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ePharmacy Basic Training (Heartbreak Ridge)
Welcome to class 147, that's ePharmacy Basic Training.  Thanks for coming, and I'd like to thank the attendees via Live Meeting that are also online with us.  My name is Greg Laird, I'm a pharmacist that's currently working fulltime for the ePharmacy implementation team.  Prior to that I was the pharmacy operations manager at VA Eastern Kansas.  With me today are Judy Peterson and Janet Graham.  Judy is the ADPAC at the Saginaw VA, and has been working with the ePharmacy project for about three years now, and is involved with other things like pharmacy reengineering.  And Janet right here is the pharmacy ADPAC at Louisville, and she has been working with ePharmacy since its inception, and is also involved with many other things including pharmacy reengineering.  I'd also like to recognize Ellen Giglia, who is our godmother for the project.  She completely redid both our presentations today and made them much better than they were.  So without further ado here.  

Hopefully by the end of the day we'll let you know how important we think ePharmacy is, talk about how it would impact possibly your pharmacy staff, list the two different ePharmacy reject types that pharmacists are responsible for resolving, those are the refill too soon and DUR rejects.  And we'll talk a little bit about NDCs and why they're important, and then show you how you can find out more about ePharmacy as well.
I'm going to start off by just giving an overview and providing what we think are some of the benefits of ePharmacy, and provide statistics for you all.
The Chief Business Office has determined that as many as 10% of our veteran patients have some sort of third party prescription insurance.  And what we do with ePharmacy is we bill those third parties, and the billing for those is now electronic, it's a HIPAA mandate that it be electronic.  HIPAA and the NCPDP, the National Council on Pharmacy Drug Programs, has written standards for how these electronic claims are to be sent and that's what we follow, that's what we use with ePharmacy.  They take place in a real-time environment and it's just like a Walgreens or CVS, the claims are sent as we process prescriptions.  They only take place if a veteran has third party insurance and that particular prescription is billable.  And what we get back, we send claims to third parties, third parties adjudicate those claims, and then return a response back to us.  And hopefully that whole thing takes about 18 seconds.  So far that's what it's been averaging.
Now staff pharmacists become involved with this process when they resolve these Drug Utilization Review, we call them DUR, rejects, and refill too soon rejects.  And those are primarily, they would encounter them when they process window fill prescriptions.  Rejects for mailed prescriptions are sent to what we call third party payer rejects work list, and that is resolved by the ePharmacy site manager or designee.  Now revenue staff are responsible for resolving all the other rejects, and the revenue staff person that should be in place at each of your facilities by now, his or her title is the OPECC, which is Outpatient Pharmacy Electronic Claims Coordinator, and they resolve all the other rejects.  NDC rejects, 90 day fill rejects, those kinds of things.  And pharmacy is also not involved with cardholder ID information, insurance information, entering all that into the system, that's all done by insurance people at your facility.
So some of the benefits of ePharmacy.  When we transmit these prescription claims there are times when we get back Drug Utilization Review information from that third party, and that can enhance our patient safety profile.  One way that that's done, sometimes we will send prescription claims out for prescriptions that we process, and get return messages that there's a drug interaction with a prescription that we didn't realize the patient was taking.  And that's one way that we get back safety information.  Revenue benefits from quicker return payment from the third party.  And it's easier to track the status of all these electronic claims.  And nationally we benefit, by doing this we're meeting the HIPAA mandate for processing.  And then we also have a database, we're compiling as we go a database of transactions so that we can continually improve the process.
Electronic claims are submitted when we process billable prescriptions, and I think we mentioned that earlier, but the drug has to be covered, it has to be one for a prescription that's non-service connected, and we'll talk about that a little bit more later.  But everything has to match.  The veteran has to have third party insurance before a claim is sent.  And pharmacists who receive the DUR and refill too soon information from payers when they process those window prescriptions, and they can be processing for example, finishing a new prescription, they can be editing an existing prescription, refilling a prescription, but those staff pharmacists will see those messages for locally filled window prescriptions.  And what that does is it helps resolve any safety issues prior to that prescription being released to the patient.
Pharmacists must validate NDCs, and this has been a change.  Up until now we haven't been concerned with a particular NDC, a particular manufacturer and package size of the drug.  But now we have to validate those NDCs, and if you're filling manual prescriptions that's done at medication release.  If you're fortunate enough to have some sort of outpatient automation and it's working with OPAI, then that NDC validation is done in the background.  And what I mean by validation is we have to ensure that the particular drug and particular manufacturer of drug, that NDC, has to match what is sent to the third party, that NDC that we use to fill that prescription order.  Now the rejects that we get from CMOP, and those that are not handled immediately, go to what we call that third party payer rejects work list.  And we recommend that that be resolved on a daily basis.  We've got 31 sites currently processing, and so far no one has had to add additional staff as a result of ePharmacy workload.
And hopefully these slides will kind of give you an indication of maybe why they haven't had to add staff.  These next few graphs have to do with data that was captured over an 18 month period, and it was at 11 ePharmacy sites, and this first graph looks at your total prescription claims and then the number of ePharmacy claims, and so far with those 11 sites it's been averaging about 3% of the total prescription claims.  So 3% of total prescriptions result in ePharmacy claims being sent.
And this just looks at the rejects that pharmacy are responsible for, the refill too soon, DUR rejects, and this pie chart shows that as a percentage of overall rejects that we receive back from the third party, for all the claims that are sent for these sites, those pharmacy rejects add up to about 6% of that total reject volume.
