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NETWORK 2 NON-VA CARE POLICY

1.  PURPOSE: This VHA Network 2 policy establishes an authorization program for non-VA care that is provided for eligible veterans enrolled in the VA Healthcare Network Upstate New York.

2.  POLICY: This Network 2 policy provides for coordination of diagnostic and specialty care between sites within Network 2 and between the VA and non-VA sources of care in the local communities in Upstate New York.  The Network Authorization Office (NAO) will coordinate communication between VA practitioners and non-VA practitioners and will provide authorization for payment of services, as appropriate, to non-VA sources of care in the community. Payment for Non-VA care is based on eligibility, access to VA services, and medical necessity.

3.  RESPONSIBILITY:

a. Medical Center Directors will take measures to implement the Non-VA Care policy. 
b. Chiefs of Staff and Care Line Managers (Network and Local) are responsible for:

          1.  Ensuring staff within their respective facilities and Care Lines adheres to this policy when referring veterans for non-VA care.

2. Ensuring facility and Care Line staff maximizes the efficiency of VA services to accommodate medical needs of Network 2 veteran population.

3. Exploring opportunities to design non-VA care networks that maximize value of VA healthcare dollars.

c. The NAO is responsible for:

          1.  Authorizing payment for non-VA services within Network 2, based on veteran eligibility for non-VA care and access to required services within VHA. 

          2.  Distributing information to VA and non-VA organizations and practitioners to facilitate coordination and continuity of care.

4. Informing veterans of their rights and responsibilities regarding non-VA care

and appellate processes.

5. Ensuring the annual review and update of the NAO program by senior management.

6.  Ensuring non-VA providers to whom veterans are referred do not appear on the Office of the Inspector General sanctions list prior to entry into the Fee Basis Provider file.

7. Coordinating with local UM/MVAC/BVAC/GEC, local non-VA facilities and clinical staff in VA facilities to transfer eligible veterans back into the VA. (Distribution of responsibility for transfer coordination differs in accordance with local procedures.) 

     d.  Utilization Management/local clinical Care Line Staff is responsible for coordinating with NAO, local non-VA facilities and clinical staff in VA facilities to transfer eligible veterans back into the VA system when they are stable for transfer. (Distribution of responsibility for transfer coordination differs in accordance with local procedures.)

     e.  Network 2 Practitioners (Physicians, Psychiatrists, Psychologists, Physician Assistants, Nurse Practitioners) are responsible for:

          1.  Referring veterans within the VA for diagnostic and specialty care when VA services are available and medical necessity permits.

          2.  Applying Network 2 referral criteria (Interqual), as appropriate, when initiating VA and non-VA referrals.

          3.  Initiating requests for non-VA care via electronic consult and providing all information requested to document medical necessity for the consult.

          4.  Reviewing, on a periodic basis, medical necessity for individual veterans continuing long term Fee Basis care in the community, as requested by NAO. This includes involvement of Behavioral Health and Medical professionals in the process for determining the on-going clinical need for receiving Behavioral Health and Medical services from a non-VA source. 

          5.  Collaborating with physicians in non-VA facilities in determining when veteran inpatients are stable for transport and facilitating transfer of these veterans back into the VA healthcare network. 

     f.  Network Physicians assigned as Clinical Consultants to the NAO are responsible for:

          1.  Participating in the development and/or review of criteria used to make clinically appropriate decisions.

          2.  Providing clinical guidance to NAO staff when making  “stable for transport” determinations.

     g.  Senior Clinical Advisor (Medical Director) to the NAO is responsible for:

          1.  Reviewing potential denials and making final determinations of appropriate medical need based on clinical expertise.

          2.  Participating with the NAO and Board of Veterans Appeals in the appeal process as required.

          3.  Discussing denials and clinical criteria with non-VA providers upon request.

          4.  Participating with NAO staff in internal reviews of program implementation and case review processes. Pending denials for medical necessity will be reviewed weekly and as needed with the appropriate physician expert.

     h.  Health Information Management (HIMS) is responsible for:

          1.  Ensuring medical documentation from non-VA sources is incorporated into the Medical Record. 

2. Performing Medical Record coding review of in-patient and out-patient as

indicated to meet JCAHO requirements and requirements associated with Third Party Billing.   

     i.  The Veterans Service Center is responsible for:

          1.  Providing information to veterans regarding basic eligibility.

          2.  Serving as consultant to the NAO in researching/verifying eligibility of individual veterans, upon NAO request. 

     j.  Veterans are responsible for: 

          1. Participating in their treatment as described in the Patients Rights and Responsibility Policy.

          2.  Assisting the VA in obtaining medical documentation from non-VA sources that is needed to coordinate requested care. 
4.  PROCEDURES:

     a.  Eligibility for VA payment for non-VA care:

