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Provider News
For participating physicians, dentists, other health care professionals and facilities

COVID-19 updates and 
resources
Thank you for the sacrifices you make every day and especially during this 
pandemic. We deeply appreciate your tireless efforts to save lives and reduce 
the spread of COVID-19 in our communities. 

As winter begins and people spend more time indoors, getting the COVID-19 
vaccine and additional doses or booster shots, wearing masks and social 
distancing are all critical to continue the decline of COVID-19 cases  
and deaths. 

COVID-19 vaccines
Flu and COVID-19 vaccines 
When patients schedule their flu shot appointment, it’s a good time to check 
their COVID-19 vaccination status. If patients are unvaccinated for COVID-19, 
they can receive both the flu and COVID-19 vaccine at the same time. 

COVID-19 Vaccine Toolkit 
Our COVID-19 Vaccine Toolkit includes claims submission guidelines and  
up-to-date information about the U.S. Food and Drug Administration’s (FDA’s) 
emergency use authorizations and approvals of COVID-19 vaccines. The 
toolkit is available on our provider website, bridgespanhealth.com:  
COVID-19 Updates and Resources>COVID-19 Vaccine Toolkit.

Get the latest
Visit our provider website for COVID-19 Updates and Resources.
 

DECEMBER 2021

Stay up to date
View the What's New section 
on the home page of our 
provider website for the 
latest news and updates.

Easily find 
information
Did you know that you 
can search for words in 
this newsletter by holding 
down the Ctrl key on your 
keyboard and then the letter 
F? A pop-up window will 
appear asking if there’s a 
word or phrase you need  
to find.

Using our 
website
When you first visit 
bridgespanhealth.com, you 
will be asked to select an 
audience type (individual 
or provider) and enter a ZIP 
code for your location. This 
allows our site to display 
content relevant to you. 

Subscribe 
today
Subscribe to receive email 
notifications when new 
issues of our publications 
are available.

© 2021 BridgeSpan Health CompanyBridgeSpan Health 
2890 E Cottonwood Parkway Salt Lake City, UT 84121

https://www.bridgespanhealth.com/provider/home
https://www.bridgespanhealth.com/provider/library/whats-new/covid-19-vaccine-toolkit
https://www.bridgespanhealth.com/provider/library/whats-new/covid-19
https://www.bridgespanhealth.com/provider/home
https://www.bridgespanhealth.com/provider/home
https://www.bridgespanhealth.com/provider/library/subscribe
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articles because 
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your specialty.
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Critical update
Behavioral health must read
Dental must read
Radiology must read

Click on a title to read the article.

‡

About Provider News
This publication includes important news, as well as 
notices we are contractually required to communicate 
to you, including updates to our policies (medical, dental, 
reimbursement, medication) and pre-authorization lists. 
In the table of contents, this symbol indicates articles that 
include critical updates: n. To save you time, you can click 
on the titles to go directly to specific articles. You can also 
return to the table of contents from any page by clicking on 
the link at the bottom of each page.

Provider News includes information for BridgeSpan Health 
in Idaho, Oregon, Utah and Washington. When information 
does not apply to all four states, the article will identify the 
state(s) to which that specific information applies.

Issues are published on the first day of the following 
months: February, April, June, August, October  
and December.

The information in this newsletter does not guarantee 
coverage. Verify members’ eligibility and benefits via the 
Availity Provider Portal at availity.com.

The Bulletin 
We publish a monthly bulletin as a supplement to this 
bimonthly provider newsletter. The Bulletin provides you 
with updates to medical and reimbursement policies, 
including changes we are contractually required to 
communicate to you.

Share your feedback
If you have additional comments about our newsletter 
or bulletin, please send us an email at provider_
communications@bridgespanhealth.com.

Appointment accessibility 
review underway
Each year, we conduct a survey about patient appointment 
access for primary care providers (PCPs), behavioral health 
providers, and providers in high-volume and high-impact 
specialties. This year, the survey is being conducted via 
phone calls to selected providers. 

Your answers help us measure compliance with our 
published standards for after-hours phone coverage, office 
wait times and appointment wait times for various types  
of visits.

SPH Analytics, an independent market research firm, is 
conducting this survey on our behalf. Between  
November 1, 2021, and January 31, 2022, SPH Analytics 
may call your office to complete the survey. 

Please review the appointment accessibility and availability 
standards, which are published on our provider website: 
Programs>Quality Program>Accessibility and Availability 
Standards.

https://www.bridgespanhealth.com/provider/home
https://www.availity.com/
mailto:provider_communications%40bridgespanhealth.com?subject=Newsletter%20feedback
mailto:provider_communications%40bridgespanhealth.com?subject=Newsletter%20feedback
https://www.bridgespanhealth.com/provider/programs/cost-quality/quality-program
https://www.bridgespanhealth.com/provider/programs/cost-quality/quality-program
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Availity tips for using 
Remittance Viewer
We provide claims processing information in an ANSI 835 
Electronic Remittance Advice (835 ERA) format.

You can also view claims payment information online in 
human-readable format using Availity's Remittance Viewer. 
The Remittance Viewer enables you to view, search and 
reconcile 835 ERA data.

To access Remittance Viewer in the Availity Portal menu, 
availity.com, click Claims & Payments>Remittance Viewer. 
On the Remittance Viewer landing page, click  
Remittance Viewer.

Tip: Click the heart icon ♥♥ next to an application to add it to 
your favorites. You can then quickly access the application 
by clicking My Favorites at the top of Availity Portal.

1.  When you cannot locate a remittance advice:  
 • Start with authentication/validation. 

1. Open Remittance Viewer.

2. Click Manage Access.

3. Click Get Access and complete the form.  

Note: If applicable, include any leading zeros from the 
check/electronic funds transfer (EFT) number.

 • In Remittance Viewer, expand the check/EFT date 
range because some remittance advices will have 
future dates.

 • If you are looking for a specific claim payment, toggle 
to the Claim tab. There are multiple filters to use, 
including Patient Name and Patient ID.

 • If you still cannot find a remittance, call Availity Client 
Services at 1 (800) 282-4548.

 • If a claim was paid to the member, no remittance 
advice is generated and it won’t be available to view 
in Remittance Viewer. Contact the member to get 
payment information.

2.  If you cannot access Remittance Viewer, contact your 
organization’s Availity administrator to assign the claims 
status role to you.

3.  If your direct clearinghouse is not receiving your 835 files 
from Availity, contact Availity for assistance. We send all 
835 files to Availity. The files are delivered to the location 
you have set up directly with Availity. 

835 enrollment instructions are available on the Availity 
Portal under Help & Training>Find Help>ERA Enrollment 
and Remittance Viewer.

Look for the next Availity tips for Patient Cost Estimator 
article in our February 2022 newsletter.

EFT required
Use the Transaction Enrollment tool to meet our 
requirement that all participating providers must receive 
claims payment via electronic funds transfer (EFT). Enroll 
now in the Availity Portal, availity.com, where you can also 
view a dashboard to monitor updates and the status of 
your EFT enrollment(s).

Note: Only your organization’s administrator, administrator 
assistant, and users with the transaction enrollment role 
may enroll for EFT and change or update EFT setup.

How to successfully enroll, change or update your EFT 
enrollment information
1. Access the EFT enrollment form on the Availity 

Portal: My Providers>Enrollments Center>Transaction 
Enrollment.

2. Click the blue Enroll button and then click Enroll  
a provider. 

 • Note: To change/update your existing EFT setup, you 
must enroll again.  

 • Under the Submit Enrollment step at the end of 
the EFT enrollment process, there is a Reason for 
Submission section. Select Change Enrollment in 
that section, and then complete the  
enrollment process.

3. Enter your organization/provider information, select 
health plans, select transactions and add financial 
information.