And here's just some more statistics here.  We talked about the volume of ePharmacy claims averaged about 3.3% of Rx volume.  Now when you look at the rejects that pharmacy are responsible for and compare that to the total prescription volume, it's only about 0.2%, so the number of rejects only averaged about 0.2% of your total Rx volume.  At least for these 11 sites.  And those 11 sites also averaged 6 refill too soon and DUR rejects a day, that's total refill too soon DUR rejects.  And they averaged about 1.1 million prescriptions for that 18 month period.
This just shows the average of some of those indicators that I just discussed, as well as the highs and lows.  When you look at that claims as a percent of Rx volume, we talked about it averaging 3.3%, but also the low was about 0.3% and the high, one site had 7.4% of their claims.  And when you look at pharmacy rejects as a percent of Rx volume, that's real low here, but that averaged 0.2%, and the lowest site averaged 0.03%, so it's very low.  The highest site averaged 0.7% of their Rx volume.  And we talked about those average number of refill too soons plus DURs, they averaged about 6 a day, but one site had almost 12 a day, and then I think the low site had 1 per day.  And the prescription volume we talked about averaged 1.1 million, and the high, there was one site that averaged over 2 million prescriptions in that time period, and then the low was about 300,000, we had a site that averaged about 300,000.  So hopefully you can use this data to plug into maybe some of your numbers at your facilities if you're concerned about the workload that you may encounter with regard to ePharmacy, and it may give you an idea of what to expect.
One of the other things we did was a time study, and we asked four sites to provide the amount of time that they took with ePharmacy related activities, and to document that for a certain time period.  And it turned out that the sites averaged about 30 minutes total time per day, those four sites.  And that was time that included what the ePharmacy site manager, those duties as well as those delays that we talked about, the 18 seconds per transmission time, all of those kinds of delays, that included everything.  And the four sites in this study averaged about 600,000 prescriptions for FY06.
And now I'd like to just provide some ePharmacy billing criteria so you'll know what we're doing and why.
What we're currently billing for, we're using what's called Federal Billing Regulations, and this may seem odd to some of you, I know it did to me, but we charge $51 per prescription and that's regardless of what that drug is, regardless of the days supply.  We bill $51 per prescription to these third parties.  We can only bill for prescriptions for non-service connected conditions, but as long as that veteran has less than 100% service connected eligibility we can bill for that prescription as long as that prescription is not service connected.  We don't bill for any prescriptions for treatment indicators or anything like that, anything involved with those.  And currently a patient's VA co-pay is reduced by any monies that we collect from third parties, and we'll talk just a little bit more about that in a little while.
As far as what drug items are covered, third parties generally restrict coverage to prescription only items.  Now that doesn't mean that all prescription items are covered because each third party's formulary will vary.  But OTC items are usually not covered, the big exception being insulin.  Some plans also cover blood glucose strips and diabetic supplies.  Some plans do not cover repackaged drugs, so that becomes a factor particularly with your CMOP prescriptions, and that's another thing that we'll talk a little bit more about later.  And sometimes there's also NDC specific acceptance of a drug.  Believe it or not, there are drugs out there manufactured by one manufacturer that has them listed as Rx only, and that same drug manufactured by another manufacturer is OTC.  So I can't figure that one out.
The way we've controlled this at a drug file level as far as what prescriptions will be sent claims for, we do that through the DEA special handling field.  That's a field that we use to flag claims that will be transmitted, and we've listed the logic used in that process, and the main thing that you have to do in order to make sure you're transmitting correctly is make sure that there's something in that DEA special handling field, because if the field is null you're not going to transmit any claims.  Now entries with a M, a 0, an I, an S or a 9, anything without those, anything that doesn't have one of those are going to be transmitted.  In other words, if you have a field that's marked with any of those other indicators, they'll be transmitted.  Now if you have a field that's marked with an I, an S, or a 9, and also append with a capital E, which is a new field indicator that we established for the ePharmacy project, then those will also transmit.  But if the field indicator has an M or a 0 (zero) in it, then those claims will never transmit.
One of the issues that we've been dealing with has to do with sensitive drugs, and this has to do with a US Code of Federal Regulation that prevents the VA from releasing any information for our veterans that have AIDS, sickle cell anemia, drug abuse or alcohol abuse, unless that patient provides a Release of Information that we can do that.  So by sending electronic claims for medications that are used exclusively for those conditions, we may be violating those privacy regulations.  And rather than take a chance, we established an interim solution for that, but the Release of Information permission is now a manual process and we don't have that hooked to our electronic billing currently.  

So the interim fix was to place a 0 or an M, those are the two field indicators that will not transmit a claim.  A 0 or an M in the DEA special handling field, and these would be for drugs like lamivudine or naltrexone.  And this will prevent prescriptions for those drugs from transmitting claims.  Now we are working on a software enhancement that will be a more permanent fix to this, and a much better solution.  But that will not be ready for about another year.
Okay, and now we want to try something just a little bit different here, and hopefully it will go off okay.  We're going to do a little skit that we've actually had no rehearsal on, so bear with us.
But I'm going to pretend to be a VA pharmacist working in an outpatient clinic, and I'm finishing prescriptions.  And what we're trying to do is give you a scenario that you may see once you start with ePharmacy, something that could come up in your actual facility in practice.  So I'm in the outpatient pharmacy area and I'm finishing prescriptions and a VA patient picking up meds, and Ellen Giglia is going to sub in for our VA patient, Clint.  So a patient comes into my cube.
Ellen:  Here you go.  I just came from my doctor's visit.  She told me she ordered some prescriptions and to check with pharmacy.
Greg:  Okay, so I sign in my VistA system, and sure enough there they were.  Orders for an antibiotic and a pain pill, and some renewals on some maintenance medications.  So I finish the prescription for the pain pill, and counsel him about what he should avoid and how to take it, and when I'm through I see these strange messages go across the screen.
