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IR MESENTERIC ANGIOGRAM

Please review the operative note for an IR Mesenteric Angiogram, Uterine Artery
Embolization and provide the appropriate codes. We are considering the following codes:
76937, 36247, 36248 x 3, 75726-XU, 37243.

Answer: Report CPT® codes 76937, 37244, 36245-59, 36246-59 x2, 36247x2, 36248 x4,
75726-59 x4 and 75774-59 x4. The physician is attempting to identify active bleeding.
After completion of the imaging, the right uterine artery is embolized due to large volume
vaginal bleeding. Since there is mention of bleeding and no mention of uterine
‘ fibroids/tumor, CPT® code 37244 would be reported rather than 37243. Based on the
documentation submitted, four separate vascular families are accessed from a right
femoral artery approach, with multiple images taken.

The separate family selections and imaging are as follows: Celiac to left gastric (36246, 75726), SMA
(36245,75726), IMA, left colic, sigmoid, superior rectal/hemorrhoidal, (36246, 36248, 36248, 75726,
75774, 75774), Left internal iliac to left inferior vesicle (36247, 36248, 75726, 75774) and Right internal
iliac, to pudenal, uterine (36247, 36248, 75726, 75774). Please refer to the PARA Data Editor code
descriptions.

Select | Charge Quote | Charge Process || Claim/RA || Contracts | Pricing Data | Pricing | Rx/Supplies | Filters | CDM | Calculator | Advisor | Admin | CMS | Tasks | PARA

Report Selection | 2019 Hospital Based HCPCS/CPT® Codes Quarter: Q4 X || CCI Edits OPPS (v25.3, Oct-Dec 2019) ¥ ||2019 CPT® Codes X

2019 CPT® Codes
Codes and/or Descriptions: 76937,37244,36245,36246,36247,36248,75726,75774
M- Expertto PDF | B Export to Exce

26245 lective catheter placement, arterial system; each first order abdominal, pelvic, or lovier extremity artery branch, within a UNCHANGED Click For Details
vascular family

36246 Selective catheter placement, arterial system; initial second order abdominal, pelvic, or lower extremity artery branch, UNCHANGED Click For Details
within a vascular family

26247 Selective catheter placement, arterial system; initial third order or more selective abdominal, pelvic, or lower extremity UNCHANGED Click For Details
artery branch, within a vascular family

36248 Selective catheter placement, arterial system; additional second order, third order, and beyond, abdominal, pelvic, or lower UNCHANGED Click For Details
extremity artery branch, within a vascular family (List in addition to code for initial second or third order vessel as
appropriate)

37244 Vascular embelization er occlusion, inclusive of all radiclegical supervision and interpretation, intraprecedural rcadmapping, UNCHANGED Click For Details
and imaging guidance necessary to complete the intervention; for arterial or venous hemarrhage or lymphatic
extravasation

75726 Angiography, visceral, selective or supraselective (with or without flush aortogram), radiclogical supervision and UNCHANGED Click For Details
interpretation

TF5774 Angiography, selective, each additional vessel studied after basic examination, radiclegical supervision and interpretation UNCHANGED Click For Details
(List separately in addition to code for primary procedure

76937 Ultrasound guidance for vascular access requiring ultrascund evaluation of potential access sites, documentation of UNCHANGED Click For Details
selected vessel pate wcurrent realtime ultrasound visualization of vascular needle entry, with permanent recording

and reporting (List separately in addition te code for primary procedure)
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IR MESENTERIC ANGIOGRAM

CPT® code 75726 represents the initial visceral imaging in a vascular family. Code 75774 is reported for
additional images taken within a vascular family. Please refer to the AHA Coding Clinic for HCPCS - First
Quarter 2012 Page: 5 which contains an example of celiac artery imaging, with additional selection of
branches with imaging and advises that 75774 is reported “for each vessel and each branch of a vessel
that is selectively catheterized and imaged.”

Append modifier 59 to 36246 and 36245 to override the CCl edit when reported with 36247. Append
modifier 59 to 75726 and 75774 to override the CCl edit when reported with 37244. Documentation
supports separate and distinct services since separate vascular families are selected and imaged.

Please refer to the PARA Data Editor CCl edits.

Select || Charge Quote || Charge Process || Claim/RA || Contracts || Pricing Data || Pricing || Rx/Supplies || Filters | CDM || Calculator || Advisor || Admin || CMS || Tasks || PARA
Report Selection || 2019 Hospital Based HCPCS/CPT® Codes Quarter: 04 % |[(CCI Edits OPPS (v25.3, Oct-Dec 2019) %[ 2019 CPT® Codes ¥

CCI Edits OPPS (v25.3, Oct-Dec 2019)
Codes and/or Descriptions: 76937,37244,36245,36246,36247,36248,75726,75774 Remowe 'OK To Bill' Results | | Export to PDF | @ Expeort to Excel |
|;| Copy to Cliphoard

Edit =R
PRIME CPT SECOND CPT SEL Maodifier
Indicator
36246 - SELECTIVE CATHETER PLACEMENT, ARTERIAL SYSTEM; INITIAL SECOND CORDER 26245 - SELECTIVE CATHETER PLACEMENT, ARTERIAL SYSTEM; Calumn 1 - Code
ABDOMINAL, PELVIC, OR LOWER EXTREMITY ARTERY BRANCH, WITHIM A WASCULAR FAMILY |EACH FIRST ORDER ABDOMIMAL, PELVIC, OR LOWER EXTREMITY 1/Column | pair
(Column 1) ARTERY BRAMCH, WITHIN A VASCULAR FAMILY {Column 2) 2 Correct | requires
Coding maodifier
to bill
26247 - SELECTIVE CATHETER PLACEMENT, ARTERIAL SYSTEM: INITIAL THIRD ORDER OR 36245 - SELECTIVE CATHETER PLACEMENT, ARTERIAL SYSTEM; Calumn 1 - Code
MORE SELECTIVE ABDOMIMNAL, PELVIC, OR LOWER EXTREMITY ARTERY BRANCH, WITHIMN A EACH FIRST ORDER ABDOMINAL, PELVIC, OR LOWER EXTREMITY 1/Column | pair
VASCULAR FAMILY {Column 1) ARTERY BRAMCH, WITHIN A VASCULAR FAMILY (Column 2} 2 Correct | requires
Coeding modifier
to bill
36247 - SELECTIVE CATHETER PLACEMENT, ARTERIAL SYSTEM; INITIAL THIRD ORDER OR 26246 - SELECTIVE CATHETER PLACEMENT, ARTERIAL SYSTEM; Column 1 - Code
MORE SELECTIVE ABDOMIMAL, PELVIC, OR LOWER EXTREMITY ARTERY BRAMCH, WITHIM A INITIAL SECOMD ORDER ABDOMIMNAL, PELVIC, OR LOWER 1/Calumn | pair
VASCULAR FAMILY {Colummn 1} EXTREMITY ARTERY BRAMCH, WITHIN A WASCULAR FAMILY (Column |2 Correct | requires
21 Ceding modifier
to bill
37244 - VASCULAR EMBOLIZATION OR OCCLUSION, INCLUSIVE OF ALL RADIOLOGICAL 75726 - ANGIOGRAPHY, VISCERAL, SELECTIVE OR SUPRASELECTIVE | Calumn 1 - Code
SUPERVWISION AMD INTERFRETATION, INTRAPROCEDURAL ROADMAPPING, AND IMAGING [WITH OR WITHOUT FLUSH ACRTOGRAM], RADIOLOGICAL ifCelumn | pair
GUIDANCE NECESSARY TO COMPLETE THE INTERVENTION; FOR ARTERIAL OR VENOUS SUPERVISIOM AND INTERPRETATION {Column 2} 2 Correct | requires
HEMORRHAGE OR LYMPHATIC EXTRAVASATION (Column 1) Coding modifier
to bill
37244 - VASCULAR EMBOLIZATION OR OCCLUSION, INCLUSIVE OF ALL RADIOLOGICAL 75774 - ANGIOGRAPHY, SELECTIVE, EACH ADDITIONAL WVESSEL Column 1 - Code
SUPERWISION AMD INTERFRETATION, INTRAPROCEDURAL ROADMAPRING, AND IMAGING AFTER BASIC EXAMINATION, RADIOLOGICAL i/Column | pair
GUIDAMNCE NECESSARY TO COMPLETE THE INTERVENTION; FOR ARTERIAL OR VENOUS SUPERVISION AND INTERPRETATION (LIST SEPARATELY IN 2 Correct | requires
HEMORRHAGE OR LYMPHATIC EXTRAVASATION (Column 1) ADDITION TO CODE FOR PRIMARY PROCEDURE) [Column 2 Coding modifier
to bill




PARA Weekly eJournal: December 4, 2019

HYDRATION VS MEDICATION INFUSION (UPDATED)

Regarding hydration vs. an infusion of medication -- does an infusion of potassium
qualify as a medication if the medical necessity of potassium is documented? What
constitutes a minimum flow rate for hydration therapy?

PARA Datay Editor - Demonstration Hospital [Sales) T Coriad] Suppoi | Lo el

Ewipcr | Chaeps Qubts | Chaegs Praceds | Clen/BA | Correms. | Prigng Dacs | Pring | Ra i/ Gapplos | Filars | COM || Caloglsner | Adwised | Admies | RAD | CAT | PARA
Repaort Selechion F007 Hospital Based BOPCS [ OPTE Codes: Quarber; 1 =
2017 HCPC 3 Codes - ALL Quarter: Q1

Coodes andlor Desonpleng! |
Rengts refummecs betow ) 2

AT L, DL CA, Chmecyl LaG Fee Schechple; CAL, Phyvsosn Fea Soheduta;
POF | B8 Expeot bo Esced | RO BN STy Defindioe,

Current Descripbor Fisz Schedule Indtiasl APC Paryrnent
FIG0 - inbravenous infusion, hydraibon; mebal, 31 menutes bo 1 hour GE | Physosn Faobiy S50.0E  SE9T - Level 3 Wiesgk L. ¥
= = Paid Under OPPS; Separats AP, GEB (| Flvymoan Hom-Faclkiby]: $E8.54 Doy Paryrrasnt TR TT
Sidmarasdrahicn Katsorayl Co-pay; £0L00
BT Co=pary': 1005
3RS - nbravencws infuson, for thevapy, prooirlaas, or dhag s GB (Plyscen Faclby); S.0F S93 - Lewsl 3 Wiesohl IS
[specly substance of dnog); imvbal, up bo 1 hour GB || Flwyssoan Hom-Faokiby ) $32.03 Doy Paryrmesnit! 1T 77
% - Paid Under OPPS; Scparals AP, Adrrunetraticn Fatsorsal Co-pary'; £0000
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Answer: Having researched this in numerous authoritative reference publications, we
find:

» No instruction defines a point when the vitamin and mineral additives in a
. pre-packaged IV solution bag might constitute a medication

» The CPT® manual states: “Codes 96360-96361 are intended to report a hydration IV infusion to
consist of a pre-packaged fluid and electrolytes (eg, normal saline, D5-1/2 normal salien+30mEq
KCl/liter), but are not used to report infusion of drugs or other substances”

» Both CPT®and CMS indicate that fluid with electrolytes does not constitute medication infusion, but
hydration. Potassium is an electrolyte; therefore we find that an infusion of IV fluid with potassium
qualifies as hydration

» A “banana bag” typically includes thiamine, folic acid, magnesium, and multivitamins. Since this is
more than electrolytes, a banana bag infusion meets the definition of a medication infusion per
CPT®

» There is no guidance on the rate of flow that qualifies for hydration; however, we found Medicare
guidance that providers should not bill hydration for an infusion which addresses an imbalance of
less than 500 ml of volume. If the hydration flow rate is 100 ml per hour or less (for an adult
patient), PARA does not recommend billing either hydration or medication infusion charges; the
service should be considered a component of the outpatient room rate or visit charge
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HYDRATION VS MEDICATION INFUSION (UPDATED)

The research supporting these findings is provided below.