4. Review your enrollment information and then click    
Submit Enrollments.

Note: If your current EFT enrollment was submitted prior 
to April 2021, your dashboard will not reflect that you are 
currently setup for EFT—only organizations that enrolled for 
EFT after April 2021 will show on the dashboard.

https://www.bridgespanhealth.com/provider/home
https://www.availity.com
https://www.availity.com/
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Availity enhancements—A 
look forward and a look back 
In the first half of 2022, the following enhancements will be 
made to the Availity Provider Portal, availity.com:

 - Provider Data Management (PDM) tool
 • Availity’s Provider Data Management (PDM) tool 

allows you to update information about your 
business and providers. The self-service web 
application tool allows providers to review, manage, 
update and make changes to various provider data/
demographic information and submit it to the 
appropriate payer as determined by the administrator 
of the organization. This enables BridgeSpan to 
comply with the federal Consolidated Appropriations 
Act (CAA) 2021 mandate which requires health 
plans to maintain accurate directories. Related: See 
Directory attestation to be required every 90 days on 
page 20.

 - Claim Appeals tool
 • The Appeals application on the Availity Portal will be 

available; allowing providers to dispute or appeal a 
claim or service on a claim.

Here’s a list of other enhancements that were made  
in 2021:

 - Fee Schedule Tool 
 • Added new feature for providers to access full 

reimbursement schedules based on their specialty 
and network. 

 • Increased the number of results: single code up to 
100, range of codes up to 500.

 • Note: As of December 1, 2021, the medical 
and dental reimbursement schedule resources 
will be removed from Payer Spaces. To access 
reimbursement information after the date above, 
please use the Fee Schedule Tool:  
Claims & Payments>Fee Schedule Listing

 - Integrated authorization requirements into Patient  
Cost Estimator 

 • Integration with the electronic authorization tool 
allows providers to see if the procedure/service from 
the estimate requires pre-authorization. 

 • Enables providers to request an authorization 
by clicking Request Authorization from Patient 
Cost Estimator and the data will persist to the 
Authorization tool so they can easily submit an Auth 
request if needed, without re-entering all the data.

 - Transaction Enrollment replaced EFT enrollment
 • Registration for electronic funds transfer (EFT) 

a requirement for participation in our provider 
networks, moved from Availity’s EFT Enrollment tool 
to Availity’s Transaction Enrollment tool.

AIM revising clinical 
guidelines
AIM Specialty Health (AIM) is revising the following 
advanced imaging clinical guidelines for our radiology 
program effective March 13, 2022:

 - Cardiology guidelines: aimspecialtyhealth.com/
resources/clinical-guidelines/cardiology

 • Advanced imaging of the heart
 - Radiology guidelines: aimspecialtyhealth.com/

resources/clinical-guidelines/radiology
 • Abdominal/pelvic
 • Brain
 • Chest
 • Head and neck
 • Oncologic

AIM posts revised guidelines in the Coming Soon 
section below current guidelines on their website, 
aimspecialtyhealth.com.

https://www.bridgespanhealth.com/provider/home
https://www.availity.com
https://aimspecialtyhealth.com/resources/clinical-guidelines/cardiology/
https://aimspecialtyhealth.com/resources/clinical-guidelines/cardiology/
https://aimspecialtyhealth.com/resources/clinical-guidelines/radiology/
https://aimspecialtyhealth.com/resources/clinical-guidelines/radiology/
https://aimspecialtyhealth.com
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Pre-authorization updates 
Procedure/medical policy Added CPT® codes effective December 1, 2021

Progenitor Cell Therapy for the Treatment of Damaged 
Myocardium Due to Ischemia (Medi-cine #100)

38205, 38206, 38240, 38241

Our complete Pre-authorization List is available in the Pre-authorization section of our provider website. Please review the 
list for all updates and pre-authorize services accordingly. 

You can submit standard medical pre-authorizations through the Availity Portal, availity.com. Learn more on our provider 
website: Pre-authorization>Electronic Authorization. 

Dental policy updates
We review our dental policies on an annual basis. Included below are changes to our policies.

Our Dental Policy Manual is also available our provider website: Library>Policies & Guidelines>Dental Policy.

Dental policies Description of changes
Periodontics Effective December 1, 2021

 - Full Mouth Debridement (#36K)
 - Mesial/Distal Wedge Procedure (#36F)

 - Archived dental policies

Preventive Effective December 1, 2021

Dental Prophylaxis, Adult and Child (#08)  - Archived dental policy

Change to behavioral health 
concurrent review process
Effective March 1, 2022, concurrent clinical review for 
urgent behavioral health admissions for in-network 
percentage-of-billed-charge or per diem facilities, including 
critical access hospitals and free-standing psychiatric 
hospitals, will begin two midnights or three days after 
admission. 

Currently, concurrent clinical review for urgent behavioral 
health admissions at these facilities begins four midnights 
or five days after admission.

No other aspect of the concurrent clinical review is 
changing except the day review will begin. 

Non-reimbursable services
Our Non-Reimbursable Services (Administrative #107) 
reimbursement policy, which explains services that are 
considered to be non-reimbursable, is located on our 
provider website: Library>Policy & Guidelines> 
Reimbursement Policy.  If billed, non-reimbursable services 
(NRS) are considered not payable, are denied as a provider 
write-off and cannot be billed to our member. 

View specific CPT and HCPCS codes that are considered 
NRS in the Clinical Edits by Code List located on our 
provider website: Claims & Payment>Coding Toolkit.

If CMS has designated a medication as product not 
available (PNA) for 90 days, we consider it an NRS and not 
eligible for reimbursement. We allow this time to use any 
existing supply. We review medication codes quarterly and 
update any medications with a PNA code status to NRS. 

https://www.bridgespanhealth.com/provider/home
https://www.bridgespanhealth.com/provider/pre-authorization
http://www.availity.com
https://www.bridgespanhealth.com/provider/pre-authorization/electronic-authorization
https://www.bridgespanhealth.com/provider/library/policies-guidelines/dental-policy/disclaimer
https://www.bridgespanhealth.com/provider/library/policies-guidelines/reimbursement-policy/disclaimer
https://www.bridgespanhealth.com/provider/library/policies-guidelines/reimbursement-policy/disclaimer
https://www.bridgespanhealth.com/provider/claims-payment/claims-submission/coding-toolkit
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The Bulletin recap
We publish updates to medical policies and reimbursement 
policies in our monthly publication, The Bulletin. You can 
read issues of The Bulletin or subscribe to receive an email 
notification when issues are published on our provider 
website: Library>Bulletins. 

Medical policy updates
We provided 90-day notice in the October 2021 issue of 
The Bulletin about the following medical policies, which are 
effective January 1, 2022:

 - Assays of Genetic Expression in Tumor Tissue as a 
Technique to Determine Prognosis in Patients with Breast 
Cancer (Genetic Testing #42)

 - Transcranial Magnetic Stimulation as a Treatment of 
Depression and Other Disorders (Medicine #148)

We provided 90-day notice in the November 2021 issue of 
The Bulletin about the following medical policies, which are 
effective February 1, 2022:

 - Dental and Orthodontic Treatment for Craniofacial 
Anomalies (Allied Health #33)

 - Neurofeedback (Medicine #65)
The Medical Policy Manual includes a list of recent updates 
and archived policies: Library>Policies & Guidelines> 
Medical Policy>Recent Updates. 

All medical policies are available on our provider website: 
Library>Policies & Guidelines.

Reimbursement policy updates

We provided 90-day notice in the October 2021 issue of The 
Bulletin about the following reimbursement policies, which 
are effective January 1, 2022:

 - Care Management Services (Administrative #122)
 - Drugs and Radiopharmaceuticals Reimbursed Under 

Medical Coverage (Medicine #104) 
 - Reimbursement Methodology for Non-Participating 

Providers (Administrative #135)
 - Reimbursement of Neonatal Intensive Care Unit—Level of 

Care (Facility #112)
We provided 90-day notice in the November 2021 issue of 
The Bulletin about the following reimbursement policies, 
which are effective February 1, 2022:

 - Dialysis Services for ESRD (Administrative #141)
 - Modifier 22; Increased Procedural Services  

(Modifiers #111)
Our reimbursement policies are reviewed on an  
annual basis. 

View our Reimbursement Policy Manual on our provider 
website: Library>Policies & Guidelines> 
Reimbursement Policy. 