And these messages say something about transmitting, but they quickly leave the screen so I go to my next prescription.  Here's what we're talking about.  When you fill a prescription and there's an ePharmacy claim involved, this happens.  You start to get these messages, which is your cue that you're dealing with an ePharmacy prescription.
Okay, so that quickly leaves the screen and I go onto my next one, and I start to finish it.  I counsel the patient and right after I answer the last question, I see these strange messages again.  This time though this additional screen pops up, and I was surprised because I'd never seen anything like this before.  The screen had all this information about the patient and his prescription, and an insurance company, and this frightening message in the middle that said refill too soon.  

So now what do I do?  And luckily I remembered that Judy, one of our other pharmacists, knew about ePharmacy.  She's our Site Manager for this.  So I ask the patient to wait a minute while I give Judy a call.
Ellen:  No problem.
Greg:  Hi Judy.  Could you come over to my outpatient window?  I'm finishing a prescription for a patient and have a weird message on my computer screen.
Judy:  Sure, I'll be right over.  Okay, what have you got Greg?  Let's take a look at the message that you've got on your screen and see if we can figure out why you've gotten this refill too soon.  Basically what's just happened is you submitted an ebillable subscription to a third party payer, and the payer is coming back and saying nope, I'm not going to pay you for it.  You're getting it refilled too soon.  You can tell that by in the center of your screen there it says reject type 79, and a reject type 79 is a refill too soon, and that reject occurred today.  If you look at the payer message though right below it, it's giving you some additional information, saying we won't pay for it today, but it's refillable on or after September 19th.  Well that's almost an entire month from now, so we've got to take a little bit closer look to see if we can figure out why we're getting a refill too soon.
Greg:  And so I bring up the patient's medication profile on another screen.
Judy:  According to what we can see here, it looks as though you've got insurance coverage that has prescription coverage too. 
Ellen:  Yes I do.
Alright Greg, can you open another VistA session and let's go to the patient's medication profile.  Well looking at the medication profile, it doesn't appear that he's ever gotten this medication filled here.  Is it possible that you might have had this prescription filled somewhere else recently?

Ellen:  Well, you know, actually I was feeling bad last night and I called my family physician, and the physician said he was going to call in a prescription at the Night Owl Pharmacy, but I felt okay, I figured I could wait and do without and then I'll just come to the VA today because I had an appointment.  So I didn't ever pick up that prescription.
Judy:  Okay, well I think I know what the problem might be, Greg.  You're going to need to give me just a few minutes, we're going to give the Night Owl Pharmacy a call and see if by chance that prescription is still waiting there for you to pick up.  

Judy:  I contacted the Night Owl Pharmacy and sure enough, they got a call from your doctor's office so they processed that prescription waiting for you to come get it, which you never did.  So Greg, if you'll go back to your reject screen and down at the bottom if you'd select quit, when you select quit from a refill too soon or a DUR reject, it sends it to the pharmacy work list so that it can be worked on a little later.  So if you'll select that, send it to the work list for me to work on, we'll give the Night Owl Pharmacy a few minutes so that they can cancel their prescription.  When they get their prescription cancelled, it will reverse their claim to his third party payer, and then we'll be able to go ahead and process the prescription and have that claim go through for us.
Greg:  Alright, thank you Judy.  Thank you, Clint.
Okay, and sure enough, I was able to finish processing the rest of the patient's prescriptions.  And the remainder were mail-out prescriptions, and so we didn't encounter any of those ePharmacy messages.  A staff pharmacist would only encounter those for window fills.  Those mail-out prescriptions, those claims are transmitted when they're pulled from suspense.  So the staff pharmacists just have to deal with a refill too soon and DUR rejects because they could have patients safety issues involved.
Now prescriptions that we fill for refill too soon or DUR, those are not going to be filled, we're not going to print labels for those until those rejects are resolved, so that's something to keep in mind.  And the site manager has to use that third party payer reject work list to resolve those ones that are done in the background.
Okay, now I'm going to turn it over to Janet, who's going to talk about work list functionality.
Janet:  Well if you remember, Judy had Greg quit out of that prescription that he was finishing at the window, that puts it to the work list.  So we want to spend a little bit of time here talking about the work list and how we resolve those rejects, what sort of options, what sort of actions, when we would use the various actions on those rejects, and what you can expect to see.
On the outpatient pharmacy menu there is a new submenu, ePharmacy menu, and you'll see that right here.  You go to outpatient pharmacy, your prescription menu, and then that ePharmacy menu.  And if you select ePharmacy you get several options that come up.  Now I don't know how many of you guys out there or on Live Meeting already have implemented ePharmacy, there may be a few of you, some of you haven't, what you're going to notice some of this screen captures actually are showing what the phase 4 iteration 1 enhancements to the current software will look like.  They had some extra actions and options, so you may be seeing a few things up there that you're saying hey, I don't have that today.  Well very soon you will because these options and software is being tested at our test sites.  So these two bottom options, view process and work list, are the two that exist currently today.  Those other three are things that are going to be available very soon.  What we want to spend most of our time is letting you know what the work list is, because that's really the bread and butter option that we use to resolve these rejects in pharmacy.  The view process option, it gives us a way to reopen previously closed rejections, and sometimes we have a need to do that.  Perhaps we have a prior authorization that once we get that back we'd already filled the prescription, but we can reopen it and resolve or resubmit that previously closed claim, and get a payable claim so that then we can apply that to a co-pay for a patient.  You want to remember that, because that's what we really want to do is help them too.  The work list though is the main option that we're going to use, and that's what we're going to focus some of our time on today.  One other thing I want to comment, multi-divisional is very important to pharmacy, and we know there's some functionality in the pharmacy applications that don't work well or play well with multi-divisional sites.  We have designed ePharmacy to be multi-divisional.