1.The 2019 CPT® code book, guideline for Hydration offers the following instruction:
“Codes 96360-96361 are intended to report a hydration IV infusion to consist of a pre-packaged
fluid and electrolytes (eg, normal saline, D5-1/2 normal saline+30mEq KCL/liter) but are not used
to report infusion of drugs or other substances. ...”

2.The Medicare Claims Processing Manual -- Chapter 12 - Physicians/Nonphysician Practitioners
repeats the CPT® instructions:
https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/Downloads/clm104c12.pdf

Hydration - The hydration codes are used to Medicare Claims Processing Manual
report a hydration IV infusion which consists of ' Chapter 12 - Physicians/Nonphysician Practitioners
a pre-packaged fluid and/or electrolytes (e.g. - _

normal saline, D5-1/2 normal saline +30 mg PR

EgKC1/liter) but are not used to report infusion

of drugs or other substances.

3.The article “Injection and Infusion Coding Offers High Stakes: Outpatient Coders Must
Play Their Cards Right” — AHIMA:
https://bok.ahima.org/doc?0id=107707#.Xdwvil3sZ9A

L'A’I'I‘I MA TOPICS ADVANCED SEARCH AHIMA.ORG MYBOK
fIM Bady of Knowledge

Coders Must Master Many Term Definitions

For success with |&l codes, coders must have a firm grasp on the definitions of the following
terms:

« Infusion: Administration of diagnostic, prophylactic, or therapeutic intravenous (IV)
fluids and/or drugs given over a period of time. (Examples: Banana bags, heparin,
nitroglycerin, antiemetics, antibiotics, etc.)

« Injection: The act of forcing a liquid into the body by means of a needle and syringe.
Injections are designated according to the anatomic site involved; the most common
are intra-arterial, intradermal, intramuscular, intravenous, and subcutaneous. Injection
delivers a dosage in one “shot” rather than over a period of time.

o IV Push (IVP): (a) An IV administration of a therapeutic, prophylactic, or
diagnostic drug; (b) An infusion that runs for 15 minutes or less; (c) Any infusion
without documentation of a stop/continuing time.

o IV Piggyback (IVPB): A method to administer medication through an existing IV
tube inserted into a patient’s vein, hence the term “piggyback.” The medication in
an |V piggyback is usually mixed in a small amount of compatible fluid, such as
normal saline.

o Intramuscular (IM) Injection: An injection of a therapeutic, prophylactic, or
diagnostic drug into the substance of a muscle, usually the muscle of the upper
arm, thigh, or buttock. Intramuscular injections are given when the substance
needs to be absorbed quickly.

« Hydration: Typically an administration of prepackaged fluids and/or electrolytes
without drugs. Examples include normal saline (NS), sodium chloride (NaCl), dextrose
5 percent in water (D5W), dextrose in %2 normal saline (D5 % saline), dextrose in 2
normal saline plus potassium (D5 2 NS+K).
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https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/Downloads/clm104c12.pdf
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HYDRATION VS MEDICATION INFUSION (UPDATED)

1.Novitas LCD L34960 — Hydration Therapy — is instructive:

https://www.cms.gov/medicare-coverage-database/details/Icd-details.aspx?LCDId=
349608&ver=21&name=331*1&UpdatePeriod=6968bc=AOAAEAAAAAAAAA%3Id%3d&

...Indications:

The clinical manifestations of dehydration or volume depletion are related to the volume and rate
of fluid loss, the nature of the fluid that is lost, and the responsiveness of the vasculature to volume
reduction. Rehydration with fluids containing sodium as the principal solute, preferentially expand
the extracellular fluid volume; a 1-liter infusion of normal saline may expand blood volume by
about 300 ml. In general, an imbalance of less than 500 ml of volume is not likely to require
intravenous rehydration.

» These CPT® codes require the direct supervision of the physician. Under levels of
supervision (see 42 CFR 410.32 (b)(3)(ii)), direct supervision in the office setting means the
physician must be present in the office suite and immediately available to furnish assistance
and direction throughout the performance of the procedure. It does not mean that the
physician must be present in the room during the entire time the procedure is performed

» When performed in conjunction with chemotherapy, these CPT® codes are covered only
when infusion is prolonged and done sequentially (done hour(s) before or after
administration of chemotherapy), and when the volume status of a beneficiary is
compromised or will be compromised by side effects of chemotherapy or an illness

Limitations:
» Rehydration with the administration of an amount of fluid equal to or less than 500 ml is not
reasonable and necessary

» These CPT® codes are not to be used for intradermal, subcutaneous or intramuscular or routine IV
drug injections

» Hanging of D5SW or other fluid just prior to administration of chemotherapy (minutes) is not
hydration therapy and should not be billed with these codes

» These services may not be used in addition to prolonged service codes

» When the sole purpose of fluid administration (e.g. saline, D5W) is to maintain patency of the
access device, the infusion is neither diagnostic nor therapeutic; therefore, these infusion CPT®
codes should not be billed as hydration therapy

» Administration of fluid in the course of transfusions to maintain line patency or between units of
blood product is, likewise, not to be separately billed as hydration therapy

» Administration of fluid to maintain line patency or flush lines between different agents given at the
same chemotherapy session is not hydration therapy

» Infusion of saline, an antiemetic, or any other non-chemotherapy when these drugs are
administered at the same time as chemotherapy (within minutes) should not be billed as hydration
therapy with these CPT® codes

> Fluid used to administer drug(s) is incidental hydration and is not separately payable.


https://www.cms.gov/medicare-coverage-database/license/cpt-license.aspx?from=~/overview-and-quick-search.aspx&npage=/medicare-coverage-database/details/lcd-details.aspx&LCDId=34960&ver=21&name=331*1&UpdatePeriod=696&bc=AQAAEAAAAAAAAA%3d%3d&
https://www.cms.gov/medicare-coverage-database/license/cpt-license.aspx?from=~/overview-and-quick-search.aspx&npage=/medicare-coverage-database/details/lcd-details.aspx&LCDId=34960&ver=21&name=331*1&UpdatePeriod=696&bc=AQAAEAAAAAAAAA%3d%3d&
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93288 PACEMAKER

We are wondering if we can bill 93288 in our ER when we are retrieving info from the
pacemaker on a patient.

Answer: It depends on the documentation in the medical record. To support 93288, the

physician documentation would need to include a face-to-face assessment of all device

functions, including the battery, lead(s), capture and sensing function, heart rhythm, and
. programmed parameters of a single-, dual-, or multiple-lead pacemaker system.

While it would be unusual to report 93288 as an emergency department service, it could
be appropriate if the physician’s documentation supported this code.

Here’s the full code description:

93288 - Interrogation device evaluation (in person) with analysis, review and report by a physician or
other qualified health care professional, includes connection, recording and disconnection per patient
encounter; single, dual, or multiple lead pacemaker system, or leadless pacemaker system

There is no CCl edit preventing 93288 from being reported with an ED visit code, for either physicians or
OPPS facilities:

CCl Edits OPPS (v25.3, Oct-Dec 2019)

5 and/or Descriptions: 93288,00285 Rem

we ‘0K To Bl Results | Export to POF | %] Export to Exced

§ Copy to Cipboard

PRIME CPT SECOND CPT

9245 - EMERGENCY DEPARTMENT VISIT FOR THE EVALUATION ANI ENT OF A PATIENT, WHICH 0K to bill
3 M CONSTRAINT BY THE URGENCY OF E

We found only one provider manual reference, from United Healthcare, which mentions 93288, but it
isn’t quite on point to the question. Here is that reference:
https://www.uhcprovider.com/content/dam/provider/docs/public/policies/medadv-guidelines/
t/transtelephonic-monitoring-cardiac-pacemakers.pdf

APPLICABLE CODES

The following list(s) of codes is provided for reference purposes only and may not be all inclusive. Listing of a code in
this guideline does not imply that the service described by the code is a covered or non-covered health service.
Benefit coverage for health services is determined by the member specific benefit plan document and applicable laws
that may require coverage for a specific service. The inclusion of a code does not imply any right to reimbursement or
guarantee claim payment. Other Policies and Guidelines may apply.

Coding Clarifications

« CPT 93293 is the primary code for transtelephonic monitoring. Pacemaker monitoring (procedure codes
93279, 93280, 93281, 93288, 93294 and 93724) is covered by pacemaker clinics and may be done in conjunction
with transtelephaonic monitoring, remote monitoring, or as a separate service. The services rendered by a
pacemaker clinic are more extensive than those currently possible by telephone. They include, for example,
physical examination of patients and reprogramming of pacemakers.


https://www.uhcprovider.com/content/dam/provider/docs/public/policies/medadv-guidelines/t/transtelephonic-monitoring-cardiac-pacemakers.pdf
https://www.uhcprovider.com/content/dam/provider/docs/public/policies/medadv-guidelines/t/transtelephonic-monitoring-cardiac-pacemakers.pdf
https://www.uhcprovider.com/content/dam/provider/docs/public/policies/medadv-guidelines/t/transtelephonic-monitoring-cardiac-pacemakers.pdf

PARA Weekly eJournal: December 4, 2019

TRANSPARENCY DURING 2020

With the Price Transparency proposed rule not going into effect till January 2021, are we
still required to post our standard charges as we do today?

Answer: We see no relief from the prior requirements during 2020. Therefore, yes,
hospitals are required to post their standard charges in a machine-readable format on
the hospital website.

@ The CMS Fact Sheet does not mention relaxing any current requirements. It says the
new requirements will “further advance” the objective.

https://www.cms.gov/newsroom/fact-sheets/cy-2020-hospital-outpatient-prospective-

payment-system-opps-policy-changes-hospital-price

CY 2020 Hospital Outpatient
Prospective Payment System (OPPS)
Policy Changes: Hospital Price
Transparency Requirements (CMS-
1717-F2)

Nov 15, 2019 | Coverage, Legislation, Quality

Share § ¥ in 8

CY 2020 Hospital Outpatient Prospective Payment System (OPPS) Policy Changes:
Hospital Price Transparency Requirements (CMS-1717-F2) Furthermore, the unpublished final rule recaps

On November 15, 2019, the Centers for Medicare & Medicaid Services (CMS) finalized “CU rre nt gUidance":
policies that follow directives in President Trump's Executive Order, entitled

“Improving Price and Quality Transparency in American Healthcare to Put Patients

First,” that lay the foundation for a patient-driven healthcare system by making

prices for items and services provided by all hospitals in the United States more

transparent for patients so that they can be more informed about what they might

pay for hospital items and services.

The policies in the final rule will further advance the agency’s commitment to
increasing price transparency. It includes requirements that would apply to each
hospital operating in the United States. This fact sheet discusses the provisions of the
final rule (CMS-1717-F2), which can be downloaded from the Federal Register at:
https://www.hhs.gov/sites/default/files/cms-1717-f2.pdf.

B. Statutory Basis and Current Guidance
Section 1001 of the Patient Protection and Affordable Care Act (ACA)

(Pub. L. 111-148), as amended by section 10101 of the Health Care and Education

https://www.hhs.gov/sites/default/files
/cms-1717-f2.pdf

Reconciliation Act of 2010 (Pub, L. 111-152). amended Title XXVII of the PHS Act, in

part. by adding a new section 2718(e) of the PHS Act. Section 2718 of the PHS Act,
entitled “Bringing Down the Cost of Health Care Coverage.” requires each hospital
operating within the United States for each year to establish (and update) and make
public a list of the hospital’s standard charges for items and services provided by the
hospital. including for diagnosis related groups (DRGs) established under section

1886(d)(4) of the Social Security Act (SSA).
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CMS WORKS TO EASE RAC AUDIT BURDEN: REDUCE DENIAL BACKLOG

The RAC program—one of several Medicare payment oversight initiatives—was launched in 2009 and
relies on third-party contractors to uncover and correct improper Medicare fee-for-service payments
through post-payment claims reviews.