To see how a claim will pay, access the Clear Claim 
Connection tool on the Availity Portal at availity.com:  
Payer Spaces>Resources>Claims and Payment> 
Research Procedure Code Edits.

Clinical Position Statements 
converted to medical policies
To improve transparency regarding our position for the 
indications we have historically addressed in our Clinical 
Position Statements, we have converted those statements 
into medical policies. This will make it easier for you to 
find our position on certain medical treatments, tests or 
medications.

New medical policies developed from previous Clinical 
Position Statements include the following statement: 

 - Note: Services described in this medical policy are not 
routinely reviewed for medical necessity, but utilization 
may be subject to audit. Some devices or services 
are subject to the health plan’s reimbursement policy 
manual or not covered based on benefit contracts. 
Claim adjudication is also subject to claim processing 
guidelines and provider contracts.

We publish medical and reimbursement policy updates  
in our monthly publication, The Bulletin. Our policies are 
also available on our provider website:  
Library>Policies & Guidelines.

Clinical Practice Guidelines
Clinical Practice Guidelines are systematically developed 
statements on medical and behavioral health practices that 
help providers make decisions about appropriate health 
care for specific conditions.

View the guidelines on our provider website: Library> 
Policies & Guidelines>Clinical Practice Guidelines. 

Medical policy reviews
Our medical policies are reviewed for the following reasons: 

 - Updates from the Centers for Medicare & Medicaid 
Services (CMS) 

 - Regularly scheduled review 
 - Changes in published scientific literature 
 - Requests from physicians, other health care 

professionals or facilities 
 - Addition, deletion or revision of codes published in the 

CPT, HCPCS and ICD-10 manuals 

https://www.bridgespanhealth.com/provider/home
https://www.bridgespanhealth.com/provider/library/bulletins
http://www.policy.bridgespanhealth.com/
http://www.policy.bridgespanhealth.com/
https://www.bridgespanhealth.com/provider/library/policies-guidelines
https://www.bridgespanhealth.com/provider/library/policies-guidelines/reimbursement-policy/disclaimer
https://www.bridgespanhealth.com/provider/library/policies-guidelines/reimbursement-policy/disclaimer
https://www.availity.com/
https://www.bridgespanhealth.com/provider/library/policies-guidelines
http://www.policy.bridgespanhealth.com/clinical/practice-guidelines/index.html
http://www.policy.bridgespanhealth.com/clinical/practice-guidelines/index.html
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New medication policies 
Effective November 15, 2021

Jemperli, dostarlimab, dru673  - Limits coverage to patients with progressive/advanced mismatch repair deficient 
(dMMR) endometrial cancer after there has been progression on standard of care 
front-line cytotoxic chemotherapy, the setting in which it was studied and for which 
it has a labeled indication

Rybrevant, amivantamab, dru682  - Limits coverage to patients with locally advanced or metastatic non-small cell lung 
cancer (NSCLC) with EGFR exon 20 insertion mutations as subsequent line, the 
setting in which it was studied and for which it has a labeled indication

Saphnelo, anifrolumab, dru688  - Limits coverage to patients with a diagnosis of systemic lupus erythematosus who 
have had inadequate response to standard therapies, the setting in which it was 
studied and for which it has a labeled indication

 - Added to the Site of Care Program; when administered by a provider, these 
medications must be given at an approved location

Zynlonta, loncastuximab tesirine, 
dru675

 - Limits coverage as monotherapy to patients with relapsed or refractory diffuse 
large B-cell lymphoma, not otherwise specified (DLBCL NOS), DLBCL arising 
from low-grade lymphoma, and high-grade B-cell lymphoma when disease has 
progressed on or after at least two prior systemic lymphoma therapies, the setting 
in which it was studied and for which it has a labeled indication

Effective January 1, 2022

Lumakras, sotorasib, dru683  - Limits coverage to the treatment of NSCLC in which KRAS G12C mutation is 
present and there has been progression of disease on or after at least one PD-1/
PD-L1 inhibitor or platinum-based therapy, the setting in which it was studied and 
for which it has a labeled indication

Medication policy updates
Listed below is a summary of medication policy additions and changes. Links to all medication policies, medication lists 
and pre-authorization information for our members, including real-time deletions from our pre-authorization lists, are 
available on our provider website: Programs>Pharmacy. Note: Policies are available online on the effective date of the 
addition or change.

Pre-authorization: Submit medication pre-authorization requests through covermymeds.com.

Expert feedback: We routinely assess our medication policies based on updated medical literature, national treatment 
guidelines, practicing provider feedback and pharmaceutical market changes. If you’d like to provide feedback or be added 
to our distribution list, please email us at BridgeSpanRxMedicationPolicy@bridgespanhealth.com and indicate  
your specialty.

New U.S. Food & Drug Administration- (FDA-) approved medications: New-to-market medications are subject to  
pre-authorization based on their FDA-labeled indication, pivotal trial criteria and dosage limitations until we complete a full 
medication review and develop a coverage policy. 

Product not available (PNA) status: We allow a 90-day grace period to use any existing supply for medications that CMS 
has designated as PNA before they become ineligible for reimbursement. Related: See Non-reimbursable services on  
page 5. 

CONTINUED ON PAGE 8

https://www.bridgespanhealth.com/provider/home
https://www.bridgespanhealth.com/provider/programs/pharmacy
https://www.covermymeds.com/main/
mailto:BridgeSpanRxMedicationPolicy%40bridgespanhealth.com?subject=


8 bridgespanhealth.com     |   Table of Contents

New medication policies (continued)
Effective January 1, 2022

Medications for Multiple Myeloma, 
other cancers, and other 
hematologic disorders, dru672

 - New combination policy replacing the individual multiple myeloma policies with 
the exceptions of selinexor (Xpovio, dru607) and idecabtagene vicleucel (Abecma, 
dru523)

 - Adding coverage criteria for daratumumab (Darzalex, Darzalex Faspro) in systemic 
light chain amyloidosis, a newly FDA-approved indication

 - Adding the newly FDA-approved Pepaxto (melphalan flufenamide) to policy; the use 
of Pepaxto for multiple myeloma will be considered not medically necessary and 
therefore not covered because of a lack of proven additional benefit versus  
lower-cost intravenous melphalan HCl

Truseltiq, infigratinib, dru676  - Limits coverage to patients with advanced unresectable or metastatic 
cholangiocarcinoma (bile duct cancer) with FGFR2 gene alterations after there has 
been progression of standard of care front-line cytotoxic chemotherapy, the setting 
in which it was studied and for which it has a labeled indication

vosoritide, dru687  - New policy ahead of expected FDA approval 
 - Limits coverage to ambulatory pediatric patients with open growth plates when the 

diagnosis of achondroplasia is genetically confirmed and the setting in which it was 
studied (the data have been submitted for FDA approval)

Revised medication policies Description of change
Effective October 1, 2021

Non-Preferred Intra-Articular 
Hyaluronic Acid Derivatives, 
dru351

 - Preferred intra-articular hyaluronic acid (IAHA) products (Synvisc, Synvisc-One, and 
Euflexxa) will not require pre-authorization

 - Revised policy to allow coverage of non-preferred IAHA products in patients with 
osteoarthritis of the knee who have tried and failed all preferred IAHA products

Effective November 1, 2021

Oral CGRP-antagonists and 5-HT-
1f agonists, dru635

 - Added newly FDA-approved product atogepant (Qulipta) to policy
 - For rimegepant (Nurtec), added coverage criteria for migraine prevention, a newly 

FDA-approved indication
Effective November 15, 2021

Chimeric Antigen Receptor (CAR) 
T-cell Therapies, dru523

 - Update ahead of expected FDA approval
 - Added ciltacabtagene autoleucel to policy; limits coverage to patients with relapsed 

or refractory multiple myeloma when specific criteria are met and the setting in 
which it was studied (the data submitted for FDA approval)

 - For brexucabtagene autoleucel (Tecartus), added coverage criteria for adult 
patients with acute lymphoblastic leukemia, a newly FDA-approved indication

