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Benefits:  Overview of Clinical Services
1

This section is an overview of the clinical services available to clients in the Family PACT (Planning, Access, Care and Treatment) Program.  The reproductive health services of Family PACT are designed 
to support family planning methods for women and men, as gender appropriate by assisting individuals 

who have a medical necessity for family planning services.  Family planning method management is the 
main purpose of each visit.  Secondarily, Family PACT services include assistance with related reproductive health conditions to achieve and maintain optimal reproductive health.

There are two categories of services available in the program:  primary benefits for contraceptive services and secondary benefits for related reproductive health conditions.

Primary Benefits
Primary benefits are services relevant to the use of family planning methods and include specified reproductive health care screening tests.  Family PACT primary benefits are available with all family planning methods covered by the program.  Some services have restrictions, associated with gender and age.  Refer to the Benefits:  Primary Contraceptive Services section in this manual for a complete listing of services and associated restrictions.

Primary benefits include:

· Family planning method services, including periodic health screening and problem-oriented visits

– Evaluation and Management (E&M) office visits

– Education and Counseling (E&C) office visits

· Outpatient procedures specific to family planning methods

· Prescription contraceptives 

· Emergency contraception 

· Spermicides, male and female condoms and personal lubricants

· Urine pregnancy testing 

· Screening tests for breast and cervical cancer

· Screening tests for certain STIs and corresponding confirmatory tests

· Collection and handling of blood specimens

· Interventions for the management of complications that arise from the use of covered contraceptive methods

Primary Diagnosis S-Codes
A Family PACT primary diagnosis S-code is required for billing all program services.  The categories of S-codes relate to the family planning method selected by the client, as follows:  

S-Codes
Description
S101 – S102 
Oral contraceptives/patch/ring 

S201 – S202 
Contraceptive injections 

S301 – S302 
Contraceptive implants 

S401 – S402 
Intrauterine contraception 

S501 – S502 
Barriers/Fertility Awareness Method (FAM)/Lactation Amenorrhea Method (LAM) 

S601 – S602 
Pregnancy testing only 

S701 – S702 
Female sterilization

S801 – S802 
Male sterilization  

For more information, refer to the Diagnosis:  Coding Primary Diagnosis S-Codes section in this manual.  Do not bill Family PACT services with ICD-9-CM V codes.

Laboratory Screening Tests
Laboratory screening testing is an important component in maintaining optimal reproductive health and is included in primary benefits with contraceptive services.  Screening tests have been pre-selected specifically for family planning reproductive health.  Certain tests include the option of reflex or confirmatory testing, and some restrictions apply which are noted.  Screening tests are available for all primary diagnosis S-codes, except S601 – S602 (pregnancy testing only).

Additionally, Family PACT primary benefits include laboratory tests specific to each method of contraception (method-specific).  These tests assist the clinician in assessing a client’s health when initiating a method or surveilling method continuation for a client with other medical conditions.  Certain restrictions may apply and are noted. Tests performed when “medically indicated in the context of provision of contraceptive services or required by an outpatient facility,” require justification for ordering to be documented in the client’s medical record.  For more information, refer to the Benefits:  Primary Contraceptive Services section in this manual.

Screening laboratory tests performed in a provider’s office for Family PACT clients are billed using standard CPT-4 codes and modifiers.  For more information, refer to the Modifiers:  Approved List and Pathology:  Billing and Modifiers sections in the appropriate Part 2 Medi-Cal manual.

Providers must have the appropriate Clinical Laboratory Improvement Amendment (CLIA) certification on file with the Department of Health Care Services Provider Enrollment Branch for the tests performed in the office.  For more information, refer to the Pathology:  An Overview of Enrollment and Proficiency Testing Requirements section in the appropriate Part 2 Medi-Cal manual.

Clinical laboratory tests, including cytopathology (Pap smears) and histopathology evaluations (biopsies), are billed by laboratory providers using standard CPT-4 codes.  While the definition of certain CPT-4 codes includes testing for multiple pathogens, only the laboratory tests to detect the specific pathogens listed in this manual are considered Family PACT benefits.

For a comprehensive listing of reimbursable laboratory tests, descriptions and restrictions, refer to the Laboratory Services section in this manual.  Unless otherwise specified in this manual, Medi-Cal Laboratory Service Reservation System requirements apply.  For more information, refer to the Pathology:  An Overview of Enrollment and Proficiency Testing Requirements section in the appropriate 
Part 2 Medi-Cal manual.

Pregnancy Testing Only
Pregnancy testing only services (S-codes S601 – S602) are for female

Services
clients seeking pregnancy testing who do not wish to initiate a contraceptive method.  The benefits in this category are limited to the following:

· E&M office visits

· E&C office visits

· Urine pregnancy testing

Secondary Benefits
The Family PACT Program includes the diagnosis and treatment of specified sexually transmitted infections (STIs), urinary tract infections (UTIs) and preinvasive cervical lesions when the care is provided coincident to a visit for the management of a family planning method. 