RACs identified approximately $89 million in overpayments and recovered $73 million in FY 2018."
Since its inception, the RAC program has returned more than $10 billion in improper payments to the
Medicare trust fund and more than $800 million in underpayments to providers.2

RAC audits typically involve automated claim reviews utilizing computers to detect improper payments,
as well as complex reviews that incorporate human analysis of medical records and other
documentation. The process has long been a target of ire for the American Hospital Association (AHA)
and others in the industry dueta the disruption, cost and uncertainty that can accompany a RAC audit for
a target hospital.

Fewer audits, mor¢g

In announcing changes (0 ek ﬁprocess earlier this year, CMS Administrator Seema Verma
acknowledged the agency had received numerous complaints about the program in the past.?

“Providers found the audits time-consuming, necessitating high administrative expenses, and often
requiring lengthy appeals,” Verma said. “Thanks to recent efforts by this Administration, complaints about
RACs have decreased significantly. CMS listened to what providers were telling us and we made
meaningful changes.”*
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CMS WORKS TO EASE RAC AUDIT BURDEN: REDUCE DENIAL BACKLOG

Modifications aimed at making the RAC process easier for providers include:?

» RACs could previously select a certain type of claim to audit. They must now audit proportionately
to the types of claims a provider submits

> Instead of treating all providers the same, RACs are conducting fewer audits of providers with low
claims denial rates

» Providers have more time to submit additional documentation before being required to repay a
claim. A 30-day discussion period, after an improper payment is identified, means that providers
do not have to choose between initiating a discussion and filing an appeal

» CMS is now seeking public comment on newly proposed RAC areas for review before the reviews

begin. According to the agency, this allows providers to voice concerns regarding potentially
unclear policies that will be part of the review

Among the CMS program changes designed to hold RACs more accountable:®
» RAC provider portals are being enhanced to make it easier for providers to understand the status

of claims

» RACs that fail to maintain a 95% accuracy score will receive a progressive reduction in the
number of claims they're allowed to review

» RACs that fail to maintain an overturn rate of less than 10% will also see a reduction in the number
of claims they can review

» RACs will not receive a contingency fee until after the second level of appeals is exhausted.
Previously, RACs were paid immediately upon denial and recoupment of the claim. This delay in
payment helps assure providers that the RAC’s decision was correct before they’re paid,
according to CMS

Tracking RACs

The AHA closely monitored the RAC program between
~ " 2014 and 2016. According to the AHA’s final RAC

' report, 60% of claims reviewed by RACs in the third
quarter of 2016 were found not to have an
overpayment.” Hospitals appealed 45% of all denials,
with 27% of hospitals reporting having a denial
reversed in the discussion period.2

AHA also disclosed that 43% of hospitals spent over
$10,000 to manage the RAC process during Q3 2016,
while 24% spent more than $25,000 and 4% spent over
$100,000.°
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Driving down the denial backlog

In recent years, denials initiated due to RAC audits have contributed to a massive backlog of Medicare
appeals, the number of which totaled 426,594 in November 2018.7° In response to a lawsuit brought by
AHA and others, the Department of Health and Human Services (HHS) was ordered last year to eliminate
the backlog by the end of the 2022 fiscal year."!

As a result of the order, the backlog had been reduced by 25%, or 108,340 appeals, by the end of O3
2019, according to AHA, bringing the total down to 318,254."> AHA and others sued HHS in 2012 for
noncompliance with a statutory requirement that decisions on appeals at the administrative law judge
level be made within 90 days."® According to CMS, the average processing time for appeals was 1,361
days in FY 2019, up from 1,193 days in 2018 and 94 days in 2009, the year the RACs program was
launched.™

RAC tactics

In anticipation of an increase in RAC activity—and because CMS Administrator Verma noted that RACs
will henceforth be guided by the volume of claims a provider submits—some experts are zeroing in on
claims that may represent large-volume risk areas for hospitals.

Among these, according to the John Hall, MD, writing in RACmonitor publication, are observation claims.
“There are two types of potential observation denials,” Hall wrote.' “The first is denials based on the
failure to document the essential elements of observation services. The second is based on observation
claims that should have been inpatient.”

Hall suggested asking a series of questions about each observation claim in preparation for a possible
review:'®

» Does the documentation indicate what is being treated, assessed and reassessed?
» |s there documentation of ongoing 4

treatment, assessment and reassessment, or Ha " suggested aski ng

is the patient being seen once a day?

» Does the documentation indicate what a series of questions
parameters might trigger admission “for
further about each
treatment,” or if the patient might be . .
discharged from the hospital? Observat|on Clalm

“Implicit in observation services, for the purposes of

reimbursement, is a decision related to admission in prepa ration fOr

or discharge,” Hall wrote. “If the record does not

delineate CMS’ criteria, then observation a2 pOSSi ble reVieW,

reimbursement might be jeopardized.”"’
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According to Hall, other potential risk areas, based on the new RAC guidance, include:'®

» Diagnostic or therapeutic services with documentation requirements
» One-midnight inpatient surgical procedures
» Observation services in the perioperative period
» Inpatient care for traditionally outpatient services
» NCD and LCD compliance
P /) HEALTHCARE
AN FINANCIAL
A comprehensive coding, claims and revenue cycle solution @ RESOURCES

Meeting the challenges of Medicare claims compliance and overall revenue cycle management requires
systematic approaches grounded in empirical evidence and a capable staff delivering proven solutions.

Healthcare Financial Resources (HFRI) can help you significantly refine your coding, AR recovery and
resolution, and denial management processes. We can also help you minimize the risk of a RAC audit,
while ensuring you're in a position to respond promptly and effectively if one occurs. Contact us today to
learn more about how we can help your organization secure its financial foundation.
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THIS REVISED DOCUMENT CLARIFIES INFORMATION REGARDING THE MODIFIER REPORTING
REQUIREMENTS FOR PHYSICAL AND OCCUPATIONAL THERAPISTS. ACCORDING TO THE
MEDICARE PHYSICIAN FEE SCHEDULE FINAL RULE, MODIFIERS CO AND CQ SHOULD BE
REPORTED TOGETHER WITH THE EXISTING THERAPY MODIFIERS GP AND GO.

https://www.federalregister.gov/documents/2019/08/14/2019-16041/medicare-program-cy
-2020-revisions-to-payment-policies-under-the-physician-fee-schedule-and-other g(/
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“In the CY 2019 PFS final rule, we clarified that the CQ and CO modifiers are required to be
used when applicable for services furnished on or after January 1, 2020, on the claim line of the

service alongside the respective GP or GO therapy modifier to identify services furnished under
a PT or OT plan of care.”

The Centers for Medicare and Medicaid Services (CMS) will move forward with their proposal in the
2020 MPFS Proposed Rule to require providers to identify when therapy services are furnished by a
Physical Therapy Assistant (PTA) or Occupational Therapy Assistant (OTA). Section 1834 (v)(2)(B) of the
Bipartisan Budget Act of 2018 requires that claims submitted on or after January 1, 2020 for outpatient
physical therapy or occupational therapy must include the modifiers established by CMS to identify that
services were rendered in whole or in part by a PTA or an OTA.

These modifiers will be for reporting and data collection only; payment will not be affected in 2020.

Beginning January 1, 2022 providers will receive payment at 85% of the of the otherwise applicable
Medicare Part B payment for services provided by a PTA or OTA. Beginning January 1, 2020 providers
will be required to report Modifiers CO and CQ to identify services furnished by a PTA or an OTA
respectively.

The use of the CO and CQ modifiers and the subsequent 2022 payment reduction apply to all hospital
outpatient departments, SNFs, CORFs, Home Health and Rehabilitation Agencies. Critical Access
Hospitals are exempt from these requirements because they are not paid under PFS rates for therapy
services.
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When therapy services are rendered by a PTA or an OTA, the CO and CQ modifiers will be used in
addition to the existing GP and GO modifiers that are currently used to identify physical and occupational
therapy services. Modifiers GP and GO will also continue to be used to identify services provided by a

physical or occupational therapist. Report the CO or CQ modifier in the primary modifier field; report the
GO or GP maodifier in the second modifier field.
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The 2020 MPES final rule sets a 10 percent minimum standard for when the CO and CQ modifiers will
apply. If a PTA or OTA provides more than 10 percent of the care in a treatment session, then the
provider would report the services rendered with the CO and CQ modifiers.

https://www.cms.gov/newsroom/fact-sheets/proposed-policy-payment-and-quality-provisions-
changes-medicare-physician-fee-schedule-calendar-year-2

The final rule provides

Fact sheet i .
clarification on how to
calculate the 10

Proposed Policy, Payment, and Quality percent 'ri)rgsigiglf;ere
Provisions Changes to the Medicare § methods that can be
Physician Fee Schedule for Calendar used for calculation:
Year 2020 Method 1: Divide the

number of minutes of care
provided by the PTA/OTA by
the total minutes of care provided then multiply by 100. That will give providers the percentage of time of
care provided by the PTA/OTA. Providers should round the number to the nearest whole number.
Anything equal to or greater than 11 percent requires application of the modifier.

Method 2: Divide the total time of care provided to the patient by 10 (round to the nearest whole
number) and add 1 minute to set the minimum time requirement. If the treatment total time was 60

minutes, then 10% is 6 minutes plus 1 minute is 7 minutes. If the PTA/OTA care was 7 minutes or more
then the CO/CQ modifier would be added to those line items.
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The following chart is provided as an example for the Method 2 calculation:

AETHOD TWO: Smplke Method to apply 10 Percent De Minings Standard

Total Tme* Exangplbes Detemmne the 10 pencent Raotined 10 Pencant PTAMOTA Mmiutes
Lismg Typical Service standard by dividing standand to }ext Whole heeded to Bxeed -
Tatal Taies seirvaig Total Tame by 10 Integer Apphy OO0

10 1.k 1.1 20

15 1.5 2.0 o

20 2.0 2.4 30

3 5.0 3.0 410

45 4.5 5.0 0

Bl .0 &0 T4

75 7.3 8.0 a0

Total Tane equals total therapist mantes phis any PTAOTA independent mnntes. Concwrent nanutes: When
PTA/OTA s nmtes ané femashed conciimently wath the therapast, voral tone equaks the toral ounutes of the
thempist s senvice. Sepamte manutes: When PTAOTA s nenutes are fumished separately from the minutes
fumished by the therapist, total fone equalks the sumof the nanotes of the senice fumished by the PT/OT phos the
nEnutes of the service fumished sepamately by the PTAOTA.,

https://www.cms.gov/newsroom/fact-sheets/proposed-policy-payment-and-quality-provisions

-changes-medicare-physician-fee-schedule-calendar-year-2

Proposed Policy, Payment, and Quality Provisions Changes to the Medicare Physician

A|SO, itis important to note that there Fee Schedule for Calendar Year 2020

are documentation requirements
. € doc . entatio q- CIet On July 29, 2019, the Centers for Medicare & Medicaid Services (CMS) issued a
included in the MPFS final rule. , -

proposed rule that includes proposals to update payment policies, payment rates,
Since modifiers are applied on a per  and quality provisions for services furnished under the Medicare Physician Fee

code basis, documentation would Schedule (PFS) on or after January 1, 2020.

need to state the code, modifier

applied or not applied, and the The calendar year (CY) 2020 PFS proposed rule is one of several proposed rules that
amount of time services were reflect a broader Administration-wide strategy to create a healthcare system that

provided by the PTA/OTA to jUStify results in better accessibility, quality, affordability, empowerment, and innovation.

appending or omitting the CO/CQ
modifiers. Background on the Physician Fee Schedule

Payment is made under the PFS for services furnished by physicians and other
practitioners in all sites of service. These services include, but are not limited to,
visits, surgical procedures, diagnostic tests, therapy services, and specified preventive

services.