Enzyme Replacement Therapies, 
dru426

 - Added plasminogen (Ryplazim) and avalglucosidase alfa (Nexviazyme) to policy, 
two newly FDA-approved products

 - Nexviazyme was also added to the Site of Care Program; when administered by a 
provider, this medication must be given at an approved location

CONTINUED FROM PAGE 7

CONTINUED ON PAGE 9

https://www.bridgespanhealth.com/provider/home
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Revised medication policies (continued)
Effective November 15, 2021

Keytruda, pembrolizumab, dru367  - Added coverage criteria for new indications:
 • Front-line use in advanced, HER2-positive gastric and gastroesophageal 

junction (GEJ) cancer when used as an add-on to trastuzumab plus 
chemotherapy

 • Front-line use in advanced esophageal or GEJ cancer when patient is not a 
candidate for surgical resection or definitive chemoradiotherapy, PD-L1  
CPS > 10, and given in combination with a platinum plus fluoropyrimidine, the 
setting where it was shown to be most effective

 • Advanced renal cell carcinoma (RCC) when used in combination with lenvatinib 
(Lenvima)

 • Use in early-stage, high-risk triple negative breast cancer (TNBC) is considered 
not medically necessary and therefore not covered because of the lack of 
proven health benefit relative to alternatives (chemotherapy alone)

 • Updated coverage criteria for cervical cancer to include use in the first line, in 
combination with chemotherapy, when PD-L1 CPS>1, the setting in which it 
was studied and for which it has a labeled indication

 - Based on the failed confirmatory trial and withdrawal of FDA-labeled indication, 
removed coverage for use as a third- or subsequent-line therapy for advanced 
gastric cancer with PD-L1 CPS > 1

 - Changed coverage position for advanced triple negative breast cancer (TNBC), 
as first-line therapy in combination with chemotherapy when PD-L1 CPS > 10, the 
setting in which it was studied and for which it has a labeled indication

 • This indication was previously considered not medically necessary; coverage 
criteria are being added based on the newly released overall survival (OS) data

 - Removed the requirement for use in combination with lenvatinib (Lenvima) in 
endometrial carcinoma (EC) given the evolving evidence and alignment with other 
covered alternatives

Lutathera, lutetium Lu 177 
dotatate, dru545

 - Clarified tumor characteristics for coverage (“well-differentiated tumor,” in addition 
to use of the Ki67 index)

Mylotarg, gemtuzumab 
ozogamicin, dru530

 - Clarified the intent of criteria for relapsed/refractory acute myeloid leukemia (AML), 
limited to use as a monotherapy (no change to policy intent)

Opdivo, nivolumab, dru390  - Added coverage for advanced gastric cancer, GEJ cancer, and esophageal 
adenocarcinoma for tumors with PD-L1 CPS > 5 when used in combination with 
chemotherapy, the setting in which it was studied in the primary efficacy population 

 - Added coverage for up to one year for resectable (stage II or III) esophageal or 
GEJ cancer when used as adjuvant therapy (as a single agent) after neoadjuvant 
therapy with complete resection when there is residual pathologic disease

 - Based on the failed confirmatory trial and withdrawal of FDA-labeled indication, 
removed coverage as monotherapy for progressive, advanced hepatocellular 
carcinoma (HCC)

CONTINUED FROM PAGE 8

CONTINUED ON PAGE 10
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Revised medication policies (continued)
Effective November 15, 2021 

Tecentriq, atezolizumab, dru463  - Based on the failed confirmatory trial and withdrawal of FDA-labeled indication, 
the coverage position for front-line therapy for locally advanced or metastatic, 
PD-L1-positive, triple negative breast cancer (TNBC) was changed from not 
medically necessary to investigational

Trodelvy, sacituzumab govitecan, 
dru645

 - Added coverage criteria for advanced urothelial cancer, a newly FDA-approved 
indication

Effective January 1, 2022

Anabolic Bone Medications, 
dru612

 - Updating criteria to remove step therapy requirements for patients at very high risk 
of fracture (T-score greater than -2.5 and a history of fragility fractures or history of 
multiple fractures)

Ayvakit, avapritinib, dru624  - Adding coverage criteria for rare mast cell disorders, a newly FDA-approved 
indication

Bosulif, bosutinib, dru285  - Updating coverage stance for previously untreated chronic myelogenous leukemia 
(CML)

 - Despite the newly FDA-approved indication, use in this setting is considered not 
medically necessary and therefore not covered because of the lack of clinically 
meaningful improvement in benefit relative to alternative treatment options, such 
as generic imatinib

CGRP Monoclonal Antibodies, 
dru540

 - Adding provider-administered therapies to Site of Care program; when administered 
by a provider, these medications must be given at an approved location

 - Removed preferred product step therapy requirements for fremanezumab (Ajovy)

Complement Inhibitors, dru385  - Adding the newly FDA-approved product pegcetacoplan (Empaveli) to policy for 
coverage of paroxysmal nocturnal hemoglobinuria (PNH), the setting in which it 
was studied and for which it has a labeled indication

Drugs for chronic inflammatory 
diseases, dru444

 - For tocilizumab (Actemra), adding coverage criteria for Systemic  
Sclerosis-Associated Interstitial Lung Disease (SSc-ILD), a newly FDA-approved 
indication

 - Updating step therapy requirements for upadacitinib (Rinvoq) and tofacitinib 
(Xeljanz) for rheumatoid arthritis (RA); these products are now Level 2 based on 
FDA safety communications regarding risk of serious heart-related events and 
anticipated labeling changes

Gonadotropin-releasing hormone 
combination products, dru655

 - Adding newly FDA-approved product to policy: relugolix, estradiol and norethindrone 
acetate (Myfembree)

Growth Hormone, dru015  - Adding newly FDA-approved product to policy: lonapegsomatropin (Skytrofa)

Iclusig, ponatinib, dru292  - Updating coverage criteria for use in chronic phase Philadelphia  
chromosome-positive (Ph+) chronic myelogenous leukemia (CML) after at least 
two tyrosine kinase inhibitors (TKIs) have not been effective or are contraindicated, 
a newly FDA-approved indication

Lenvima, lenvatinib, dru398  - Updating coverage criteria for renal cell carcinoma (RCC) to include the first line 
setting in combination with pembrolizumab (Keytruda), a newly  
FDA-approved labeled indication

CONTINUED FROM PAGE 9

CONTINUED ON PAGE 11
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Revised medication policies (continued)
Effective January 1, 2022

Lorbrena, lorlatinib, dru582  - Modifying criteria to allow coverage as front-line therapy for anaplastic lymphoma 
kinase (ALK)-positive locally advanced or metastatic NSCLC, a newly FDA-approved 
indication

Monoclonal antibodies for asthma 
and other immune conditions, 
dru538

 - Adding provider-administered therapies to Site of Care program; when administered 
by a provider, these medications must be given at an approved location

Non-Preferred Combination 
SGLT2/ DPP4-Inhibitor-Containing 
Medications, dru689

 - Non-preferred combination SGLT2-DPP4-inhibitor products (Qtern, Steglujan) will 
now require pre-authorization

 - Coverage will require that a preferred combination SGLT2-DPP4-inhibitor product 
(Glyxambi, Trijardy) has been ineffective, not tolerated or is contraindicated

 - Current utilizers will not be grandfathered

Non-Preferred Glatiramer 
Products, dru570

 - Adding branded Copaxone to policy as a non-preferred product
 - Current utilizers will not be grandfathered

Non-Preferred Injectable Insulins, 
dru372

 - The preferred insulin glargine product will now be insulin glargine-yfgn (unbranded 
product, Semglee)

 - Insulin glargine-yfgn is an FDA-approved interchangeable product for Lantus
 - Lantus will require pre-authorization; coverage will be limited to when there is 

documentation of an intolerance or contraindication to insulin glargine-yfgn and a 
completed MedWatch form will also be required

 - Current utilizers will not be grandfathered
 - Related: See New preferred insulin product on page 14.

