolve with
the use of breast pump, such as insufficient glandular tissue, or

e Forany infants for medical reasons who are temporarily unable to nurse directly
from the breast, such as NICU babies, or during any hospitalization of the
mother or baby which will interrupt nursing, or
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e When the infant has poor weight gain related to milk production and pumping
breast milk is an intervention in the provider’s plan of care and infant has a
documented weight loss of 7% or greater despite use of conventional breast

pump.

A hospital grade breast pump is not medically necessary when one of the above criteria
are not met or when it is requested solely to allow for the mother’s return to work or
mother’s or family convenience.

Limits: Up to 6-month initial rental period based on medical necessity; 12-month
maximum rental period per member with medical justification. Requests for additional
months after the initial 6 months must include why purchase of a single user electric pump
(E0603) will not meet member’s needs.

E1399 — Collection kits for use with the single and multi-user electric breast pumps
One collection kit for electric breast pumps includes necessary supplies and collection
containers. The service limit is one additional kit per single or multi-user electric breast
pump authorization. Providers must include medical justification when requesting an
additional kit. Each breast pump includes an initial collection kit. Providers must bill their
Usual and Customary Charge (UCC). Additional collection kits have a maximum
reimbursement rate; 1 unit equals 1 kit. There is no 30% mark up for additional
collection Kkits.

Limits: One (1) per service limit period for single-use and multi-use electric pumps.
Request must be medically justified; provider must indicate pump is owned or rental and
that the additional collection kit is appropriate for member owned (or rental) pump.
Request duration: 30 days (for pick up/delivery).

DME providers must submit medical justification to DMAS or its contractor when
requesting these codes. Providers must have a completed CMN (DMAS 352) on file.
NOTE: Please note that Medicaid and FAMIS MOMS is effective for the duration of the
pregnancy and for 12-months postpartum period beginning on the last day of the
pregnancy and including any remaining days of the calendar month in which the 12-month
period ends. If they need additional coverage of a hospital grade pump, refer the
individual to their local Women, Infants and Children (WIC) office in their county for
assistance. If a hospital grade breast pump is no longer needed but the mother has the
desire to continue breast feeding, DMAS may consider the purchase of a manual or
standard electric pump prior to coverage ending.

DISPOSABLES TO CARRY OUT INFECTION CONTROL PROCEDURES

The following recommendations regarding disposable items are based on current
guidelines from the Centers for Disease Control (CDC). Disposable items, including, but
not limited to, gloves, gowns, and masks, will be covered only when necessary to carry
out universal precautions. If the caregiver (e.g., family individual) is in contact with the
individual’s blood and/or other body fluids containing visible blood, a documented
communicable disease, or for the specific and medically documented symptoms of
impaction.

For individuals enrolled in the Medicaid-funded Technology Assisted Waiver, non-sterile
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gloves may be used when performing tasks related to tracheostomy care, such as
suctioning. The reason for this exception in the use of non-sterile gloves is to reduce the
risk of coming in contact with blood and reducing the risk of infection. Individuals in the
Technology Assisted Waiver are more susceptible to serious infection and possible
repeated hospitalizations due to their fragile respiratory needs.

Disposable items will not be covered for use by the caregiver (e.g., family or provider
agency) in carrying out routine infection control procedures (e.g., gloves to clean an
incontinent individual, handle soiled linen, clean or empty a bedside commode, empty a
urin