In addition to physicians, payment is made under the PFS to a variety of practitioners
and entities, including nurse practitioners, physician assistants, and physical
therapists, as well as radiation therapy centers and independent diagnostic testing

facilities.

Payments are based on the relative resources typically used to furnish the service.
Relative Value Units (RVUs) are applied to each service for physician work, practice
expense, and malpractice. These RVUs become payment rates through the
application of a conversion factor. Payment rates are calculated to include an overall
payment update specified by statute.
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MEDICARE BENEFICIARY IDENTIFIER (MBI) REMINDER

: 4 MEDICARE HEALTH INSURANCE

In preparation for the new year, CMS has
re-issued MLN SE18006, as a reminder to providers
to convert using the new Medicare Beneficiary
Identifier (MBI) at the claim level. The Centers for
Medicare and Medicaid (CMS) has completed mailing Modiitre Nombesibinit de Maicies
all new Medicare cards. The new cards are designed 1EG4-TES-MK72

Entitled to/Con derecho a Coverage starts/Cobertura empieza

to enhanc_e prc_)t_ection for Medicare Beneficiaries HOSPITAL (PARTA) 03-01-2016
personal identities. MEDICAL (PARTB)  03-01-2016
The re-issuing of the August 19, 2019 MLN SE 18006,
was completed by CMS to serve as a reminder to
providers to implement this change starting now.

Name/Nombre

JOHN L SMITH

Effective January 01, 2020, CMS will reject claims that do not have the MBI number on the claim. Further
CMS, will begin rejecting all eligibility transactions submitted that reflect the old HICNss.

https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/
MLNMattersArticles/Downloads/SE 18006.pdf

Currently CMS has identified three : m ‘ n
exceptions to this new implementation
requirement: R\ : MATTERS®

KNOWLEDGE -

RESOURCES * TRAINING

1. Appeals: When filing an appeal,

providers have the option to either
use the HICN or MBI New Medicare Beneficiary Identifier
(MBI) Get It, Use It

2' Clalm status query: ThIS . MLN Matters Number: SE18006 Reissued Related Change Request (CR) Number: N/A
depends on the date Of Service on Article Release Date: August 19, 2019 Effective Date: N/A

the claim when the provider is
performing this process.
» If the earliest date of service on the claim is before January 01, 2020, providers have the
option to use either the HICN or MBI
» If the date of service on the claim is after January 01, 2020, the MBI must be used

Related CR Transmittal Number: N/A Implementation Date: N/A

3. Span-date claims: Providers have the option during the transition period to use the HICNs or
MBIs for bill types:
» Inpatient Hospital (11X)
» Home Health Claims including Request for Anticipated Payments (RAPs)
» Religious Non-Medical Health Care Institution

If the “From Date” is before the end of the transition period (December 31, 2019.) If a Medicare
Beneficiary begins services in an Inpatient Hospital, Home Health, or Religious Non-Medical Health Care
Institution before December 31, 2019, but is discharged after December 31, 2019, providers have the
option to submit a claim using either the HICN or MBI.

Home Health providers: If the patient is admitted for services prior to December 31, 2019, the RAP may
be submitted using either the HICN or MBI, however the MBI will be required on the End of Episode
(EOE) claim if services continue after January 01, 2020.
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On October 26, 2019, the Centers
for Medicare and Medicaid (CMS)
issued the Final Rule (CMS-1689-F)
for Calendar Year (CY) 2019.

This issue finalized:

» Payment updates

» Quality reporting changes for home health agencies (HHAS)

> Finalized case-mix methodology refinements

» Change in the home health unit of payment from 60 days to 30 days for CY 2020

» The rule discusses the implementation of temporary transitional payments for home infusion

therapy services to begin on January 01, 2019 and summarizes public comments related to the full
implementation of the new home infusion therapy benefit to begin in CY 2021

A copy of the final rule can be reviewed at the following link on the Federal Register website:
https://www.federalregister.gov/public-inspection/current

Medicare and Medicaid Programs:

CY 2020 Home Health Prospective Payment System Rate Update; Home
Health Value-Based Purchasing Model; etc.

Filed on: 10/31/2019 at 4:15 pm P PDF 511 Pages (2.3 MB)
Scheduled Pub. Date: 11/08/2019 & Permalink
FR Document: 2019-24026

The following paragraphs summarize the highlight targets of the Final Rule impacts:

1. Payment Rate Changes under the HH PPS for CY 2019: CMS is projecting Medicare payments to
HHA’s in CY 2019 will increase by 2.2 percent (%), based on the finalized policies. CMS arrived on this
estimate based on:

» A 0.1 percent (%) increase in payments due to decreasing the fixed-dollar-loss (FDL) ratio to pay
no more than 2.5 percent (%) of total payment as outlier payments, and

» A 0.1 percent (%) decrease in payments due to the new rural add-on policy that is being mandated
by the Bipartisan Budget Act of CY2018 for C1Y72019. The new rural add-on policy requires CMS to


https://www.federalregister.gov/public-inspection/current
https://www.federalregister.gov/public-inspection/current
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classify rural counties (and equivalent areas) into one (1) of three (3) categories which are based
on:

o High home health utilization
o Low population density
o All others

» Because of this, rural add-on payments for CY 2019 through CY 2022 will vary based on counties
(or equivalent areas) category classification

2. Modernizing the HH PPS Case-Mix Classification System and Promoting Patient-Driven Care:
Under the Bipartisan Budget Act of CY 2018, it requires a change in the unit of payment under the HH
PPS, from 60-day episodes of care to 30-day periods of care, to be implemented in a budget neutral
manner on January 01, 2020.

> In addition, for CY 2020, the Bipartisan Budget Act of CY 2018 mandated that Medicare stop using
the number of therapy visit provided to determine home health payment

» Therapy thresholds encourage volume over value and do not acknowledge that all patients do not
respond the same, with some patients having complex needs that do not involve a lot of therapy

CMS is finalizing the implementation of the Patient-Driven Groupings Model, also known
as PDGM. This change will apply to home health periods of care beginning on or after January
01, 2020. Under PDGM methodology CMS is intending to:

o Remove the current incentive to overprovide therapy

o Instead, PDGM is designed to reflect CMS focus on relying more heavily on clinical
characteristics and other patient clinical information to allow reimbursement to reflect more
to the needs of the patient

° The improved structure of the case-mix system will move Medicare towards a more
value-based payment system that puts patient needs first

To support an assessment of the effects of the PDGM, CMS will provide, upon request, a Home Health
Claims-OASIS Limited Data Set (LDS) file to accompany the CY 2019 HH PPS Final Rule. This request
may be accessed at the link below: CMS.gov

Centers for Medicare & Medicaid Services

Medicare Medicaid/CHIP Medicare-Medicaid Private Innovation Regulations & Research, Statistics, Outreach &
Coordination Insurance Center Guidance Data & Systems Education
https://www.cms.gov/Research-Statistics- e T I Sl D e e G I S )
_ _ 1 _ N Limited Data Set (LDS] n . -
D ata a n d S VStel I S/F | | eS fO r O rd e r/ Files L8 Home Health Prospective Payment System (HH PPS) Limited Data Set (LDS)
I_l m It d D t S t /H m H |th P P S L D S h tm | MEDPAR Limited Data Set (LDS) - The “Home Health Claims — OASIS” Limited Data Set (LDS) file contains information on the utilization of the Medicare Home Health
e a a e S O e e a . lospital | (HH) benefit. The file is constructed so that each observation represents a particular home health episode in a given year.

Observations are stripped of most data elements that will permit identification of beneficiaries. As described in the final rule that
presents the 2019 Home Health Prospective Payment System Rate Update and CY 2020 Case-Mix Adjustment Methodology
Refinements, CMS finalized refinements to the HH payment system that change the length of a home health episode from 60-day to
30-days. This change meets the requirements of section 51001(a) of the Bipartisan Budget Act of 2018 to use 30-day periods. As
such, this data fle was constructed by spiiting the current 60-day home health episodes into two 30-day periods. Each observation
in the file represents a single 30-day period. However, some variables on the file were drawn from the 60-day episode from which
the 30-day period was constructed, as indicated in the variable description. Information in this file includes:

« Startand end dates of the 30-day periods and 60-day episodes

« Wage index value associated with each episode/period

« Information regarding the resource use of the episode/period

« Payment adjustors used for the episode/period

« HIPPS codes

- Case-mix weights

+ Indicators for whether the episode/period receives a payment adjustment (LUPA, PEP, outlier)

+ Actual and simulated payments for the episode/period

« Information on number and length of visits that occur during the episode/period

+ Select information from the Outcome and Assessment Information Set (OASIS) that is used in the payment system


https://www.cms.gov/Research-Statistics-Data-and-Systems/Files-for-Order/LimitedDataSets/Home_Health_PPS_LDS.html
https://www.cms.gov/Research-Statistics-Data-and-Systems/Files-for-Order/LimitedDataSets/Home_Health_PPS_LDS.html
https://www.cms.gov/Research-Statistics-Data-and-Systems/Files-for-Order/LimitedDataSets/Home_Health_PPS_LDS.html
https://www.cms.gov/Research-Statistics-Data-and-Systems/Files-for-Order/LimitedDataSets/Home_Health_PPS_LDS
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In addition, CMS will make available agency-level impacts, as well as an interactive Grouper Tool that will
allow HHAs to determine case-mix weights for their specific patient populations. The web link has been

inserted below:

https://www.cms.gov/Center/Provider-Type/Home-Health-Agency-HHA-Center.html

= Y2000 HH PES Wage Indax [LIP. 105KE] .::

« LY A4 HH PES Case M Wenghls lor l-day episodes ao CY A0 LAE, 1:3KE] q
= L AUAOLLY AUEA-Rural-Add-On-Hayment Desgnatbions LEIE. 154KH] -I

« CY 2020 PDGM Case Mix Weights and LUPA Thresholds [ZIP, 27KB] G

« CY 2020 PDGM Interactive Grouper Tool [ZIP, 1MB] 5

» CY 2020 PDGM Agency Leyel Impacts [71P. 1MB] 5

3. The use of Remote Patient Monitoring (RPM) under the Medicare Home Health Benefit:

CMS finalized the definition remote patient
monitoring (RPM) in regulation for the Medicare
home health benefit. Agencies will be allowed to
report the program implementation on the agency
cost report.

CMS is allowing this benefit due to previous study
findings show that RPM services have a positive
impact on the patients, as it allows patients to hare
more live-in data with their providers and

care-givers. CMS is encouraging HHAs to participate

and offer these services to their patients. For more
information regarding this service, please visit the
link below:

https://apps.para-hcfs.com/para/
Documents/PARA%20FAQ%20Remote
%20Patient%20Monitoring%20March%202019.pdf

FAQ Remote Patient Monitoring (RPM)

With the passage of the final rule, CMS implemented 3 new codes that became effective as of January
01, 2019. These codes are intended to incentivize providers to effectively and efficiently use RPM
technology to monitor and manage patient care needs.

Question: Does Medicare already cover remote patient monitoring? Yes, prior to the creation of the
newly defined codes, monitoring services were reported by providers under 99091. This code was
implemented by CMS beginning January 01, 2018.

Question: So why did CMS create additional codes for this service? 99091 proved to fail to optimally
describe how RPM services are furnished using the current technology and staffing models. The failure
being this code has an N status payment indicator which means it s not separately payable.