Non-preferred multiple sclerosis 
treatments, dru511

 - Adding Vumerity to policy as a non-preferred product
 - Current utilizers will be grandfathered

Non-Preferred SGLT2-Inhibitor-
Containing Medications, dru543

 - Preferred SGLT2-inhibitor products will continue to not require pre-authorization; the 
preferred products are the empagliflozin (Glyxambi, Jardiance, Synjardy, Synjardy 
XR) and dapagliflozin (Farxiga, Xigduo, Xigduo XR) families of products

 - Non-preferred SGLT2-inhibitor products will now require pre-authorization
 - These products are canagliflozin (Invokana, Invokamet, Invokamet XR) and 

ertugliflozin (Steglatro, Segluromet) 
 - Coverage will require that both families of preferred products have been ineffective, 

not tolerated or are contraindicated
 - Current utilizers will not be grandfathered

Non-preferred testosterone 
replacement therapy products, 
dru548

 - Moving testosterone undecanoate (Aveed) from “Not Medically Necessary (NMN)” 
to coverage criteria

Ocrevus, ocrelizumab, dru479  - Removing clinical criteria; Site of Care (SOC) requirements will remain

CONTINUED FROM PAGE 10

CONTINUED ON PAGE 12
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Revised medication policies (continued)
Effective January 1, 2022

Products with Therapeutically 
Equivalent Biosimilars/Reference 
Products, dru620 and dru905

 - Adding infliximab (Janssen) to policy as non-preferred

Prolia, denosumab, dru223  - Updating criteria to remove step therapy requirements for patients at very high risk 
of fracture (T-score greater than -2.5 and a history of fragility fractures or history of 
multiple fractures)

Retevmo, selpercatinib, dru643  - To align with Gavreto, updating coverage criteria to state that there has been 
no disease progression on a prior RET inhibitor [e.g., selpercatinib (Retevmo), 
pralsetinib (Gavreto)]

Site of Care Review, dru408  - Adding Xolair, Cinqair, Nucala, Fasenra, Vyepti, Nexviazyme and Saphnelo to the 
Site of Care Program

 - When administered by a provider, these medications must be given at an approved 
location

Tagrisso, osimertinib, dru441  - Updating coverage criteria to include use in adjuvant NSCLC, a newly FDA-approved 
indication

Topical antifungal nail solutions, 
dru384

 - Adding step therapy requirement with generic topical tavaborole for the branded 
products

Xalkori, crizotinib, dru265  - Adding coverage criteria for monotherapy use in systemic anaplastic large cell 
lymphoma (sALCL) that is ALK positive, after relapse or refractory to prior therapy, a 
newly FDA-approved indication

Zeposia, ozanimod, dru674  - Removing step therapy requirements for Zeposia when used for multiple sclerosis
Effective March 1, 2022

Keytruda, pembrolizumab, dru367  - Reauthorization will now be required every six months and will require 
documentation of disease stability or improvement and lack of disease progression

Archived medication policies
Effective November 15, 2021

Supprelin LA, histrelin acetate 
implant, dru541

 - Supprelin LA will no longer require pre-authorization

CONTINUED FROM PAGE 11
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As a reminder, effective January 1, 2022, Inflectra will 
be our preferred infliximab product. Members, who are 
currently on an infliximab product other than Inflectra, 
such as Remicade, Renflexis, Avsola or Ixifi, will need to 
transition to Inflectra for coverage on or after  
January 1, 2022. 

All existing pre-authorizations for non-preferred infliximab 
products will end on December 31, 2021. We started 
notifying members of this change in September 2021. 

Modified authorizations
To make the transition easier, we will automatically transfer 
all existing pre-authorizations for any infliximab product to 
Inflectra so your patients can continue infliximab treatment 
without interruption. For patients currently on one of the 
affected products, you should have received a modified 
authorization letter for Inflectra. You do not need to take 
any action for your patients to switch to Inflectra on 
January 1, 2022. 

To switch your patient to Inflectra before January 1, 2022, 
please submit a new pre-authorization request through 
covermymeds.com. 

If Inflectra is not a treatment option for a patient, you can 
submit a new pre-authorization request for one of the non-
preferred medications (i.e., Remicade, Renflexis, Avsola or 
Ixifi) through covermymeds.com for dates of service on or 
after January 1, 2022. 

If your patient receives their infliximab product at a location 
other than your clinic, you may need to provide new orders 
for the provider administering the infusion. 

Infliximab product coverage effective  
January 1, 2022

Preferred medication HCPCS code

Inflectra Q5103
Non-preferred 
medications

HCPCS codes

Remicade J1745

Renflexis J5104

Avsola Q5121

Ixifi Q5109

Notes:

 - Infusion therapy site of care approvals will not be 
affected by this change. Members can continue receiving 
their infusions at the same location they do currently.

 - All infliximab products currently require pre-authorization; 
this requirement will continue on and after  
January 1, 2022. 

Preferred infliximab product change reminder

https://www.bridgespanhealth.com/provider/home
https://account.covermymeds.com
https://account.covermymeds.com
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New preferred insulin product
Beginning January 1, 2022, insulin glargine-ygfn will replace 
Lantus as our preferred insulin glargine product to  
treat diabetes. 

This change to our formulary will reduce the overall cost 
for members’ pharmacy benefits. Members’ cost share 
for Lantus may increase depending on their prescription 
medication coverage on January 1, 2022.

Insulin glargine-yfgn (unbranded or Semglee) is the most 
cost-effective insulin glargine product with the same 
efficacy and safety as Lantus. Interchangeable biosimilars 
may be substituted at the pharmacy, the same way generic 
drugs are routinely substituted for brand-name drugs. 

If insulin glargine-yfgn (unbranded or Semglee) is not a 
treatment option for one of your patients, you can submit 
a pre-authorization request for continued use of Lantus 
on covermymeds.com. Coverage for Lantus will be 
limited to when there is documentation of an intolerance 
or contraindication to insulin glargine-yfgn. A completed 
MedWatch form will also be required.

Related: See the Non-Preferred Injectable Insulins, dru372, 
information in the Medication policy updates article on  
page 11. 

SAD could affect your patients 
this winter
As the days get shorter and the winter months settle 
in, many of our members—your patients—may start to 
experience symptoms of seasonal affective disorder (SAD).  

SAD is a type of depression that occurs during the winter 
season, and it is thought that it could be caused by a lack 
of sunlight. Because of its seasonality, it is sometimes 
called the winter blues. The signs and symptoms for SAD 
can mirror those of depression and can include:

 - Oversleeping
 - Having low energy
 - Overeating and weight gain
 - Feeling sluggish or agitated
 - Having difficulty concentrating
 - Restlessness and agitation, among others

SAD can be treated using traditional forms of care, such as 
psychotherapy and antidepressant medication, and may 
also benefit from light therapy and vitamin D supplements. 
Tips for identifying SAD in your patients include:

 - Asking about mental health issues during the patient’s 
physical exam.

 - Checking for symptoms of depression by asking about 
symptoms and the patient’s thoughts, feelings and 
behavior patterns.

 - Considering the use of a diagnostic tool, such as the 
Seasonal Pattern Assessment Questionnaire or the  
PHQ-9 Quick Depression Assessment, available at 
screening.mhanational.org/screening-tools.

https://www.bridgespanhealth.com/provider/home
https://account.covermymeds.com
https://screening.mhanational.org/screening-tools
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Diagnosing and treating depression in primary care practices
Depression comes in a variety of levels and can often 
go unrecognized by others and even by those afflicted. 
Depression, the number one cause of disability and one of 
the most common mental health conditions, affects millions 
of people. It also increases risk for other medical illness  
by 40%.

Due to COVID-19, incidents of depression have increased for 
adults, teens and children. Those who perhaps were not at 
risk may now suffer from depression—including in milder, 
more situational forms. Because of this, screening for 
depression and gauging changes in teens and children  
is crucial.