By going into the work list option you will get a list of all of the unresolved rejections, now these are all the 79's, refill too soons, and 88's, DURs, that we have that we need to resolve.  Until we resolve them the dispensing process is kind of halted.  If a prescription hits this reject work list, then we are not proceeding with dispensing that prescription until we resolve that rejection and either determine that we can do something to get a payable claim, or we determine that there's nothing we can do, there's not a patient safety issue, we're going to continue.  So you will see a list of however many there are, and you'll notice that by what's on that far left side, so there's five of them on this page.  Just like anything in the list manager view, it will tell you what page you're on.  Basic information, you're going to see a patient name, last 4,  it'll ask for the drug, whether it's a 79 or an 88, and kind of the basic gist of the payer message as to what the issue is.  There are some actions, down at the bottom, you can sort the list various ways.  By default it comes up alphabetically by patient, you may find it helpful though to sort it by reason, 79's versus 88's, you can sort it by drug, you can group it by insurance or sort it by prescriptions.  I think most of the sites, at least during the testing, alphabetical worked fine, and when you remember what Greg was telling you, we average about six per day, so it's not that we have a long, long list of rejects to resolve.  

But if we select number one we'll go into a detailed view of the information respective to that claim.  This is all kind of a problem solving experience, so you know that you have a refill too soon, and we're going to go through all this and I'll kind of explain what's on the screen.  But this is the basic work list detailed information that you see.  The top part is going to give you specifics about that patient and the prescription.  Some of it is self explanatory.  For those that are multi-divisional, it's going to tell you what division you're under.  You will see the NCPDP number, every dispensing pharmacy must have their own unique NCPDP number.  Some of you may be familiar with it being called an NABP number, sometimes they're used interchangeably.  So even if you have a CBOC with the dispensing pharmacy in addition to your main pharmacy at the hospital or medical center, it would have its own NCPDP number.  And it's important that you know what that is, because oftentimes when you're conversing with a payer they'll ask you what your NCPDP number is.  You'll have the patient, their social security number, date of birth, you have a prescription number, and you will have what we call an ECME number.  The NCPDP standard requires a 7-digit prescription number.  Now our prescription numbers in file 52 aren't necessarily 7 digits.  They may be longer.  So when a third party claim for a prescription is sent to the payer it's automatically creating a 7-digit prescription number for that third party claim.  And when you call a payer and they ask you for the prescription number, that ECME number is what they want.  They're not going to understand that VistA prescription number.  They want that ECME number.  So it's very important that you understand that's the number when you're conversing with whoever that payer is.  Additionally you have the drug, the dispense drug, and then that NDC code.  And that NDC code is the code that we're sending to initiate that claim that's triggering this 79 or 88.  So sometimes that's part of the reason you get a reject, is because it knows what those NDCs are, what those drugs are.  They have things set up in the database that they use, First Databank, Medispan, that automatically will trigger certain rejects.  If it's a prior authorization it's because it's keyed off that NDC.  If we move to the information in the middle section, this is your problem.  It's going to tell you it's a 79 or an 88.  It's going to give you the date on when that reject was initiated, and that can tell you some things.  The majority of your rejects are going to occur when you do your CMOP transmission.  So if that date and time pretty much corresponds to probably the previous evening whenever you transmitted your non-control or your controlled substance transmission to CMOP, that kind of jives, and that's what you'll see, most of your things have to do with your CMOP because that's where most of our prescriptions are filled.  It's always going to have this open unresolved from the work list, and then these next three sections, payer message, reason, and DUR text.  The payer may use just one of the lines, they may use an enter text in all three of those, but that's going to give you more information on what the problem is and maybe how to proceed.  So in this example it's telling us that it was payable a month out, September 19th.  Which kind of as Judy alluded to, that kind of gave her a feel for it, well let's see if the check the med profile, let's see if that patient had a prescription from us before.  Often when they're way out in the future they're starting to get their care from us for the first time, and you can tell that from the med profile, nothing being there, perhaps progress notes indicating here to establish care and those sorts of things on how to proceed.  Sometimes it's just a day or two off, but that will give you an idea in your problem solving what you want to do.  The information in this bottom section is specific to the insurance company, so it's going to tell you which insurance company, which becomes important because as you get used to working with the various companies and payers, you know how they handle certain situations.  And you kind of get that learning curve.  Those first few, you're going to be calling, but once you get past and establish a learning curve for how Caremark operates versus Med Impact versus Eckerd versus whoever your Blue Cross Blue Shield carrier is, you know how best to proceed, and you oftentimes after that point really don't have to call anymore because you know what to do in each situation.  And it will give you a telephone number.  How many of you are doing CPRS remote order checks?  Okay, and if you wanted to call that other VA or DoD facility would you know who to call?  That's a problem, right?  Well, it's not for us at least with third party because we know who we're calling and we've got the number, because that's the number for the prescription benefit part, so that part is very nice.  You go straight to who you need to call and ask them, ask them for assistance, or you can explain you're really not sure what you're supposed to do, you're new to this and all that sort of thing.  You will see at the bottom various actions that you can take.  View Rx is currently exists, this med profile is going to be new with phase 4 iteration 1.  Those are things that you can go and look, view that Rx, that will give you more information if you can't tell from looking here in the middle section as to what best to do.  The other actions are things that we generally will do to actually resolve rejection, and we can ignore resubmit, override, if a payer expects us to submit override codes, for example a patient is going to go on vacation, maybe it's a change in directions.  Some payers have you call them and they set stuff and you resubmit.  Some you may call them, but they may expect you to electronically submit codes, so every payer is a little different.  You just have to learn how they have you handle the same situation.  