          1.  Non-VA Outpatient Care: Non-VA outpatient care may be authorized for payment at VA expense if medically necessary services are not available in the VA or when VA care options are more expensive than non-VA services.  When non-VA referral is based on cost considerations, these considerations must be clearly documented on the Non-VA Consult. The NAO will use this information when making final payment determination.
          2.  Non-VA Inpatient Care: 
               1.  Non-VA hospital care may be authorized for: 
                    a.  Veterans rated 100% service-connected and permanent and total for any condition. 
                    b.  Veterans for their service-connected disability, or disability for which discharged from active duty, incurred or aggravated in line of duty.

          c.  Veterans for a nonservice-connected disability associated with and aggravating a service-connected disability.
                    d.  Veterans enrolled in VA vocational rehabilitation program.
                    e.  Women veterans. 
                    f.  Veterans hospitalized in an emergency during VA authorized travel. 
                    g.  Veterans needing emergency hospitalization who are receiving medical services in a VA facility, when that facility cannot provide the care. 
               2.  In those occasions the following must occur:
                    a.  Transfer to a VA when veteran’s condition stabilizes.
                    b.  VA referring MD discusses transfer to a VA facility with the private MD at time of admission.

                    c.  During the non-VA admission, a VA physician will routinely discuss the veteran’s medical condition with the private MD, physician to physician.
                    d.  VA can authorize payment only until veteran is stable for transfer to a VA.
                    e.  VA must notify non-VA vendor that elective/non-emergent care will NOT be paid without prior approval.
                    f.  Should a veteran’s condition change, or a VA facility become capable of providing care, authorization for non-VA care must be cancelled and the veteran be requested to return to the VA for care.
                    g.  Non-VA care payment authorization will not be considered a permanent status for any veteran.

                    h.  For veterans that VA has authorized payment, VA staff must actively participate in care decisions throughout the entire inpatient period.
                    i.  Electronic requests for non-emergent non-VA care/ services should be authorized prior to non-VA admission.
          3.  Eligibility for Non-Service Connected (NSC) Veterans:  Effective May 29, 2000, the law authorizes the VA to provide reimbursement for emergency treatment in non-VA facilities to NSC veterans until such time the veteran can be transferred to a VA facility. Eligibility criteria includes:                    

                    a.  VA is payer of last resort.

                    b.  Veteran has been seen in the VA within 24 months for any condition.

                    c.  AND, needs care that a prudent layperson would reasonably expect that delay in seeking immediate medical attention would result in hazard to life or health.

                    d.  AND, receives care only until veteran is stable for safe transfer to a VA facility.

                    e.  AND, the veteran is personally liable for payment, which means veteran must have no entitlement for emergency care under any insurance policy or health plan contract, any government program including Medicare, Medicaid or TRICARE.

                     f.  AND the veteran must have no other recourse against a third party that would in whole or in part extinguish such liability.

                     g.  AND the veteran must not be eligible for reimbursement under the USC for the same ER treatment.
          4.  VA Payment for Non-VA Care of Non-Service Connected veterans: The VA has authority to provide payment for non-VA hospitalization of NSC veterans in only 2 conditions:
               a.  When veteran is receiving care at a VA facility and emergency develops that the VA cannot handle either due to lack of beds or VA cannot provide the needed care.
               b.  Emergency Non-VA care can only be paid up to the point of stabilization, even if the VA has no beds. THERE IS NO AUTHORITY FOR THE VA TO PAY FOR NON-VA HOSPITALIZATION FOR A NSC VETERAN IF THESE 2 CONDITIONS ARE NOT MET.
     b.  Utilization Management: 

          1.  Network 2 referral criteria (Interqual) are applied when making referrals for diagnostic and specialty services both within the VA and when referring veterans for care to non-VA sources of care.
          2.  Concurrent and retrospective reviews of inpatient stays will be based on Interqual Criteria and/or pre-approved algorithms used as the basis of decisions regarding medical appropriateness of care authorized. Criteria will be reviewed and updated annually with input from the Medical Staff.
          3.  Registered Nurses review all clinical decisions.
          4.  A licensed, Board Certified, physician reviews all denials that are based on medical appropriateness.
          5.  NAO collaborates with Utilization Management (UM) at the local sites to coordinate transfers between local non-VA facilities and the VA. Reports on outpatient utilization are submitted via UM to the TSPQ.
          6.  Pre-authorization: 

               a.  An electronic non-VA referral is required to obtain pre-authorization for payment for elective non-VA care.
               b.  Decisions for pre-authorization for non-urgent care are made within two working days of obtaining all necessary information.
               c.  The VA and/or non-VA practitioner is notified of the decision within one working day.
               d.  Decisions for pre-authorization of urgent care, and notification to the VA and/or non-VA practitioner and veteran, are made within one calendar day. They are also notified of the expedited appeal process at that time.
               e.  The NAO notifies the veteran and VA and/or non-VA practitioner in writing within two days for denials of urgent care. All denials are sent out with a copy of the appellate rights for appealing the decision.