Because those suffering may not seek treatment (either due 
to not acknowledging symptoms or not wanting to do so), 
it is important for primary care providers (PCP) to complete 
depression screenings. Patients may feel more comfortable 
with their PCP, with whom they have an established 
relationship, rather than seeking help from a behavioral 
health provider. Routine screenings in the primary-care 
setting are considered a best practice for intervention and 
treatment of depression. Mental Health America’s online 
screening resource also offers a quick and easy way to 
determine whether your patient is experiencing symptoms 
of a mental health condition at screening.mhanational.org/
screening-tools.

Risk factors of depression include being female, having 
alcohol use disorder, being pregnant or recently giving birth, 
having comorbid chronic medical conditions, chronic pain or 
a personal/family history of depression.

Common signs and symptoms of depression include 
fatigue, lack of energy, sleeping too much or too little, 
unexplained aches and pains, neglect of responsibilities, 
loss of interest in personal appearance and loss of 
motivation. Psychological symptoms include sadness, 
anxiety, anger, mood swings, lack of emotional 
responsiveness, feelings of helplessness, irritability, and in 
the extreme, thoughts of suicide and self-harm.

Screening tools for depression can be incorporated into 
PCP practices. The Patient Health Questionnaire 9 (PHQ-9) 
consists of 9 objective items that are rated on a scale of 0 
to 3. This survey tool is both highly sensitive and specific for 
depression. Consequently, the PHQ-9 can be used to screen 
and diagnose depression. Further, the PHQ-9 can be used 
to measure the severity of depression, as well as response 
to treatment. A positive PHQ-9 is diagnostic for depression. 
The PHQ-9 is available at screening.mhanational.org/
screening-tools.

Circumstances exist when a PCP should consider 
psychiatric consultation prior to treatment/prescribing 
medication for depression, when the following are present: 

 - Risk of suicide
 - Need for hospitalization
 - Uncertainty about the diagnosis
 - Comorbid psychiatric disorders

Treatment for depression includes medication management 
and psychotherapy. Milder forms often respond well to 
therapy, while more moderate and severe forms require 
medication along with therapy. 

Upon referral to behavioral health providers, collaboration 
and sharing information is essential for coordination of care 
and providing comprehensive support to patients and  
their families.

https://www.bridgespanhealth.com/provider/home
https://screening.mhanational.org/screening-tools
https://screening.mhanational.org/screening-tools
https://screening.mhanational.org/screening-tools
https://screening.mhanational.org/screening-tools
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Help your patients stop 
smoking 
Smoking poses a threat to people’s health. Tobacco use 
is the leading cause of preventable disease, disability and 
death in the U.S., accounting for more than 480,000 deaths 
per year according to the Centers for Disease Control and 
Prevention (CDC). Cigarette smoking is linked to diseases 
of nearly all organs of the body, particularly cardiovascular, 
metabolic and pulmonary diseases.

As a health plan, our “advising smokers to quit” rate is 
measured. Currently, our score for this measure is lower 
than national benchmarks indicating that this is an area 
of opportunity for us. Our providers play a key role in 
decreasing tobacco use by utilizing smoking cessation 
tools and resources and ensuring patients have the right 
resources to begin their quit journeys.

A team approach is the best way to treat tobacco use and 
dependence. Integrating treatment into the routine clinical 
workflow and engaging the entire health care team in 
treatment delivery can make a difference. Here are some 
suggestions:

 - Advise patients to quit
 • Talk to patients at every visit about their tobacco use. 

Even brief advice can influence a patient’s decision to 
quit smoking.

 • Advise patients that quitting is one of the most 
important things they can do to improve their health 
and prognosis.

 • Remind patients that it is never too late to quit 
smoking. Quitting is beneficial at any age.

 • Provide patients support, regardless of their 
readiness to quit.

 - Offer treatment—a combination of counseling and 
medications.

 - Refer patients to additional support such as cessation 
resources and programs in your health system and 
community.

 - Follow up
 • Assess your patients’ progress over time and provide 

additional support. It may take several attempts for 
them to quit smoking.

 • Try new strategies, like new medications the patient 
hasn’t tried, medication combinations, or new 
approaches to handling triggers.

 • Provide ongoing support and encourage patients to 
keep trying and not give up.

Learn more at cdc.gov/chronicdisease/resources/
publications/factsheets/tobacco.htm.

Talking to your patients  
about diabetes
According to the CDC, more than 24 million people in the 
U.S. have diabetes, and 1 in 5 of them don’t know they 
have it. The U.S. Preventive Services Task Force (USPSTF) 
recommends that providers consider screening patients 
ages 35 to 70 who are considered overweight or who have 
been diagnosed with obesity. In addition to diagnosing 
diabetes, providers play an important role in helping their 
patients manage their diabetes—whether their patients are 
newly diagnosed or have been living with diabetes for  
a while.

We encourage you to discuss the importance of diabetes 
management with your patients, including eating well, 
getting regular exercise, controlling blood sugar levels, 
scheduling eye exams and ways to keep their feet healthy. 
By managing diabetes, patients can reduce their risk of 
heart disease, chronic kidney disease, nerve damage, poor 
foot health, poor oral health, hearing loss and vision loss.

Best practices for diabetes management in the primary 
care office:

 - Leverage your electronic health records, utilize registries 
and prompts to alert providers and staff when it’s time to 
order recommended diabetic screenings and tests (e.g., 
A1c, urine microalbumin, lipid panel, eye exam,  
foot exam).

 - Consider support staff that can help with outreaching to 
patients that are due for diabetic screenings and tests.

 - Complete diabetic labs and screenings in the primary 
care office during the office visit to ensure that patients 
due for screenings or tests get the care they need.

 - Utilize clinical pharmacists to help manage patients who 
may need more support in managing their diabetes.

 - Consider additional resources that patients may need to 
help manage their diabetes (e.g., health coaches, diabetic 
specialists, nutritionists).

https://www.bridgespanhealth.com/provider/home
https://www.cdc.gov/chronicdisease/resources/publications/factsheets/tobacco.htm
https://www.cdc.gov/chronicdisease/resources/publications/factsheets/tobacco.htm
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Help patients manage  
their weight
As a provider, you play a vital role in helping patients better 
understand how maintaining a healthy weight can reduce 
the risk of diseases and health conditions, including type 2 
diabetes, heart disease, high blood pressure, arthritis, sleep 
apnea and stroke.

Measuring your patients’ body mass index (BMI) regularly 
may help you identify who may benefit from weight-loss 
information and counseling. Patients may have a hard 
time talking about their weight. You may want to mention 
the health risks associated with being overweight and ask 
patients if you could talk to them about their overall health, 
including weight. 

Your electronic medical record system may include an alert 
that will automatically calculate the BMI. When coding for 
obesity, code for both the obesity diagnosis (e.g., ICD-10 
E666.1-E666.3, E666.8 and E66.9), as well as the  
BMI Z codes.

Provider office test result 
follow-up
Within the Consumer Assessment of Healthcare Providers 
and Systems (CAHPS) survey there are two topics that 
measure the members experience with how well providers 
follow up with test results and how well they follow up in 
a timely manner. As a health plan, we’re measured on the 
experiences our members have within the delivery system, 
and with the recent release of our official 2021 CAHPS 
results, we found a downward trend across our scores with 
both of these measures.

Studies show that ineffective management of test results, 
both following up with test results and following up in 
a timely manner, can lead to waste in health care by 
causing additional and unnecessary tests to be ordered, 
or by causing serious patient safety issues with missed 
diagnoses or potential changes in medications for patients.

While an increase in the use of electronic medical records 
(EMR) systems have paved the way for providers to 
implement best practice protocols, there is still room for 
improvement, and we encourage you to consider these tips 
for improving your test result processes:

 - Follow up on all test results, both normal and abnormal.
 - Follow up using patients’ preferred method of 

communication (mail, phone or email) to ensure they are 
notified of their results.

 - Leverage your EMR to its highest potential for test 
tracking and follow up, to distinguish between abnormal 
and normal test results, and for communication between 
staff, as well as communication with patients through 
your patient portal.

 - Communicating the standard process for following up 
with test results (e.g., within two to three business days), 
can help set expectations with patients, and improve the 
experience for patients and staff.