Secondary services for male and female clients are pre-selected by the program for specified STIs, and for female clients only, diagnosis and treatment of UTIs and cervical abnormalities, as follows:

· Outpatient procedures and treatments

· Laboratory testing 

· Limited formulary of prescription drugs

· Interventions for the management of complications 
arising from a covered treatment

Secondary Diagnosis
In addition to the primary diagnosis S-code, a secondary ICD-9-CM

ICD-9-CM Codes
diagnosis code that identifies a symptom or condition being treated is required in the secondary diagnosis field of the claim form. 

Reimbursement of procedures, laboratory tests and drugs dispensed onsite for treatment of secondary related reproductive health conditions directly correlates to secondary diagnosis ICD-9-CM coding for reimbursement.  For additional information, see the Benefits:  Secondary Related Reproductive Health Conditions and Drugs:  Onsite Dispensing Billing Instructions sections in this manual.

Laboratory Tests, Procedures
Secondary benefits include diagnostic laboratory testing beyond the

and Drugs
screening tests, identified under primary benefits for specific STIs and for UTIs in women.  Pre-selected office and outpatient procedures to treat specific STIs and cervical abnormalities are also covered.  Prescription drugs are reimbursed when they are an appropriate treatment regimen and are listed in the Pharmacy and Clinic Formulary section in this manual.  For a listing of covered services, refer to the Benefits:  Secondary Related Reproductive Health Conditions and Drugs:  Onsite Dispensing Billing Instructions sections in this manual.

Complications
Complications may arise as a result of the use of a particular method of contraception as well as from the treatment of a related reproductive health condition.  Management of complications requires an approved Treatment Authorization Request (TAR).  

Primary Benefit Complications
Contraceptive method complications include:  deep vein thrombosis and pulmonary embolism; heavy vaginal bleeding; missing or 


deep implant capsules; perforated or translocated intrauterine 


contraceptives (IUCs); skin reactions to barrier supplies; and surgical, anesthesia and postoperative complications.  Additionally, a vaso-vagal episode may occur during or as a result of a covered service (for example, collection of a blood specimen).

Note: 
Complication services are not reimbursable for primary diagnosis codes S601 – S602 (pregnancy testing only).

Primary Diagnosis S-Codes
Primary diagnosis S-codes with the numeral “3” in the fourth position

for Complications
(for example, S103) are used to bill for complications.  A fifth numeric character (for example, S2031) may be required for complications resulting from the use of a particular method.  All Family PACT claims must have an S-code in the primary diagnosis field of the claim form.  TARs must include a primary diagnosis S-code for complications.  For a listing of S-codes to use for billing complication services, refer to the Diagnosis:  Coding Primary Diagnosis S-Codes section in this manual.
Secondary Benefit Complications
Complications that may arise from the treatment of an STI or UTI


include severe skin ulcerations and infections, allergic reactions to drugs or topical applications prescribed.  Complications of procedures to treat cervical abnormalities and preinvasive lesions include treatment of hemorrhage or pelvic infection secondary to surgical intervention.  

Secondary Diagnosis
When a procedure, lab test or prescription drug is for the management 

ICD-9-CM Codes 
of a complication of a secondary related reproductive health condition, an ICD-9-CM code is required in the secondary diagnosis field of the claim form.  The code selected must identify the complication to the highest level of specificity (the fifth-digit) whenever possible. 

Complication Restrictions
Services are available for management of one or more specific complications from the use of a family planning method and may be limited to that method.  Services for the management of complications for secondary related reproductive conditions are pre-selected and identified in this manual.  Only those complications that can be reasonably managed on an outpatient basis are reimbursable for each method of contraception.  Services are limited to the appropriate gender. 

Treatment Authorization 
A TAR is required for complication services for both enrolled Family 

Request (TAR)
PACT providers and Medi-Cal providers who deliver services upon referral from an enrolled Family PACT provider.  TAR requirements apply to medical, anesthesia, laboratory, pharmacy, radiology and hospital providers.  For more information, refer to the Treatment Authorization Request (TAR) section in this manual.  For information about completing a TAR, refer to the TAR Completion section in the Part 2 Medi-Cal manual.

Comparable Services for
Family PACT clinical services are comparable for both male and

Males and Females
female clients, except for appropriate gender differences, which are noted.  In accordance with the Program Standards section in this manual, all services shall be provided to eligible clients without regard to sexual orientation.  

Medical Justification
Medical record documentation must reflect the clinical rationale for providing, ordering or deferring services rendered to clients according to the Program Standards section, including, but not limited to, client assessment, diagnosis, treatment and follow-up.  Medical record documentation must include justification to support claims for reimbursement.  For more information, refer to the Program Standards section in this manual.

Excluded Services
For services excluded from the Family PACT Program, refer to the Family PACT Program Overview section in this manual.  Procedures, lab tests, drugs and/or contraceptive supplies used for purposes other than family planning or related reproductive health conditions, as defined by the Family PACT Program, are not reimbursable by the program.  Family PACT has a limited scope of benefits and is not a primary care program.

Drugs and/or supplies ordered by a provider who is not enrolled in the Family PACT Program, without a referral by an enrolled Family PACT provider, are not reimbursable.  For more information, refer to “Family PACT Referrals” in the Provider Responsibilities section in this manual.

If a non-covered service is recommended for a Family PACT client, the client must be informed of the medical necessity of the service that is not reimbursed by the program, and the client must sign a financial agreement with the service provider.
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