When we use the resubmit, you will see just like Greg when he was finishing that prescription, you'll get that messaging so that's telling you that's your cue that that's going on, that you're resubmitting and you know that it's going through, and you'll see the first line, the second, and hopefully you get to where it says payable.  That's what we want to see.  But sometimes it will reject, but at least you know what's going on with that claim.  

When you use a change suspense date, that is probably the most frequently used action.  Why?  Because most of our rejects result from the CMOP transmission.  They're in a suspended status, most of them are refill too soons, so we will use that change suspense date, as long as we generally know that that patient does not need that medication right then and there, and oftentimes they're off by a few days.  We'll change that suspense date to the date that the payer says they will pay, and in doing so it will put a hard kind of stop on that going back to CMOP until it hits that date.  The same will occur for a locally suspended item, for some of those items that you fill locally.  Maybe they're not marked to go to CMOP or you prefer to do them locally, whatever they are, if they're specialty items.  And it will tell you, when you confirm this reject it's going to keep it there until you hit that day.  And it will ask you to confirm so that yes, you are doing what you intend to do, because you're really changing that fill date or refill date, that's what change suspense date does.
Like all list manager functionality, we have some hidden options, and these are the hidden actions that you're going to see with phase 4 iteration 1.  Some things that we haven't been able to do that we've been working on such as add comments.  Say there's a couple of you at your site that work claims.  Well, perhaps you've got a call out to a doctor to check on something because it came back with a drug-drug interaction or whatever the case is, and you're waiting all day for that, or you're communicating with the payer or something, and you aren't at the point that you can resolve that reject because you need more information.  You can add a comment, or we will be able to add a comment, so that somebody else in pharmacy doesn't come along after you and resolve that reject because you've got something you're waiting on.  If that payer requires us to submit some sort of clarification code we're going to be able to do that very shortly, we'll be able to submit prior authorization codes if that's a requirement with that particular payer.  And then the current edit Rx action that's been up here is going to be moved down as a hidden action.  Most frequently we end up using that for a prescription that's active and we need to change the date, the fill date or the refill date, because you can't use change suspense date because it's not suspended.  So oftentimes you use that edit Rx in order to do that on an active prescription.  If it were at the window and in our case say Clint had picked up that prescription at the Night Owl Pharmacy and he didn't need it, then we would edit that date, it would be an active prescription because it was filled at the window instead of being suspended, and we would use that edit Rx action instead of the change suspense date on that.  Now the other one that's new is this medication profile.  And it's based off that medication profile that we already have in outpatient pharmacy, but it's been like placed on steroids, you can do a whole lot more with it, sort it and do things.  And in the example when we were looking at that prescription, Judy had Greg look at the med profile to see if the patient had received it before, well sometimes we get those refill too soons because a patient actually, his therapy is changing, the doctor is increasing the dosage, maybe changing directions, and so you can go easily to the medication profile from that action and see if there's any other prescriptions that were done prior to the one that's causing the reject, to help assist, is it a change in directions or one of those issues so you know how to proceed and perhaps calling the payer to override it, because it is a change in directions.  And if you do find more than one prescription, like if we had those gemfibrozil in this example and you wanted to now see what the directions are, so that you could compare the directions from one prescription to the other, you can then kind of like turn it on, and you can turn it back off.  So those are the tools that will be available to us very soon.  And it keeps you from having to open up multiple sessions in VistA that we have to do today.
I'm going to spend a few minutes now and try to explain the actions that are available to you when you use the actions to resolve the reject, in particular what your staff pharmacist will see when they're finishing a window prescription and they have to do something right away, they're at a decision point.
This is an example similar to what Greg had.  During the finishing you have the display of that information if it comes back with a 79 or an 88 to that finishing pharmacist.  Now they've got that prescription there, just like order checks, and they have to decide what they're going to do.  And as Judy stated, you can use ignore or quit for a refill too soon, you additionally have the override option for a DUR.  

For DURs, these are some of the common reasons that will trigger a DUR.  The ones that we would expect.  Drug-drug interactions, those are common.  We get a lot of those, the same order checks that we have in CPRS are some of those same ones that you're going to see from third party payers.  Why, because we're sending them that prescription information.  Generally speaking if we're sending a claim that patient's got a bunch of non-service connected related prescriptions, so you're probably sending them information about both prescriptions that triggered a drug-drug interaction on our side, and you'll see those same things when we send those prescriptions out to them.  You'll also see age-related order checks, max dose limitations.  Drugs that normally are dosed one tablet or capsule a day, this is how they're set in those third party databases, will trigger an order check.  So your PPIs, normally once a day, so if you're doing more than one tab or capsule a day they're going to trigger probably a max dose limitation.  Like lisinopril, cause it's usually once a day.  Anything like that, you're subject to seeing a DUR come back for a max dose limitation.  Now understand there's other codes that we might say actually are more appropriate and specifically address that, but it's kind of like the payer can send it back as an 88 if they want to and it can be a myriad of reasons, and you really have to decipher what they really mean.  With the refill too soon it's generally refill too soon, but DURs can be several things.  And these last two, generally if you see ingredient duplication or overuse precaution, that really is a refill too soon.  They just disguised it and sent it back as a DUR.
So once you understand this information, and what was on the work list that we went over is how we normally see that, because most of the prescriptions that we're resolving, the rejects we're resolving are from that work list.  But the same information is there when that pharmacist is finishing, it's just laid out a little bit differently on the screen, but you can educate those pharmacists as to what all the pieces of data are, so if they want to intervene right then and there they can from that screen.  If you know that you have a drug-drug interaction and you can tell in CPRS that that same order check was presented to the provider and we're okay with it, you can call them right there and override.  So we have those three, override, ignore, or quit.  