Consider test result follow up and following up timely as a 
quality improvement project for your 2022 quality program 
year. Here are some resources that can help:

 - The Institute for Health Improvement Plan-Do-Study-Act 
(PDSA) Worksheet can help guide almost any quality 
improvement project: ihi.org/resources/Pages/Tools/
PlanDoStudyActWorksheet.aspx.

 - The Agency for Healthcare Research and Quality  
Step-by-Step Guide for Rapid-Cycle Patient Safety and 
Quality Improvement may be helpful for improving 
processes and workflows within your practice: ahrq.gov/
hai/tools/ambulatory-care/lab-testing-toolkit.html.

Administrative Manual 
updates
The following updates were made to our manual sections 
on December 1, 2021:

Facility Guidelines
 - Revised the period during which readmission for a related 

condition is considered a continuation of initial treatment 
to 72 hours

 - Clarified that transfers between inpatient stays at acute 
care hospitals are considered a continuation of initial 
treatment

The following update will be made to our manual section 
on January 1, 2022:

Introduction
 - Updated directory validation requirements 

Our manual sections are available on our provider website: 
Library>Administrative Manual. 

https://www.bridgespanhealth.com/provider/home
http://www.ihi.org/resources/Pages/Tools/PlanDoStudyActWorksheet.aspx
http://www.ihi.org/resources/Pages/Tools/PlanDoStudyActWorksheet.aspx
https://www.ahrq.gov/hai/tools/ambulatory-care/lab-testing-toolkit.html
https://www.ahrq.gov/hai/tools/ambulatory-care/lab-testing-toolkit.html
https://www.bridgespanhealth.com/provider/library/administrative-manual
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Anesthesia billing 
We conduct post-pay audits of anesthesia codes billed 
without the proper modifiers or codes that did not include 
the appropriate discounts. This payment recoupment is 
supported by our Anesthesia Reimbursement & Services 
Reporting reimbursement policy (Anesthesia #102). View 
our Reimbursement Policy Manual on our provider website: 
Library>Policies & Guidelines>Reimbursement Policy. 

Drug code billing change
Effective for dates of service on or after March 1, 2022, 
drug administration codes billed without an accompanying 
HCPCS drug code will be denied.  

Hearing aid DMEPOS 
reimbursement reminder
Effective September 1, 2021, we added hearing aids and 
associated devices, supplies and services to the DMEPOS 
Reimbursement Schedule for Unlisted Codes/Codes with  
no Fees. 

This change applies to all provider types.

Customers whose hearing aid benefits are not based on 
the allowed amount will have claims processed to plan 
benefits.

You can check reimbursement rates for hearing aids on the 
Availity Portal, availity.com: Claims & Payment> 
Fee Schedule Listing>Fee Schedules. Select the plan name 
and then enter the organization, tax ID and NPI. Click Next. 
Select the Actions button on the right to enter specific 
codes or a code range.

New pricing dispute process
We created a new process for contracted providers to 
notify us when they have a pricing dispute. Pricing disputes 
occur when providers disagree with our decision about 
how a claim or claim line was processed according to their 
provider agreement. Pricing disputes are separate from our 
provider appeals process and follow a different timeline. 
This new process will reduce the number of pricing 
disputes that are incorrectly submitted as provider appeals. 

Pricing disputes may now be submitted by completing the 
Pricing Dispute Form. The form is available on our  
provider website:

 - In the Claims section, Library>Forms
 - Claims & Payment>Receiving Payment>Appeals
 - In the Claims section of the Self-Service Tool

Before submitting a dispute, be sure to validate it against all 
available resources, including but not limited to:

 - Reimbursement schedules 
 - Agreement terms 
 - Provider website resources, including 

 • Coding Toolkit 
 • Billing guidelines 
 • Administrative Manual 
 • Reimbursement policies 

 - Provider Contact Center 
 - Availity Provider Portal resources 

We aim to streamline and improve our providers’ experience 
by giving them the tools  to quickly serve themselves. By 
reducing the number of intake points and asking providers 
to use available resources to validate the dispute and cite 
their rationale, we will ensure the most efficient handling 
possible, resulting in quicker response times. 

Member ID cards have a  
new look
To help members know how much they’ll pay for care,  
as new cards are issued next year, we’re adding  
in-network and out-of-network deductible and  
out-of-pocket maximums to our member ID cards. To make 
room on each member ID card for this helpful information, 
we’re giving each covered family member their own card, 
regardless of age.

Because there will now be several cards for one covered 
family, we encourage members to use and providers to 
accept digital cards rather than requiring paper cards. 
Members can access their member cards online at 
bridgespanhealth.com.

Please continue to verify eligibility on the Availity Portal, 
availity.com. You’ll also need to verify the name on the card 
matches the name of the patient.

Sample cards will be added to the Identifying Members 
page on our provider website: Claims & Payment> 
Identifying Members by December 15, 2021.

https://www.bridgespanhealth.com/provider/home
https://www.bridgespanhealth.com/provider/library/policies-guidelines/reimbursement-policy/disclaimer
https://www.availity.com
https://www.bridgespanhealth.com/provider/library/forms
https://www.bridgespanhealth.com/provider/claims-payment/payment/appeals
https://www.bridgespanhealth.com/provider/self-service-tool
https://www.bridgespanhealth.com/member/home
https://www.availity.com
https://www.bridgespanhealth.com/provider/claims-payment/identifying-members#Sample-member-ID-cards
https://www.bridgespanhealth.com/provider/claims-payment/identifying-members#Sample-member-ID-cards
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The COVID-19 pandemic has surfaced inequalities in health 
care, and the critical role social and environmental factors 
(i.e., conditions in places where people live, learn, recreate 
and work) play in health outcomes. 

We are working tirelessly to close health equity gaps to 
ensure simpler, better more affordable health care for 
those we serve—from all backgrounds and walks of life. 
This includes collecting and tracking social determinants 
of health (SDoH) information about our members to 
understand barriers and support equitable access to quality 
health care and health education.

Effective October 1, 2021, the Centers for Disease Control 
and Prevention (CDC) and National Center for Health 
Statistics (NCHS) approved new SDoH code assignments. 
The new codes cover more conditions, adding greater 
specificity to capture a more holistic view of a  
patient’s health.

The SDoH Z codes make it possible to measure social 
risk factors and social needs. They cover the following 
categories:

 - Z55: Education/literacy
 - Z56: Employment and unemployment
 - Z57: Occupational exposure to risk factors
 - Z58: Physical environment
 - Z59: Housing and economic circumstances
 - Z60: Social environment
 - Z62: Upbringing
 - Z63: Primary support group, including family 

circumstances
 - Z64: Psychosocial circumstances
 - Z65: Other psychosocial circumstances
 - Z72: Lifestyle
 - Z73: Life management difficulty
 - Z74: Care provider dependency
 - Z75: Medical facilities and other health care
 - Z91: Personal risk factors, not elsewhere classified

Use the CDC National Center for Health Statistics  
ICD-10-CM Browser tool to search for ICD-10-CM codes 
and information on code usage: icd10cmtool.cdc.
gov/?fy=FY2022.

When the codes were first introduced, only those supported 
by physician documentation could be entered, but CMS 
revised its guidance. Now non-physician providers can 
document the SDoH codes during patient encounters. 
This includes nurses, community health workers, case 
managers and other clinicians.

We encourage you to include the SDoH Z codes in your 
patients’ medical records. Including these codes will 
help us identify opportunities to provide support to our 
members, such as transportation or in-home care,  
and connections to food banks and other  
community resources.

Social determinants of health ICD-10 code expansion

https://www.bridgespanhealth.com/provider/home
https://icd10cmtool.cdc.gov/?fy=FY2022
https://icd10cmtool.cdc.gov/?fy=FY2022
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Directory attestation to be required every 90 days 
Accurate provider directories are essential for members 
to use when making informed health care decisions. 
When information is missing or inaccurate, members may 
be denied care or receive unexpected medical bills. The 
Consolidated Appropriations Act (CAA), 2021, effective 
January 1, 2022, requires health plans to establish a 
process to verify and update provider directory information 
no less frequently than every 90 days.  Accurate provider 
directories are also a requirement for compliance with, the 
Affordable Care Act (ACA) and your agreement as a network 
provider with BridgeSpan. 