The new codes (99453, 99454 and 99457) accurately reflect RPM services

PARA Data Editer

Ve e [T Paymen

PARA HealthCare Financial Services / Analytics - March 2019


https://www.cms.gov/Center/Provider-Type/Home-Health-Agency-HHA-Center.html
https://apps.para-hcfs.com/para/Documents/PARA%20FAQ%20Remote%20Patient%20Monitoring%20March%202019.pdf
https://apps.para-hcfs.com/para/Documents/PARA%20FAQ%20Remote%20Patient%20Monitoring%20March%202019.pdf
https://apps.para-hcfs.com/para/Documents/PARA%20FAQ%20Remote%20Patient%20Monitoring%20March%202019.pdf
https://www.cms.gov/Center/Provider-Type/Home-Health-Agency-HHA-Center
https://apps.para-hcfs.com/para/Documents/PARA%20FAQ%20Remote%20Patient%20Monitoring%20March%202019.pdf
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4. New Home Infusion Therapy Services Temporary Transitional Payment and Home Infusion
Therapy Benefit: In accordance to the mandates in section 50401 of the Bipartisan Budget Act of CY
2018, for CY 2019 and CY 2020 CMS is implementing a temporary transitional payment for home infusion
therapy services that will reimburse eligible home infusion therapy suppliers for associated professional
services for administering certain drugs and biologicals infused through

» A durable medical equipment (DME) pump
» Training and education
> Remote Patient Monitoring (RPM)

> In-home monitoring

Section 50401 of the Bipartisan Budget Act of 2018

On February 9, 2018, the Bipartisan Budget Act of 2018 was signed into law. Section 50401 amended section 1834(u) of the Act, by
adding a new paragraph (7) that establishes a home infusion therapy services temporary transitional payment for eligible home
infusion suppliers for certain items and services furnished in coordination with the furnishing of transitional home infusion drugs
beginning January 1, 2019. This temporary payment covers the cost of the same items and services, as defined in section 1861(iii)
(2)(A) and (B) of the Act, related to the administration of home infusion drugs. The tempaorary transitional payment would begin on
January 1, 2019 and end the day before the full implementation of the home infusion therapy benefit on January 1, 2021, as
required by section 5012 of the 215t Century Cures Act.

https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/
Home-Infusion-Therapy/Overview.html

In addition, Section 5012 of the 21st Century Cures Act creates a new permanent Medicare benefit for
home infusion therapy services beginning January 01, 2021. As a result, this final rule finalizes the
elements of the permanent home infusion benefit including:

» Health and safety standards for home infusion therapy
» The accreditation process for qualified home infusion therapy suppliers

» Approval and oversight process for the organizations that accredit qualified home infusion therapy
suppliers

CMS is still seeking comments from stakeholders regarding the CMS interpretation of the phase “infusion
drug administration calendar day” and on its potential effects on access to care. This is the reason for
only a partial implementation of this benefit begins on January 01, 2019.

5. Home Health Quality Reporting Program (HH QRP) Provisions: In this final rule for Home
Health, CMS is finalizing Meaningful Measures Initiative which will result in further alignment with CMS
policies of other CMS quality programs. The provisions being finalized are:

» CMS policy for removing previously adopted HH QRP measures to be based on eight (8) measure
removal factors
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» Removal of seven quality measures based on one of these eight finalized measure removal factors
» Final update to regulations to clarify not all OASIS data is used to determine whether an HHA has

met reporting requirements for the HH QRP program year

6. Home Health Value-Based Purchasing Model: The last target of this final rule for Home Health,
CMS is finalizing the following changes to the HHVBP Model:

» Beginning with Performance Year 4 there will be a removal of two (2) Outcome and Assessment
Information Set (OASIS)- based measures:

o Influenza Immunization Received for Current Flu Season, and
o Pneumococcal Polysaccharide Vaccine Ever Received

» These measures will be replaced with three (3) OASIS-based measures with two new composite
measures related to total change in self-care and mobility

Reference for this article:

https://www.cms.gov/Center/Provider-Type/Home-Health-Agency-HHA-Center.html

FIHIRR || PUWASIL LD | I OO | AP | gl S e e A g TN

CMS.gov S

Centers for Medicare & Medicaid Services

Medicare-Medicald Private Innowation Regulations & Research, Statistics, Cutreach &
Madicare MedicalCHIP Coordination Insurance Conter idance Data & Systems Education
Home = Provaler Type = HOome Health ﬁ.gﬂﬂ-f\'n {HHA] Cenber

Home Health Agency (HHA) Center

Spallights
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( OB

For No’atient
Specimens

In the course of educating hospitals on the new PAMA private payer lab
reporting requirements for hospital “outreach” lab services, PARA has
encountered several facilities which may have misunderstood a 2014
Medicare transmittal which, among other things, informed hospitals to
discontinue reporting outpatient hospital lab testing on the non-patient Type
of Bill (TOB) 014x.

MLN Matters article SE1412 reversed a short-lived Medicare instruction to report lab testing performed
on an outpatient of the hospital (as opposed to a non-patient), when the testing was unrelated to an
encounter on the same day, on the 014x type of bill.

CMS explained that reporting outpatient services on the 014x TOB was not compliant with HIPAA
standard transaction data set rules, and told hospitals to stop using the 141 TOB for those circumstances.
At the end of the transmittal, CMS reminded hospitals to use the 014x TOB for non-patient services:

MLN Matters® Number: SE1412 Related Change Request Number: 8572

As a reminder, for claims received on or after July 1, 2014, OPPS providers are
instructed to submit “specimen only™ services on the 014x TOB. OPPS providers are
instructed not to nse the new modifier on 014x TOB.

PARA Data Editor users with “UB Data Specifications” access can view the American Hospital

Association type of bill indicators on the Calculator tab by entering “04x” in the search function and
selecting the UB Data Specifications report (see next page):
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A larger excerpt from the transmittal follows:

https://www.cms.gov/outreach-and-education/medicare-learning-network-min/

mInmattersarticles/downloads/SE 1412.pdf

"

MIN Viagtters

MLN Matters® Number: SE1412

Related CR Release Date: December 27, 2013
Related CR Transmittal #: R2845CP

Official Information Health Care Professionals Can Trust

Related Change Request (CR) #: 8572
Effective Date: January 1, 2014
Implementation Date: January 6, 2014

Update to 2014 Hospital Outpatient Clinical Diagnostic Laboratory Test

Payment and Billing
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“As per the OPPS final rule, CMS created very limited exceptions to the packaging policy and
instructed hospitals to use the 014X TOB (Hospital Non-Patient) to obtain separate payment only in
the following circumstances:

(1) Non-patient (referred) specimen;
(2) A hospital collects specimen and furnishes only the outpatient labs on a given date of service; or

(3) A hospital conducts outpatient lab tests that are clinically unrelated to other hospital outpatient
services furnished the same day. “Unrelated” means the laboratory test is ordered by a different
practitioner than the practitioner who ordered the other hospital outpatient services, for a different
diagnosis.

“Since publication of the final rule and the January release of CR 8572, some hospitals expressed
concern that submitting a 014x TOB in this manner may violate the Health Insurance Portability and
Accountability Act. The National Uniform Billing Committee (NUBC) definition approved in 2005 for
the 014x TOB for billing of laboratory services provided to “Non-Patients,” means referred specimen,
where the patient is not present at the hospital.

“To alleviate this concern, for CY 2014 a new modifier will be used on the 013X TOB (instead of the
014X TOB) when non-referred lab tests are eligible for separate payment under the CLFS for
exceptions (2) and (3) listed above. The 014x will only be used for non-patient (meaning referred)
laboratory specimens (exception 1 above) and will not include this new modifier. The new modifier
will be effective for claims received on or after July 1, 2014, and retroactive for dates of service on or
after January 1, 2014. Please note that CMS views this new modifier as an immediate solution to
hospitals” concern for CY 2014 and that we may evaluate better means to bill for laboratory services
next year.”

Medicare did not instruct hospitals to stop using the 014x TOB for all circumstances. The 014x
TOB remains the appropriate billing form for hospitals to report charges for laboratory processing of
specimen-only, non-patient services. It is inappropriate for hospitals to report non-patient services on the
013x TOB.

Another MLN Matters article repeats the direction from Medicare to stop using the 14x TOB when a lab
service was rendered the same day as another outpatient service:

https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network
-MLN/MLNMattersArticles/Downloads/MM8776.pdf [excerpt provided is on page 8]



https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNMattersArticles/Downloads/MM8776.pdf
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MLN Matters® Number: MM8776 Related Change Request Number: 8776

Operational Change to Billing Lab Tests for Separate Payment

As delineated in MLN Matters Special Edition Article (SE)1412, issued on March 5, 2014, (see
http://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLN
MattersArticles/Downloads/SE1412.pdf ), effective July 1, 2014, OPPS hospitals should begin using
modifier L1 on type of bill (TOB) 13X when seeking separate payment for outpatient lab tests under
the Clinical Laboratory Fee Schedule (CLFS) in the following circumstances:

1) A hospital collects specimen and furnishes only the outpatient labs on a given date of service; or

2) A hospital conducts outpatient lab tests that are clinically unrelated to other hospital outpatient
services furnished the same day.

“Unrelated” means the laboratory test is ordered by a different practitioner than the practitioner who
ordered the other hospital outpatient services, for a different diagnosis. Hospitals should no longer
use TOB 14X in these circumstances.

PARA offers guidance to hospitals in the new PAMA private-payer payment rate reporting requirements
at the following link:

https://apps.para-hcfs.com/para/Documents/PAMA%20Private%20Payor%20Lab
%20Payment%20Rate%20Reporting%20(Nov%208%202019)%20-%20Final.pdf

PAMA Private Payor Lab Payment Rate Reporting

In the 2019 OPPS Final Rule, Medicare added a new reporting requirement to hospital “outreach”
laboratories which submit claims for non-patient services, i.e, blood sample processing without patient
contact, on the "non-patient services” 14X type of bill (TOB. )

It a hospital received greater tham 512,500 in Medicare revenues/reimbursement for non-patient service
claims [billed on the 141 TOB) for dates of service between January 1, 2019 and June 30, 2019, then that
hospital must report the private payor rates paid on lab tests during the same &-month period, January 1

through June 30 2019, by March 31, 2020. g
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P rICTRrE
Transparency

CMS started introducing pricing transparency guidelines in 2015 when it required hospitals to provide a
list of standard charges upon request. However, it wasn’t until the 2019 final rule that they required
hospitals to publish standard charges in a frequently updated, machine-readable format, online.

The President’s Executive Order in June 2019 promoted increased availability of meaningful pricing
information for patients.

Therefore, CMS’ FY2020 Proposed Rule
(https://s3.amazonaws.com/public-inspection.federalregister.gov/2019-25011.pdf) attempted to further
define hospitals, standard charges, and items and
services. Although it continues to call for standard
charges in a machine-readable format, it also requested
payer-negotiated rates for charges and a separate list of
“shoppable” services including 230 hospital-selected and = RIN1210-aB93

70 CM S—Selected SerV|CeS DEPARTMENT OF HEALTH AND HUMAN SERVICES

DEPARTMENT OF LABOR
Employee Benefits Security Administration

29 CFR Part 2590

45 CFR Parts 147 and 158

The rule also outlined monitoring and enforcement
including a monetary penalty and corrective action plans = [€MS-9%15-FI

from hospitals. RIN 0938-AU04

It is important to note that some states have been fransparency fn Coverage

reqUIrIng a VerSIOH Of thIS rule for many years (except AGENCIES: Internal Revenue Service, Department of the Treasury; Employee Benefits
for the payer Speciﬂc Charges component). For examp|e' Security Administration, Department of Labor; Centers for Medicare & Medicaid Services,
states like California, Colorado, and North Carolina, Department of Health and Human Services.

among others, have required annual posting of ACTION: Proposed rule.

chargemasters, a selection of hospital financial reports,

and a listing of common procedures, for years.
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The American Hospital Association (AHA) soundly opposed the rule as it
was written - (https://www.aha.org/news/headline/2019-09-27
-aha-comments-opps-proposed-rule-cy-2020). In fact, of the 66 pages of
comments on the proposed rule, 20 pages were devoted to the proposed
Pricing Transparency guidelines outlined in the rule. Their belief is that
this approach would only further confuse patients in their search for information and would disrupt
contract negotiations between payers and hospitals.