If you override, then you're looking to get a payable claim back, and once you override it will send that claim to the printer to finish the dispensing process.  It's only available for DURs, we don't right now do overrides for refill too soons.  Ignore means you're ignoring these possible safety concerns, order checks, we're not going to get a payable claim.  You want to caution your pharmacists not to take the avenue of least resistance and just ignore everything.  We expect them to make a reasonable effort.  They don't know what to do, like Greg did, call your ePharmacy Site Manager or one of those people at your site who understands how to deal with these rejections.  So you ignore no payable claim and it's going to go on to the printer for filling.  And quit just means you probably need more time, you're not sure what you need to do, you need to research it further.  It will send it to the work list and that person at your site that resolves the rejection work list can work it.
So when do you use override?  Well, the example like I had, if you have drug-drug interaction, we've already done those order checks, we know it's okay, then that's a reason to use override.  You actually have a real reason that you're going to proceed with overriding that DUR, and you know the physician is aware of it and everything's good with it.  

When you do override payers handle it differently, but if they require the override codes, there's a set of three codes that we have to enter.  So oftentimes you have to call that payer to know what codes they like to use.  The first code you're going to know because it's going to come kind of back in the messaging with you that you have a drug-drug interaction, what you do after that, how did you intervene?  That's really what the professional service code is.  Well we looked at the chart for those other order checks, we called the provider, whatever it is.  And then what's the resolution?  You're going to go fill it as is, but each one of those payers will expect the three codes, and one may like 1B and one may like 1G, so unless you're really good at guessing you're probably going to call and ask them or explain, talk to them, the issue and they're going to give you those codes to use.
And when you use ignore.  In some cases there's not a thing we can do to get a payable claim.  If that payer sends back a DUR and it's really because it's a 90 day or multi month issue and we fill 90 day supplies, we're not going to change a prescription from a 90 day to a 30 to get a payable claim, then all we can do is ignore.  We're not going to get a payable claim.  If it's a repackaged NDC, there's different reasons, you're not going to be able to do something to make that claim payable no matter how hard you try, then we will ignore.  We know we're not going to get a payable claim.  When you do ignore, that person is expected to enter a comment and they have to enter an electronic signature.  So the comment that they enter needs to make sense.  So if it were a 90 day supply, you put 90 day supply.  People know what that means.  Because your billing staff then have to do something and totally finish out the process with what they do on the business side of the house with that claim.
And then quit.  You don't know what else to do, you need to call somebody and you don't have time, particularly if you're at the window, then quitting it will send it to the work list.  It doesn't print the label, it won't print the label to that person who's resolving those prescription claims on the work list, takes a look at it and takes action on it.
So that's kind of the front end side of how ePharmacy affects us in pharmacy with finishing or entering a prescription, maybe pulling a prescription early.  So Judy is going to come up now and kind of take us from this point and finish this through the dispensing process.
Judy:  Thank you Janet.  Well now that Greg and Janet have given you a pretty good idea of what ePharmacy is, why we're using it, and how it's used, I'm first going to spend the next couple of minutes to emphasize two key ePharmacy processes that are associated with filling and dispensing, and those two processes are the prescription release and NDC validation.  We'll begin with the importance of prescription release, and basically when pharmacy releases a prescription we're saying that it's been filled, it's checked, and it's ready for the patient to pick up.  And this step is critical, and it's very important that it's done in a timely manner.  And defining timely means the time that it's filled.  I don't know if you heard it last year or the year before, but the days of batch release are long gone.  Because it's at this point that the NDC is validated.  There's a potential for additional refill too soon or DUR rejects to come back.
This is where we validate our NDC, we get additional rejects, and it has a direct impact on revenue generation for your facility.  Release is the action that triggers our first party co-pays, so if you have prescriptions out there that haven't been released, we're not going to collect the co-pays for those prescriptions.  In addition to that for ePharmacy there's a new site parameter called the auto reversal parameter, and basically what happens with that is any prescription that's not released within a specific number of days, whatever you have that site parameter set for your site, the claim for that prescription is going to be reversed and we'll receive no payment for that or loss of revenues.  There are some circumstances though where not releasing this prescription is what we want to do, and that's most generally associated with our medications administered in clinic and our past meds.  We're not allowed to charge a first party co-pay or submit a third party claim for these medications, because they're associated with the clinic visit or the hospital stay.
And this is simply a screen capture from the patient prescription processing where you do the prescription release.  

The second process is NDC validation.  The third party payers require that we submit the actual NDC used to fill a prescription with the claim.  But remember, when we submit a claim we're submitting the claim at the time of finish, before we've filled it.  We don't really know what we're going to fill that prescription with.  So the software has to use some type of logic to determine what's the best NDC to send with that claim, and basically what it does is if it's a local fill it's going to use the last local NDC, and if it's a CMOP fill it's going to use the last CMOP fill.
Because of our process we need to then validate the NDC that we've actually used after we fill the prescription, and for window prescriptions that occurs at the time of release.  As the user is releasing the prescription the NDC that is used to fill the prescription is displayed as a default.  If that's the correct NDC, the user is simply going to accept that default, the prescription is going to be released, and the process is finished.  However, if the default NDC is not the correct NDC, then the user is going to need to select an NDC from a list of available NDCs.  And they simply do that by entering a question mark and the list of available NDCs is going to be displayed.  When the user does that they're changing the NDC, and they're going to see some messaging come across the screen.  And what they're seeing is that the original claim that was submitted for that prescription is being reversed because it's got the wrong NDC on it, and then we're resubmitting a new claim with the actual NDC that's been used to fill that prescription.