Effective March 1, 2022, we will require the following:

 - Providers must continue to review to verify accuracy 
and submit all updated information about their practice 
at least every 90 days. In compliance with the CAA, 
BridgeSpan has defined out policy to require provider 
verifications every 90 days.

 - All participating providers that are eligible to display 
in directories based on their specialty and current 
credentialing status will be displayed in our provider 
directories. 

 - All participating providers are required to comply with 
BridgeSpan policies and procedures related to furnishing 
information necessary to ensure provider directories 
are up-to-date, accurate, and complete pursuant to 
federal and state law, including 45 C.F.R. 156.230(b). This 
information includes, but is not limited to, accepting new 
patients, provider practice location, contact information, 
specialty, medical group and other institutional affiliations. 

 - Providers must review, update and return roster validation 
requests from BridgeSpan. 

 - Failing to verify directory information is grounds for 
removal from our provider directory and/or termination of 
the provider’s agreement with BridgeSpan.

 - A provider is removed from our directory in the following 
scenarios until such time that the provider properly 
verifies or updates their directory information:

 • Research results in inability to verify a provider’s 
directory information based on the most recent 
information from provider, internet research, claims 
data submitted, their phone number is out of service 
or no reply to voice messages or email contact; 

 • Research of member feedback of invalid contact 
information that we are unable to verify or update; or

 • When notified of a provider’s retirement, move out of 
area, or is deceased.

We are actively researching ways to make the process 
of validating directory information as easy as possible, 
including launching a tool on the Availity Portal in 2022 . 
If you or your organization do not already have an Availity 
Portal account, please register at the tax ID level today at 
availity.com. Our requirements will be updated as further 
federal guidelines or rules are published. Please look for 
more information in upcoming issues of this newsletter..

Learn more about CAA and the provider directory attestation 
requirements on the CMS website: cms.gov/CCIIO/
Resources/Fact-Sheets-and-FAQs/Downloads/FAQs-
Part-49.pdf#page=7. View instructions for verifying and 
updating your directory information on our provider website: 
Contact us>Update Your Information.

https://www.bridgespanhealth.com/provider/home
https://www.availity.com
https://www.cms.gov/CCIIO/Resources/Fact-Sheets-and-FAQs/Downloads/FAQs-Part-49.pdf#page=7
https://www.cms.gov/CCIIO/Resources/Fact-Sheets-and-FAQs/Downloads/FAQs-Part-49.pdf#page=7
https://www.cms.gov/CCIIO/Resources/Fact-Sheets-and-FAQs/Downloads/FAQs-Part-49.pdf#page=7
https://www.bridgespanhealth.com/provider/contact-us/update-your-information
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Keep your information 
current
Our members rely on the information in our online provider 
search tool, Find a Doctor, to determine whether physicians, 
dentists, other health care professionals and facilities are 
included in their health plan’s provider network. 

When information is missing or inaccurate, members may 
be denied care or receive unexpected medical bills. 

We require verification of your practice information and the 
networks you participate in at least once every 30 days.

Validate your practice information 
We require you to verify your practice information and the 
networks you participate in at least once every 30 days. 
Take time now to validate your practice information, 
including whether you are accepting new patients, by 
following the steps outlined on our provider website: 
Contact Us>Update Your Information.

Related: These requirements will change in 2022. See 
Directory attestation to be required every 90 days on  
page 20.

Each month, please verify that we have correctly listed 
your specialty, degree, primary care designation (if 
appropriate) and whether you are accepting new patients. 
This helps members find you when they need specialty care 
or a particular service. If your clinic is a retail health clinic, 
let us know so we can update your information.

Submit changes or corrections
Please contact your provider experience representative if 
your information has changed or is listed incorrectly. Thank 
you for helping our members connect with you.

Refer to in-network providers 
As a reminder, except in cases of an emergency, you must 
refer members to participating in-network medical, dental 
and behavioral health providers, including laboratories. 

Referring members to in-network providers, including 
laboratories, is critical for our exclusive provider 
organization (EPO) members. EPO members are 
responsible for 100 percent of out-of-network costs.

Making referrals to in-network providers and facilities helps 
your patients make more informed choices about how they 
spend their health care dollars. By staying in-network, your 
patients will:

 - Minimize their out-of-pocket expenses
 - Receive the highest level of medical and dental benefits
 - Ensure that they have convenient access to  

quality services
Referrals to non-participating providers should only  
be made after notifying the member in writing that  
services may not be covered or may result in higher  
out-of-pocket costs.

Use the Find a Doctor tool on our provider website to locate  
in-network providers. Locate providers by name, location  
or specialty type. 

https://www.bridgespanhealth.com/provider/home
https://www.bridgespanhealth.com/web/bridgespan_provider/update-your-information
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Resources for you
Use our Self-Service Tool, available 24/7, to review 
helpful answers to our most frequently asked 
questions and quickly navigate our provider 
website resources.  

Required compliance training 
reminder
Fraud, waste and abuse (FWA) and general compliance 
trainings are required for participation in Qualified Health 
Plan (QHP) networks. This training must be completed 
within 90 days of hire and annually thereafter.

Please ensure that your staff complete required training 
and maintain documentation for auditing purposes. 
Information regarding the BridgeSpan Compliance program 
and related resources is available on our provider website: 
Library>Policies and Guidelines>Guidelines.

Coding Toolkit updates
Our Coding Toolkit lists our clinical edits and includes 
information specific to Medicare’s National Correct Coding 
Initiative (NCCI). These coding requirements are updated 
on a monthly basis in the Clinical Edits by Code List in the 
Coding Toolkit.

The Coding Toolkit is available on our provider website: 
Claims & Payment>Coding Toolkit.  

Bundling edits

We use Change Healthcare and their claims management 
solution for ClaimsXten bundling edits. Additional 
ClaimsXten correct coding edits will continue to be 
implemented on an ongoing basis. The Coding Toolkit 
provides a high-level description of the ClaimsXten-sourced 
edits. These edits are proprietary to Change Healthcare 
and, therefore, we cannot provide the editing detail. 

Correct Code Editor (CCE) 
Our CCE, also located in the Coding Toolkit, has additional 
CPT and HCPCS code pair edits that we have identified 
and are used as a supplement to Medicare’s NCCI. This 
supplemental list of code groupings in the CCE is updated 
quarterly in January, April, July and October. We reserve the 
right to take up to 30 calendar days to update our systems 
with CCE updates, CMS-sourced changes and Change 
Healthcare-sourced changes. Claims received before our 
systems are updated will not be adjusted. 

Notification and recoupment process 
We perform ongoing retrospective review on claims that 
should be processed against our clinical edits. We follow 
our existing notification and recoupment process when we 
have overpaid based upon claims processing discrepancies 
and incorrect application of the clinical edits. View the 
notification and recoupment process on our provider 
website: Claims & Payment>Payment> 
Overpayment Recovery. 

Secondary claims editor 
We use MultiPlan’s payment integrity service as a 
secondary editor supporting our existing claims edits. 
MultiPlan applies edits in line with our medical and 
reimbursement policies and correct payments. 

Between analysis and payment, MultiPlan adds a level of 
human expertise to examine claims, when appropriate, 
combining automation with expert clinical review.

Review coding publications
Please remember to review your current coding 
publications for codes that have been added, deleted or 
changed and to use only valid codes.

https://www.bridgespanhealth.com/provider/home
https://www.bridgespanhealth.com/provider/self-service-tool
https://www.bridgespanhealth.com/provider/library/government-programs-compliance-tips
https://www.bridgespanhealth.com/provider/claims-payment/claims-submission/coding-toolkit
https://www.bridgespanhealth.com/provider/claims-payment/claims-submission/coding-toolkit
https://www.bridgespanhealth.com/provider/claims-payment/payment/overpayment-recovery
https://www.bridgespanhealth.com/provider/claims-payment/payment/overpayment-recovery