Transparency

P

The AHA mentions many legal and operational challenges, even citing First Amendment rights and
anti-trust, anti-competition challenges. We know that hospitals are operating on very thin margins and
that threatening health plan competition in the marketplace may be detrimental to providers. Additionally,
operationalizing this request is a sizable ask of the Finance and IT teams at hospitals.

In the originally released Final Rule, CMS postponed a response/decision on this component of the
proposed rule.

However, on November 15th, they released comments and final action which is expected to be
implemented on January 1, 2021.
(https://s3.amazonaws.com/public-inspection.federalregister.gov/2019-24931.pdf)

The CMS Fact Sheet regarding the new rule
(https://www.cms.gov/newsroom/fact-sheets/cy-2020-hospital-outpatient-prospective-
payment-system-opps-policy-changes-hospital-price) highlights the following information: Hospital price
transparency final rule for FY2021 includes the following components:

1) Hospitals post the "standard charges" online in a machine-readable file.

According to the updated definition outlined by CMS, standard charges include all items and services,
including supplies, facility fees and professional charges for employed physicians and other practitioners.

The following data points are required:

gross charges — chargemaster price

discounted cash prices — self-pay/cash price

payer-specific negotiated charges — hospital-negotiated price by third party payer
de-identified minimum negotiated charges — lowest third-party payer negotiated price
de-identified maximum negotiated charges — highest third-party payer negotiated price

vy vy vy vVvYY

2) Hospitals publish 230 hospital-selected and 70 CMS-selected "shoppable services" including
payer-specific negotiated rates online in a searchable and consumer-friendly manner.

3) Hospitals that fail to publish the negotiated rates online could be fined up to $300 per day.

The positive news from the November 15th announcement is that CMS is now planning to hold health
insurance companies responsible for providing a level of transparency to pricing, as well.

According to the proposed rule:

» Health insurance companies and group health plans required to disclose on a public website their
negotiated rates for in-network providers and allowed amounts paid for out-of-network providers.
Focused on promoting competition, driving innovation and supporting price-conscious
decision-making, according to the CMS fact sheet on the proposed rule

» Health insurers required to offer a transparency tool to provide members with personalized
out-of-pocket cost information for all covered services in advance.

For more information on how PARA Solutions can support your journey to Pricing Transparency, please
contact your PARA Account Executive.
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THIS REVISED DOCUMENT CORRECTS INFORMATION REGARDING THE NEW
CDSM MODIFIERS, WHICH SHOULD BE APPENDED TO THE IMAGING HCPCS
RATHER THAN THE INFORMATIONAL G-CODE.

The long-awaited CMS plan to require additional HCPCS to claims for Advanced Diagnostic Imaging has
been unveiled. CMS will begin an “Educational and Operations Testing Period”, expected to last for one
year (January 1, 2020 — December 31, 2020). No denials for lack of CDSM reporting will occur during the
“Education and Testing Phase” in 2020. (The requirement does not apply to Critical Access Hospitals.)

While reporting in 2020 is “encouraged”, it appears that in 2021 reporting will be mandatory, although
CMS has not committed to that date yet. Eventually, “rendering providers” i.e. hospitals and independent
imaging centers, as well as interpreting radiologists, will be required to report an informational G-code,
along with a modifier appended to the imaging exam HCPCS, to obtain payment for an Advanced
Diagnostic Imaging Study.

The excerpt below illustrates the mandatory reporting for a CT of the head billed to Medicare on a UB04:

| D350 | OT-Head [ TOM4 50N [owoizezs | 1 [ 100000 |
pass | coswm | o | oumize 1 | o1 |
| Modifier appended b the Imaging CPT -)

The list of imaging HCPCS which will require CDSM reporting is available on the PARA Data Editor;
search the Advisor tab with the keyword “AUC" in the summary field, then click on the “CDM” link to the
right of that Advisor:

PARA Data Editor - Demonstration Hospital [DEMO] dbDemo | Contact Support | Lig Ot
Select | Charge Qisobte | Chargs Process | Clalm A Conlracts | Pricing Data | Pricieg  Bx/Supplics  Fillers ODM | Caloulator || Advisor| Admim | CHS Tasks | PARA
Ty Ty
CR® o ireg D R Link Al Link Hiduss Dt DS
¥ | et iw]
OHE Quaitaily Updats ASSroHriat e L » Adhwirtid i IFniginay HCPC S Lisk HiA LIS [k 08,1919
Echuation CHE Procesds With ADLT AUC Regquisemants In 2009 HiA 1L D 11/28/18
Pricianilatiors Madicara’s Appropriate Uia Critedia Program T B e O702f18
Fagrilabars 208 OPFS Proposed Rule HiA L Do LT T e
Forrilabasrs FER Hadicars Fhoeoan Fee Schedube Procawed Rule ik L 0713807

The MLN Matters article describing the new requirements is available at the link below:
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/
MLNMattersArticles/Downloads/MM11268.pdf
Appropriate Use Criteria (AUC) for Advanced Diagnostic
Imaging - Educational and Operations Testing Period -
Claims Processing Requirements

MLM Matilers Numbear: MM11268 Related Change Reguest (CR) Number: 11268
Related CR Redease Date: July 26, 2019 Effective Date: January 1, 2020
Ralated CR Transmitlal Mumbar: R2Z3230TH Implementation Date: Janwary 6, 2020
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During the 2020 “Education and Testing phase”, CMS indicates that claims will not be denied for failing to
include AUC-related information or for misreporting AUC information on non-imaging claims, but
inclusion is encouraged.

The reporting requirement is challenging, in that hospitals and radiologists will require the CDSM
information from the ordering provider. Since ordering providers are not accustomed to consulting
CDSMs, and may or may not have access to a CDSM, compliance with the new requirements will require
considerable organization and teamwork.

Beginning in 2020, CMS claims processing systems will accept eleven new informational HCPCS, which
identify by name each qualified CDSM programs. In addition, eight new modifiers to be appended to the
HCPCS for Advanced Diagnostic Imaging services have been released. Each advanced diagnostic
imaging service billed to Medicare after 1/1/2020 should list one informational G-code, and a CDSM
modifier should be appended to the imaging exam HCPCS.

In 2019, reporting was both voluntary and fairly simple — if the ordering practitioner consulted a CDSM
when ordering an advanced diagnostic imaging exam, the billing provider supplying the technical
component or the professional interpretation appends modifier QQ (Ordering professional consulted a
qualified clinical decision support mechanism for this service and the related data was provided to the
furnishing professional) to the imaging code HCPCS. There was no second line HCPCS which identified
the CDSM consulted. While the QQ modifier was not deleted in 2020, Medicare has instructed rendering
providers to use the new modifier set after 1/1/2020.

Medicare created ten new HCPCS G-codes, G1000-G1010, to identify “qualified” CDSM programs by
name, plus G1011 for “NOS” — not otherwise specified.

Each HCPCS long description includes “as defined by the Medicare Appropriate Use Criteria Program”,
which we have omitted for the sake of brevity in the list below:

» (1000 - Clinical Decision Support Mechanism Applied Pathways

» (1001 - Clinical Decision Support Mechanism eviCore

» (1002 - Clinical Decision Support Mechanism MedCurrent

» (1003 - Clinical Decision Support Mechanism Medicalis

» (1004 - Clinical Decision Support Mechanism National Decision Support Company,
» (1005 - Clinical Decision Support Mechanism National Imaging Associates

» (1006 - Clinical Decision Support Mechanism Test Appropriate

» G1007 - Clinical Decision Support Mechanism AIM Specialty Health

» (1008 - Clinical Decision Support Mechanism Cranberry Peak

» (1009 - Clinical Decision Support Mechanism Sage Health Management Solutions

» G1010 - Clinical Decision Support Mechanism Stanson

» G1011 - Clinical Decision Support Mechanism, qualified tool not otherwise specified
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Medicare also released eight new modifiers to be appended to the imaging exam HCPCS if an Advanced
Diagnostic Imaging is billed. The modifiers indicate the clinician’s use (or non-use) and compliance with a
Clinical Decision Support Mechanism (CDSM) when ordering Advanced Imaging Studies. The list of
modifiers appears below.

Modifiers to be appended to Advanced Diagnostic Imaging HCPCS on Medicare Outpatient Claims

Modifier | Short Descriptor Long Descriptor

Ordering professional is not required to consult a clinical
decision support mechanism due to service being
rendered to a patient with a suspected or confirmed
emergency medical condition

MA Emer med cond susp/confirm

Ordering professional is not required to consult a clinical
MB AUC hardship, insuf internet | decision support mechanism due to the significant
hardship exception of insufficient internet access

Ordering professional is not required to consult a clinical
decision support mechanism due to the significant
hardship exception of electronic health record or clinical
decision support mechanism vendor issues

MC AUC hardship, vendor issues

Ordering professional is not required to consult a clinical
decision support mechanism due to the significant
hardship exception of extreme and uncontrollable
circumstances

MD AUC hardship, extreme circ

The order for this service adheres to appropriate use
ME Order adheres to AUC criteria in the clinical decision support mechanism
consulted by the ordering professional

The order for this service does not adhere to the
Order does not adhere to . . . ..
MF appropriate use criteria in the clinical decision support
AUC . . .
mechanism consulted by the ordering professional

The order for this service does not have applicable
appropriate use criteria in the qualified clinical decision
support mechanism consulted by the ordering
professional

MG AUC not applicable to order

Unknown if ordering professional consulted a clinical
decision support mechanism for this service, related
information was not provided to the furnishing
professional or provider

MH AUC consult not provided
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On October 24, 2018, President Trump signed into law the Substance
Use-Disorder Prevention That Promotes Opioid Recovery and Treatment
for Patients and Communities Act (SUPPORT Act; P.L., (115-271).

The law was adopted in response to
increasing numbers of drug overdose
overdoses, have significantly been on

growing concerns nationwide about the
o deaths. The numbers, specifically Opioid
= the increase since CY 2002.

The Support Act consists of eight
changes, the law creates a
medication-assisted treatment
counseling and behavioral

to treating Opioid Use Disorder
opioid treatment programs (OTPs)

titles. Among the significant Medicare
Medicare bundled payment for an incident of
(MAT), which combines medications with
therapies to provide a holistic approach

_ (OUD) and makes federally registered
approved Medicare providers.

In addition, under the Act private
Medicare Part D prescription drug
This requirement is scheduled to be
number of pharmacies and prescribers
at risk of opioid abuse.

insurers will be required to offer

plans to implement “lock-in” programs.
implemented in CY 2022, that limit the

used by enrollees that are identified as

https://www.congress.gov/115/plaws/publ271/PLAW-115publ271.pdf

TITLE II—-MEDICARE PROVISIONS TO
ADDRESS THE OPIOID CRISIS

SEC. 2001. EXPANDING THE USE OF TELEHEALTH SERVICES FOH THE
TREATMENT OF OPIOID USE DISORDER AND OTHER SUB-
STANCE USE DISORDERS.
- (a) IN GENERAL.—Section 15834(m) of the Social Security Act
(42 U.S.C. 1395m(m)) is amended—

Medicare Coverage of Opioids and OUD Treatment:

Currently, Medicare benefits are provided through Part A, which covers hospital (inpatient) services and
skilled nursing care; Part B, which covers physician services, other outpatient services and
physician-administered prescription drugs; Part C Medicare Advantage (MA), a managed care option that
offers Part A and Part B benefits (except hospice care); and Part D, a voluntary program that provides
coverage of outpatient prescription drugs through private health plans.

Medicare may provide coverage for opioids prescribed by approved providers in a variety of settings
including outpatient care, a hospital, a skilled nursing facility, or a hospice.