    f.   In medical emergencies, care is to be provided and coordinated in accordance with sound clinical judgment and should not be delayed to obtain guarantee of VA payment. Referral should be documented on an electronic non-VA consult that includes the non-VA facility to which the veteran was referred. Payment decision will be made based on veteran eligibility, medical necessity and review of the VA and non-VA Medical Record. 

          7.  Concurrent Review: Care of veterans receiving non-VA services under Fee Basis (medical and psychiatric), VA referrals, authorized inpatient admission and/or Millennium Bill admissions undergo on-going concurrent review. It is imperative that the NAO be notified as soon as possible when a veteran is admitted for inpatient non-VA care.

               a.  Concurrent review decisions are made within one working day of receiving the necessary information for inpatient, intensive outpatient and residential behavioral health care programs.
               b.  Concurrent review decisions of ongoing outpatient care are made within ten days of obtaining all necessary information.
               c.  For denials on concurrent review for inpatient, intensive outpatient and residential behavioral health care programs the expedited appeal process is in the notification of denial.
               d.  The NAO notifies the VA and/or non-VA practitioner of the decisions electronically and in writing, within one working day of the decision.
               e.  For reviews that result in a denial, the NAO sends the veteran and the VA and/or non-VA practitioners notification within one working day of the original notification. The NAO notifies the veteran of the appeal process at that time.
          8.  Retrospective Review:
               a.  NAO reviews requests for payment for inpatient, outpatient, and emergency care that has not been authorized in advance to determine whether veteran meets eligibility requirements for payment. 
               b.  NAO makes a decision within 30 days of obtaining the necessary medical information from the vendor requesting payment.
              c.  Notification of denials to VA and/or non-VA practitioners and veterans occurs within five working days of making a payment decision.
               d.  When making a determination of authorization based on medical necessity, the NAO obtains relevant clinical information in writing and documents that acquisition. Services are reviewed for proper authorization. A Board Certified physician in the relevant clinical specialty reviews denials for medical necessity prior to final review by the NAO Medical Advisor/Chief of Staff or the Behavioral Health Practitioner.
               e.  Pending denials based on medical/psychiatric necessity are discussed weekly with the NAO Advisor/Chief of Staff and/or Behavioral Health Practitioner. Documentation of review and decision is completed by NAO Case Managers and placed in veteran’s file.
               f.  The NAO clearly documents and communicates the reasons for each denial via written notification to veterans and practitioners and includes information about the appeal process.
     c.  Physician/Practitioner Referral: 
          1.  A VA practitioner determines the clinical need to refer a veteran for diagnostic and/or specialty care, to include need for Behavioral Health services. 
          2.  If the medically necessary care or service is not available in the VA system, the physician/practitioner, to include Behavioral Health practitioner(s), initiates an electronic non-VA referral and forwards to NAO for pre-authorization of VA payment for requested service.  
     d.  Appeals Process: The clinical appeal process used is found in Network Memorandum 10N2-150-01, Network 2 Clinical Appeals Policy and Procedure. All other appeals are processed in accordance with Board of Veterans’ Appeals procedures.
     e.  Customer Satisfaction: Veterans and Practitioners are surveyed annually regarding their satisfaction with process for non-VA referrals. Results will be reported via Utilization Management Committee to TSPQ, along with an action plan to address identified sources of veteran and practitioner dissatisfaction.
5.  REFERENCES:  38 U.S.C. 1703 and 1725; 38 C.F.R. 17.52, 17.53, and 17.1002; The Millennium Health Care and Benefits Act (Mill Bill); MP Part 1, Chapter 18, Outpatient Care – Fee; MP Part 1 Chapter 21, Authorized Non-VA Hospitalization in the United States; MP Part 1 Chapter 23, Unauthorized Medical Services; Public Law 104-262, Veterans’ Health Care Eligibility Reform Act of 1996. Network Memorandum 10N2-92-00, October 1, 2000, Rights and Responsibilities of Patients; Network Memorandum 10N-03-01, Utilization Management Policy.
6.  RESCISSIONS:  None
7.  FOLLOW-UP RESPONSIBILITY:  Author:  Barbara Green, Network Authorization Manager, 585-393-7610.
8.  AUTOMATIC RECISSION DATE: January 23, 2006.
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