Now I only took just a few minutes and there were a couple of slides.  But if you leave here with nothing else from what I have to share with you this morning, I can't emphasize enough how important these two processes are going to be for the successful implementation of ePharmacy project at your site.  So next we're going to talk about a few other pharmacy data fields and functionality that impact the ePharmacy process.  The first three, the NDC, a little more about NDCs, DAWs, and prior authorization are fields and functionality that provide tools to assist us in resolving several other types of rejects.  And the last item there, the signature log, is simply a requirement of the third party payers.
You've heard it three or four times already, insurance and third party payers expect you to transmit the actual NDC that was used to fill the prescription.  And when I was talking a few screens back about validating that NDC, I mentioned that the user would select from available lists of NDCs.  Where does that list come from?  Who has to create it?  Who has to maintain it?  Those are really important questions to ADPACs I think.  Well the answer is if you're using drug accountability, those NDCs are being added as you're bringing your items into inventory.  So if you've got drug accountability up and running and you're matching your items correctly, you're going to be in good shape.  The NDCs that you're going to need at release are going to be there.  But if you don't have drug accountability up, you're going to run into some issues when you activate ePharmacy, because if the NDC that you need is not in that list of available NDCs, the individual responsible for maintaining the drug file at your site, which is usually your ADPAC, is going to need to go in through the drug enter/edit and update the file and add that NDC as a synonym.
And this is just a screen capture of the drug enter/edit option.  You select the drug that needs to be updated, you go to the synonym field and add the NDC as a synonym.  Once that process is complete then that new NDC is going to display and be available for selection when the users go to release their prescriptions.
And finally in relationship to the NDCs we're going to discuss editing an NDC.  Please keep in mind that editing of NDCs applies to locally filled prescriptions only.  We do not edit NDCs that are returned to us from CMOP.  And for the most part this isn't going to be an issue.  The NDCs are validated at the time of release.  We got the NDC, the prescription right there, so we have an accurate valid NDC and you shouldn't see rejects or problems occur.  But things happen.  People have fat fingers, they get distracted, some data files or drug files aren't as clean as some other files, and the bottom line is the potential does exist for somebody to inadvertently select the wrong NDC.  And this problem is usually identified one of two ways.  Either it's the pharmacy user who as they hit enter goes oh, they accepted the default NDC and realized that they shouldn't have, or they realized that they've selected 2 when they wanted 3, and it's too late, the prescription has already been released.  The other situation may be where the OPECC identifies or questions the NDC.  And this occurs because you keep in mind the NDC rejects that come back go to the ECMA user screen.  Pharmacy doesn't see these rejects, so the OPECC may notice that on his user screen that he has an NDC reject for a local fill.  So with this type of a reject that comes through, pharmacy and the OPECC are going to need to work together to see if they can resolve that reject.  So with the ePharmacy software we now have the functionality to be able to edit the NDC of a released local fill.  If it's an original fill, the NDC is edited at field 2, and for refills you'll edit the NDC at field 20, the refill data field.  And just as a note, you can only edit the NDC of the last fill of a prescription.  So if you get a call from an OPECC who's worked in some back bills and says I need you to fix the NDC on the original fill, and the patient has already gotten a refill on the prescription, you can't edit the NDC on that prescription.
And this is just an example of an original filled prescription.  You can see that the NDC displays here, field 2 is what you'd select if you needed to go in and edit the NDC, and again you'd be given the option to select from an available list of NDCs.
Another ePharmacy field that you may have to deal with from time to time is the DAW field.  And DAW codes are a standard set of NCPDP codes that convey special circumstances for drug selection when you're filling prescriptions, and currently all of the VA claims that we submit are submitted with a DAW code of 0, or no product selection indicated.  But there are circumstances where we need to have the ability to submit one of these other codes, and one of the common ones is brand name Coumadin.  And you'll see it more frequently with the VA's negative formulary.  We get a DAW reject and then we need to resubmit that claim with the DAW code of 5, substitution allowed, brand drug dispensed as generic.  So we now have the functionality with ePharmacy to be able to edit the DAW code, and we can edit that either at the drug level, which is what you'd want to do if you're seeing the majority of your claims for a specific medication coming back rejected.  Like the Coumadin.  Or it can also be edited at the prescription level, and that might occur if for example there's a specific third party payer which has a DAW requirement for a drug.  This doesn't happen very often, and I can tell you that after you've been up and running with ePharmacy and you have pretty much cleaned up the drugs that are all rejecting, you're only going to see this from time to time.  This is another reject though that you're going to have to work with your OPECC on because it's not a DUR or refill too soon, so these rejects don't come to pharmacy.  They go to that ECME user screen for the OPECC to resolve.  So there's going to have to be some communication, and you guys are going to have to work together to resolve these rejects.
Again we've got an example showing you an individual prescription and where you would edit the DAW code.  If it was an original fill you're going to edit the DAW code at field 21, and if it's a refill then you need to go in under field 20, the refill data, and you'll be able to edit the DAW code at that point.
Prior authorizations, these are usually due to the third party payers restricted or non-formulary requirements.  Very similar to the VA's non-formulary restricted things.  And they usually return as a code 75 but can come back as a code 88 DUR.  Some of the key words to look for in the payer message that will help you identify it's a prior authorization are listed here.  The first one is pretty obvious, call us.  But it could come back as max dose, max age, etc.  Again this is another type of reject that goes to the OPECC.  You're going to need to set up local processes to handle these other rejects, but I just wanted to share some of the tools that are available with the ePharmacy software for resolving those.