Medicare does not currently have a distinct benefit category for Substance Use Disorder (SUD)
treatment, although the program will reimburse for certain services, such as psychiatric care and
prescription drugs, that are deemed reasonable and necessary for treatment of alcoholism and opioid
abuse when provided in settings certified by HHS.
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Medicare Provisions of the SUPPORT Act:
» Creates a new Medicare bundled payment for MAT, effective in CY 2022. The payment covers
MAT services provided in federally registered OTPs, including dispensing of methadone.

» Requires Part D plans to administer
at risk of opioid abuse, beginning

lock-in programs for enrollees identified as
® in CY 2022.

of controlled substances in Medicare Part D to
effective CY 2021.

» Requires electronic prescribing
reduce errors and fraud,

» Allows Part D plans to
cases where there are
in CY 2020.

suspend payments to pharmacies in
, credible allegations of fraud, beginning

Services for the Treatment of Opioid

Disorders: Under the current general

can be provided to Medicare

certain situations, separate payment for

Expanding the Use of Telehealth
Use Disorder and Other Substance Use
provisions of CMS, telehealth services
beneficiaries under Parts A and B, in
telehealth services will apply.

Under Part B, payments for telehealth services are required to follow the
provisions outlined in the Social Security Act (SSA) Section 1834(m), which places the restrictions on the
location, provider, telehealth technology, and certain other parameters.

Beginning January 01, 2020, The Bipartisan Budget Act of CY2019 (BBA 18; P.L. 115-123) expands
telehealth under Medicare in four ways:

1.Increasing the opportunities for certain accountable care organization (ACO) and Medicare shared
savings plans models to receive telehealth payments

2.Eliminating the originating site restrictions for telehealth services for acute stroke evaluation,
beginning January 01, 2019

3.Allowing MA plans to provide additional telehealth benefits, which are treated as if they are
benefits required under original Medicare (Parts A and B) for payment purposes starting in CY
2020

4.By permitting Medicare patients with end-stage renal disease on home dialysis to receive monthly

clinical assessments at home or at freestanding dialysis facilities via telehealth beginning January
01, 2019.
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Medicare provisions of the SUPPORT Act:

Section 2001 of the SUPPORT Act amends SSA Section 1834(m) to eliminate the geographic originating
site requirements listed in the above paragraph for telehealth services furnished for the treatment of SUD
and co-occurring mental health disorders.

For providers to receive reimbursement for the facility fee for SUD telehealth services, the
originating site must be one of the qualifying originating sites listed in the
telehealth requirements, (excluding @ freestanding dialysis facilities). The provision
also adds the home as a permissible originating site for SUD telehealth services,
however, facility fees would not apply when the originating site is the beneficiary
home. The amendments of this provision are to become effective beginning
July 01, 2019.

Comprehensive Screenings for
beneficiaries are entitled to annual
furnished within the first year of
following are considered annually
plan services. For each visit, the
suite of physical measurements,
for additional preventive services that
services that must be furnished include,
screenings for depression and alcohol

Seniors: Currently under Medicare,

A “well” visits with the first being
Medicare enrollment (IPPE). Visits
(AWYV) and personalized prevention
provision of a health assessment, a
education and counseling, and referral
are covered separately. Consultative
among others, end-of-life planning and
misuse.

Medicare provisions of the SUPPORT ACT:

Section 2002 amends the IPPE authority in SSA Section 1861(ww) to include a review of the beneficiary’s
current opioid prescriptions and should be defined in the patient medical records:

v

Complete review of potential risk factors for OUD

v

Evaluation of pain severity and the treatment plan

v

The provision of information on non-opioid treatment options

v

Referral to a specialist, as the physician/clinician deems appropriate
In addition, the provision adds to the required elements of the IPPE, screening for potential substance use
disorders.

The provision also amends the AWV authority in SSA Section 1861(hhh) to include the same review of
the beneficiary’s current opioid prescription (s) as for the IPPE requirements.

The tables on the following pages outline all provisions that are contained within this Act, along with the
scheduled implementation dates. It is recommended all providers review the tables, as the Act’s
provisions will impact across all providers, including FQHC and RHC.
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Enactment Dates and Deadlines for SUPPORT Act Medicare Provisions
Pravisian Title Brief Deseriptian Implementation/Reporting
Mumbisr Draad lina
Climinates ariginating site geographic
requiraments for Belehealth services far
treating substance uss disorders and co- July 01, 2019
Expanding the use af telshealth acurring mental health disorders, among
seryicas For thie treatment of other modifications.
1001 i diserd d ath
DRI usE dlzorder an atfer HHS Secretary to repart to Congress an the
substance use disorders impact of these modifications an health care :
o Mo later than Five (5] years after
utilization and health outcomes related to
i i . enactment (CY 2023
substance use disorders, including emengency
M Wik
Comprehensive soreanings for Requires I:ha!. Medicare Am_w_ al l"."IIE ""_Eh_"" wisits Far dates of service an or after
002 include & review of & beneficiary’s apioid
S NS S January 01, 2030
prescriptionish
Raquires prescription{s) for Part D controlled
substances ta be Eransmitted by a health care
practitioner alectranically in accordance with Januwary 01, 2021
an approsed slectronic presoription drug
serink program
2003 Evisry pra Lrll:ll:h'.lll'l. canveyied
SECHrEly Reguires the U5, attarney general to update
r:q;.lirrtrn Bnks rl-: !|Ii.'- f:!il.'nrni:l:r.u.'I I.'I.'FI1'||:|I.'FI:I et af Na later than ane (1) year after
rmiulti a-'..tur aut .i.'n.tlLiﬂII.'ln with respect to enactment Octaber, 2019
alectranic prascriptions of controlled
subitances.
Requiring prescription drug plan
2004 sponsars under Medicara ta Raquires Part D plans to implemant lack-in For plan years an or after January
establish drug managemeant prosisions for at-risk beneficaries. 01, 3022
programs far at-risk beneficiaries
Madicare caverame of certain Creates Medicare bundled payment far ikems
05 CErvices furni:he%d v apiald and sarvices provided by gutpatient treatment Far servioas renderad an or after
P — programs for opioid use disorder, including January 01, 2020
& miethadons
ERcouraging approgriate Requires Part D-eligibde indwvidual dentified as
006 preseribing ﬁngur Medicare for having a history of opioid-related overdoses he Far plan yaars no later than
e included as & potentially at-risk beneficiary Januwary 01, 2021
N under & drug management program
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Enactment Dates and Deadlines for SUPPORT Act Medicare Provisions
Pravisian Title Brief Deseription Implementation/Reporting
Mumber Daadlina
?::?E:H::;::: I::f;::r:x;::rgl Pravides expedited appeals process for Pare D
FLLIE) enralless datermined ta be at risk of opioid Mo Fater than lanuary 01, 2021
drug management pragram For
at-risk beneficiaries abuse
Suspension of payments by
Medicars prescription |:|rl.||5.,; plans Authorizes Medicare Part D plan sponsors to
1008 and I".-1:¢l.-PI.:I plans pending suspend payments to pharmacies in the plan's Applies ta Part D plan years
mwestigations of credible — beginning January 01, 2024
allegations of fraud by
pharmackes
Requiring runuriln_g.h'.l group Adds Madicare Secandary Payer {BEP)
health plan D_F pru:l.'ru?huu drug requirement that group health plans identify
4002 f.u‘-'erage.lnfur!'n z.||:|un f.ur sifuations in which a plan should be the January 01, 2020
pripRacs :-'Ir |di._-n|:|F'.l|ng primary primary payer with respect ta benefits relating
payear :l!.uul:lum under the to Medicare Part [ enverage
Madicare program
Study on abuse-deterrent opioid Requires the Sﬁr_g?'"l'r to send & shidy to .
012 farmulations sccess barriers Congress determining whether Part D enrallees Ma kater than ana (1) -.'H.r after
. with chronic pain have adequate access ta enactment of this provision
under Medicare i
abuse-detearrent apiaids
Requiraes the Secretary to compile and pravide
Medicare apioid safety aducational resources in the Medicars annual
021 lucation natics af benefits covering topics of opiaid use, Janvary 01, 2019
pain management, and altermatice pain
management treatments
Directs the Secretary to collabarake with the
Pain Management Best Practices Inter-Agency
Task Force in develaping an action plan an
changes to Medicare and Medicaid ta prevent
apiai addiction and anhance acoais ta
miedication-assicted trestmant
N later than three months after enactmant,
Action plan en recommeandations | gha Sacratary is ko convene 4 public
far changes under Medicare and stakehaldar mesting and request public
G052 Medicaid to prevent opiids feedback an ways the Centers far Madicare lanuary 24, 2019
addictions and enhance access (0 | curgipps [CME] can address apiaid crivis
medication-assisted treatment through develapment and application af the
action plan
Thie Serretary is required to submit a report to
Caongress that summarizes the adtion plan
rewiea: id EI'I.!I‘hEh planned next steps; and Mo later than June 01, 2020
avaluates price trends for drugs used to reverse
apial aoverdases, including recommendatian
o lowesr casts
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Enactment Dates and Deadlines for SUPPORT Act Medicare Provisions

Pravisian
Numbear

Tithe

Brief Dewcription

Implementation/Reporting
D g line

B4z

Opioid use disorder treatment
demanstration program

Raquires the Secretary to conduct a four ()
year demanstration project on increasing
access to opioid wse disarder treatment,
impraving beneficiary outcomes, and reducing
Medicare axpenditures.

Requires the Secretary to consult with
addiction specialists, primary cara clinicians,
and beneficiary groups on demanstration
dasign

Mo kater than Janwary 01, 2021

Within 3 months of the enactmant
of this provision

B2

Electranic prior autharization for
covered Part O drugs

Requires Part D e-prescribing systems to allow
far processing of formulary prior autharization
requirements

Janvary 02, 2021

ElG63

Program integrity transparancy
measures under Medicars Part C
and Part D

Ragquires the Secretary to establich a secura
internat wibsits for data sharing and reparting
af Medicare Part D waste, fraud, and abuse

Ragquires the Secretary to disseminate quarterly
reparts ba Part D plans an fraed, waste and
abuse and suipicious activity treands reparted
through the wabite.