And finally, the signature log.  The third party payers, all third party payers require that we have documentation that the patient actually picked up the prescription.  So to address this, the trailing document of the outpatient laser label now provides a signature line for all the prescriptions that are dispensed for the patient.  And once you've obtained the signature from the patient you can take that document, it can be pasted into a notebook and used as a signature log.  And some sites are requiring patients to sign for all of their prescriptions, not just the ePharmacy.  

These signature logs basically need to be kept and made available for third party audits for a total of six years.  I know it says three and three, but bottom line, you've got to have them available for six years.  And the third party payers will accept an electronic signature process in lieu of the paper process, and that's the ultimate goal for the VA, that we have a system wide process for maintaining electronic signature logs.
This is an example of what the trailing documents looks like.  You can see that it's for an ePharmacy patient because it prints the name of the third party payer just below the signature line.  

And I mentioned that third party payers will accept the electronic process.  There's currently two systems that I'm aware of.  The first one, if you're fortunate like we are at Saginaw, is to have an electronic signature option with your outpatient automatic devices such as ScriptPro.  That's what we have and it works very well.  The second one is the iMed consent product.  Most of your VA's have iMed consent but they're not using it to capture signatures.  And I'm not that familiar with the iMed consent but I understand that the Fargo VA has been using it, and they're using it to capture the patient signature for receipt of medications.  That signature is digitally stored and is retrievable through CPRS VistA imaging.
So at that point I'm going to turn it back over to Greg to finish up.
Greg:  Thank you Judy.  I just have a few more slides here, actually just three I believe.  I just wanted to provide some of our challenges that we currently have that we've had actually across the life of the project, and we're resolving them, we're making headway on them, but I just wanted to give you an idea of what they are, some of the more important challenges that we have.
One has been the 90 day supplies.  Currently there are third parties that do not reimburse us for 90 day prescriptions.  The cutoff seems to be right around 30 days and that's because they treat VA as a retail pharmacy for some reason.  They encourage their beneficiaries to go to their mail-out pharmacies.  We are working with third party payers to get them to accept our 90 day fills and we are making great headway.  A couple of months ago, actually about six weeks ago we made some important headway with regard to that.  And more payers are accepting our 90 day fills.  But just a reminder, I think Janet may have already mentioned this, but we're not to change the days supply or quantity of a prescription just to get that claim to go through.  We are to continue to use the PBA guidance which encourages multi month fills.  Another challenge we've had has to do with invalid NDC rejects.  And this is mainly a problem with the repackaged drugs that our Central Mail-Out Facilities use, and there's a couple of components to that.  One component is there are third parties and plans again that do not want to pay us for repackaged drugs, and we are working with those third parties to get them to pay us for those repackaged drugs.  The other component is a timing issue, and sometimes these drugs are in use by the CMOP before the repackager has time to get those NDCs for those items entered into the drug information databases.  The main two that we deal with are First Databank and Medispan.  So we're working on both those issues, and there again some recent progress has been made.  One of our main payers, Caremark, is now accepting these repackaged products and we're also working on the other component of that issue.  Dispensing units.  This problem has to do with the fact that the unit that we use for some products does not match the NCPDP standard unit that the third parties need, and these are mainly drugs like insulin and inhalers, the drugs that we use a quantity of each for, but the third parties want to see gram or ml.  We do have a fix for that that will be part of our phase 4 iteration 1 software, which is what you will be using if you haven't already implemented ePharmacy that's what you'll come up and probably start using right away, hopefully.  And that fix is there and what that actually does is we've created a couple of new fields in the drug file, NCPDP dispense unit and NCPDP quantity multiplier, and the functionality takes our unit of use and multiplies that by that NCPDP multiplier, and that is the quantity that's transmitted to the third party.  And so far the test sites that have used that, it's almost completely eliminated those rejects.  So there's good news there.
Another challenge we have has to do with Tricare and ChampVA, if you're one of those sites that process these prescriptions.  ePharmacy is not currently doing ChampVA or Tricare, and that's because of the difference in business rules involved for those.  One difference is, I mentioned earlier we were charging $51 per prescription for everything that we do, and the ChampVA and Tricare business rules would be at cost plus fee billing structure, and we haven't got that component of the functionality working yet.  The other issue has to do with the fact that if one of these rejects, if a Tricare or ChampVA prescription rejects for any reason, we will not want to fill that.  Unlike a veterans prescription, that even if it does reject for 90 day fill or NDC we're still going to provide that prescription to the veteran.  So given those two major differences, it doesn't sound like a whole lot, but it's something that we've had to put on the back burner as far as ePharmacy goes.  Hopefully we'll have that functionality in about a year with iteration 2 of our phase 4 enhancements.  Another challenge has to do with patient inquiries and concerns, and these are mainly elicited when third parties send explanations of benefits to their beneficiaries and it's not uncommon for a beneficiary to get a letter that says his prescription for hydrochlorothiazide rejected because it was filled with a 90 day supply, or something like that.  And so you may have patients bringing in those EOBs and wanting an explanation about that.  A lot of them do know that their first party co-pay is going to be reduced by any monies that we collect, so a lot of them know they have a vested interested in that process.
Okay, educational resources.  We have a user support call the 2nd and 4th Mondays of each month, we've listed the VANTS line there, or the code rather.  We have a website on VistA University, we have an ePharmacy training page, it has copies of all our Live Meeting sessions, we've got ePharmacy checklists, show-me videos, different things there, different educational pieces for you.  You can access ePharmacy simulations on the VA employee education online learning website, and we've listed that link.  And if you're really interested in the technical aspects of this you can go to the OI&T project website that we've listed there.  And each of you VISNs should have a point of contact for ePharmacy that have an advanced knowledge of this process, and they would also be an educational resource.  And so at this point we'd entertain any questions.
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