Requires Part D sponsars ta submit infermation
to the Secretary an credible evidence af
suspacted fraud and other actions related to
inappropriate opioid prescribing

Within two 2] years of anactment
of this provision

Jlanuwary @1, 2021

Eeiid

Expanding eligibility for
medication therapy management
programs under Part D

Bdds Part D enrollees identified as at rick for
prescription drug abuse to the list of targeted
medication therapy management enralless

Janvary 01, 2021

BG5S

Commit ta apioid medical
prescriber accountability and
safety far seniors

Requires the Secretary to establish technical
thresholds far identifying Part D opioid
prescribers wha are outliers compared o athar
prescribers ina specific practice specalty and
geagraphic area

January 01, 2021 will bagin
providing anmual natices ta
prescribers identified as autliers

B2

Medicare Payment Advisory
Commission {MedPAC) repart an
opioid payment, sdverse
inceEntives, and data under the
Medicare program

Raquires MedPAC to submit a repart to
Congress that describes how Medicare pays for
paim management treatment, identifies
incentive far prescribing opicids and non-
apiaid treatments, descoribes how Medicare
tracks and moanitars beneficiary daims data,
and identifies areas in which improvements are
nagdad

Ma later than March 15, 2019

E0E3

Expanding access under the
Medicare program to addiction
treatment in faderally gualified
hiealth centers (FQHC) and rural

haalth clinics {RHC]

Subject to available funds, the Secretary is
authorized to pay training costs far rural
physicians and practitioners who want to
ahtain DATA 2000 wareers ta furnish QUD

treatmant services

Janvary 01, 2015
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MEDICARE PROVISIONS FOR OPIOID RECOVERY AND TREATMENT

Enactment Dates and Deadlines for SUPPORT Act Medicare Provisions
Pravisian Tieke Beief Deseription Implementation/Reporting
Mumber Dread line
Studying th ailability of
HeWImg the JNI.H rhy o Requiras the Secretary to submit @ repart to
supplemental benefits designed K X .
Congress on the availability of supplemental Ma kater than twa {2) years after
a4 b treak ar prevent substance wbe i .
- ) henefits designed to treat and prevent enackment of this provision
disarders under Medicars )
substance e disorders under BA plans
fudvantage (KA} plans
Requires the Secretary to educate and inform
Medicare baneficiaries abaut Part B coverage
af dinical psychologist services and ta explore
winys b avald unnecessary hospitalizations ar
amergency department services through wuse of
L . . a 14-haurs, T-day-a-week help line.
Clinical psychalogict sarvices
madels under the Centers far Requires comptraller genseral to submit a
BOHE Medicare and Medicaid repart to Congress an mental and behavisral Na later than 18 months fallowing
Inmovation {Ck5); Governmeant health s&rdeet under Medicare ta nelude a0 enactment of this provision
Accountability Office (GAQ) axamination of:
study and report
1. Sarvices furnished by psychiatrists, clinical
paychalogists and ather professionals
2. 'Ways that Medicare beneficiaries
familiarize themsekes with the availability of
Medicare payment for clinical psychalagist
SEryicEs
Direcks the Secretary to conduct a study
addressing best practices, payment, and
coverage of pain management Lervices under
Medicare Parts & and B.
Dr. Todd Graham Pain Requires I:hl-.'.S-H retary 1|:m subimit a repart to Ta begin na later than ane iﬂ_ yiar
B0AG the congressional cammitbess an aptians for fallowing enactment of this
Mamagement Study .
rewising Parts & and B payments to providers provisian
and suppliers, as well as Medicare coverage
related to multidisciplinary, evidenoa-based,
nan-opioid trastments far acute and chranic
pain management
Deweloping guidanoe an pain Requiras the Secretary to devalap and publeh
managament d.nd o piid us:e guidz.ln:i.- for hosptals r:.-l.'l.*r».'il.':g_ payment under Toi bagin six () months following
B9z disarder pravention for haspitals | Medicare Part A regarding pain manageament n
o o . X enactment of this provision
receiving payment under Part A and opioid use disorder prevention strategiss
af the Medicare pragram far Madicare benaficiaries
Requiras the Secretary to establish a technical To begin no later than six (B}
eypert panal to review quality measures manths following enactment af
Requiring the review of quality related to opioids and opioid use disorder. this provision.
measures relating to opioids and
apiaid use dEarder treatmants ) ) )
B093 Furnithed under the Mediosre The Ehti.'lh.hl!li.'d pzfn:.-l will b= ri.-|:|U|.ri.-d 1]
Program and ather federal rewiew existing opioid-related quality
health care programs measures, induding thase under development; Ta begin na Eater than ane (1) year
idantify gaps and measure developmeant after the panel has bean
priorities in this ares, and recammend guality pstablished.
measures for use under specified Medicars
quality programs

g7/
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MEDICARE PROVISIONS FOR OPIOID RECOVERY AND TREATMENT

Enactment Dates and Deadlines for SUPPORT Act Medicare Provisions

Pravisian
Mumbier

Titdhe

Brief Description

Implementation/Reporting
D lin

B4

Technical Expert Panel on
Reducing Surgical Setting Opiaid
Uses: Data Callection an
Parioperative Dpioid Lie

Requires the Secretary to convens an axpert
panel to provide recommendations an reducing
apiaid use in inpatient and cutpatient settings
and best practices far pain management.

Directs the Secretary to report B Congress on
the panal’s recammendations and an ackian
plan for implementing pain management
protoools that limit apiaid use in the
perioperative wetting and at discharge.

Requires the Secretary to submit a repart to
Cangress on perioperative apioid use.

Beging na later than s (6] months
fallawing enactment of this

provisian

Begins no kater than one (1} year
following @nactment

E10Z

Reguiring kA plans and Part D
prescription drug plans to
include imformation on risks
awmaciated with apiaids and
cawerags af non-pharmacalagical
therapies and noan-opioid
medications or devices used ta
Ereat pain

Ragquires Part D plans must provide enrollees
with infarmation regarding the treatment of
pain, induding the ricks of prolonged opicid use
and coverage af non-pharmacalagical
therapies, devices and nan-opioid madications

Beging January 01, 2021

6103

Requiring MA plans and
prescription drug plans to
provide infarmation on the safs
disposal of prescription drugs

Requires MA plans to provide enralleas with
infarmation on the safe disposal of controlled
substances. MA& ar BA-PD plans must ensure
that in-hlome health risk assesements provided
an ar after lanuary 01, 2021 include
infarmation on safe disposal of presoription
drugs that are controlled cubstancas,

Beging January 01, 2021

6104

RevEing measures used under
Haspital Consumear Assessment
af Healtheare Providers amd
Systems [HCAHPS) survey related
o pain management

Requires that any MCAHPS survey conducted as
part of the Medicare Hospital IGR program,
miay not intlude quastions regarding
cammunication about pain between hospital
skl and patients unless the quastions takea
into account whether the patient experiending
the pain was informed abaut the risks
asmaciated with apiaid use as well a5 non-
apiaid alternatives for treating pain.

Further, prohibits the Secretary from including
an Hospital Compare amy measures basesd on
guestions in the O 2018 and C¥ 2019 HCAMPS
surway about communication between hospital
staff and patients about the patient’s pain

Lastly, prohibits the Sacretary fram including
measures based on guestions in the CY 2018 ar
CY 2019 HCAMPS survey about communication
by hospital staff with a patient abaut the
patient’s pain in the Hotpital VBEP Program

Beging Fanuary 01, 2020
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MEDICARE PROVISIONS FOR OPIOID RECOVERY AND TREATMENT

Enmactment Dates and Deadlines for SUPPORT Act Medicare Provisions

Pravisian . . - ImplEmeantation/Reportin
Tikla Brief Description F FRER E
Mumber D line:
Cupands an existing requirement that
applicable drug, device, biolagical ar medical
supply manufacturers that make a paymant ar
ather transfer of walue ta & Medicare covered
recipgient annually repart information on sach
transactions Ba the Secretary.
In additian, this provision expands thea
dafinitian af “covered recipient” g include:
1. Physician assistants {PA]
Fighting the opioid epidemic 2. Murse practitioners (NP .
111 EAng P F Beging lanuary 01, 2022

with sunshine 3. Clinical murse specialsts (CHS)

4. Certified registered nurss anesthetists
JCRMA)

5. Certified nurse midwives [CHI}

f. Excludes amployeas of applicable
mianufacturers.

Lastly, this pravision ends the exclusion For
National Provider ldentifiers | NP} of coveraed
recigients F or information the Open Payments
wsbsite.
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2020 CODING UPDATE -- OPIOID DISORDER TREATMENT HCPCS

In 2020, Medicare will reimburse Opioid Disorder Treatment (ODT) Programs, a new category of
provider type. Information regarding enrollment and billing is available on the CMS website at:

https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/Opioid-
Treatment-Program/Index.html

CMS.gov

Centers for Medicare & Medicaid Services

el ity uenesieaaay Hobissy s Jh A e o
Home > MEBcan > Ophoid Tres o Frograms. (OTF] > Cweriew
T - -
Reducing Oploid Misuse Opioid Treatment Programs (OTP)
Leam mons aboul hiw CMS is ighting th Slartang Janweary 1, 2030, undar tha Calendar Year (CY) 2020 Physioean Fee Schedula final nia the Ceniless. for
opioid apidemac Medicana & Medicaid Senaces (CMS) will pay Opioid Treatmant Programs (OTPs) through burdied payments for

oo usa disonded (OUD] rsalmand Senaces inan egisode of cans proviched 1o peophs with Medicare Pan B
(Madical Insurance)

Special program enrollment is required to be eligible for reimbursement. Reimbursement for the program
is per week of treatment (look for “weekly bundle” in the HCPCS description.) Additional professional and
facility fee reimbursement is limited to only G2086, G2087, and G2088; rates for those codes are provided
on the last page of this paper.

The chart below containing HCPCS and payment rates for weekly services of an ODT Program were
obtained from the CMS website at:

https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/Opioid-Treatment-Program
/Downloads/CY2020-OTP-Payment-Rates.pdf

CY2020 Final Payment Rates for Opioid Treatment Program (OTP) CMS-1715F

HCPCS Descriptor Drug Cost Non-Drug Cost Total Cost

Medication assisted treatment, methadone; weekly bundle including dispensing and/or
administration, substance use counseling, individual and group therapy, and toxicology
testing, if performed (provision of the services by a Medicare-enrolled Opioid Treatment
Program)

G2067 $35.28 $172.21 $207.49

Medication assisted treatment, buprenorphine (oral); weekly bundle including dispensing
and/or administration, substance use counseling, individual and group therapy, and
toxicology testing if performed (provision of the services by a Medicare-enrolled Opioid
Treatment Program)

G2068 $86.26 $172.21 $258.47

Medication assisted treatment, buprenorphine (injectable); weekly bundle including
dispensing and/or administration, substance use counseling, individual and group therapy,
and toxicology testing if performed (provision of the services by a Medicare-enrolled Opioid
Treatment Program)

G2069 $1,578.64 5178.65 $1,757.29

Medication assisted treatment, buprenorphine (implant insertion); weekly bundle including
dispensing and/or administration, substance use counseling, individual and group therapy,
and toxicology testing if performed (provision of the services by a Medicare-enrolled Opioid
Treatment Program)

G2070 $4,918.98 $407.86 $5,326.84
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2020 CODING UPDATE -- OPIOID DISORDER TREATMENT HCPCS

Medication assisted treatment, buprenorphine (implant removal); weekly bundle including
dispensing and/or administration, substance use counseling, individual and group therapy,
and toxicology testing if performed (provision of the services by a Medicare-enrolled Opioid
Treatment Program)

G2071 S0 $427.32 $427.32

Medication assisted treatment, buprenorphine (implant insertion and removal); weekly
bundle including dispensing and/or administration, substance use counseling, individual and
group therapy, and toxicology testing if performed (provision of the services by a Medicare-
enrolled Opioid Treatment Program)

G2072 $4,918.98 $626.97 $5,545.95

Medication assisted treatment, naltrexone; weekly bundle including dispensing and/or

administration, substance use counseling, individual and group therapy, and toxicology

testing if performed (provision of the services by a Medicare-enrolled Opioid Treatment
Program)

G2073 $1,164.02 $178.65 $1,342.67

Intensity Add-on Codes

HCPCS Descriptor Drug Cost Non-Drug Cost Total Cost

Intake activities, including initial medical examination that is a complete, fully
documented physical evaluation and initial assessment by a program physician or a
primary care physician, or an authorized healthcare professional under the supervision of
a program physician or qualified personnel that includes preparation of a treatment plan
that includes the patient’s short-term goals and the tasks the patient must perform to
complete the short-term goals; the patient’s requirements for education, vocational
rehabilitation, and employment; and the medical, psycho- social, economic, legal, or other
supportive services that a patient needs, conducted by qualified personnel (provision of
the services by a Medicare-enrolled Opioid Treatment Program); List separately in
addition to code for primary procedure.

G2076 S0 $179.46 $179.46

Periodic assessment; assessing periodically by qualified personnel to determine the most
appropriate combination of services and treatment (provision of the services by a
Medicare-enrolled Opioid Treatment Program); List separately in addition to code for
primary procedure.

G2077 S0 $110.28 $110.28

Take-home supply of methadone; up to 7 additional day supply (provision of the services
G2078 by a Medicare-enrolled Opioid Treatment Program); List separately in addition to code for $35.28 S0 $35.28
primary procedure.

Reimbursement outside of the "weekly bundle" program rate is limited to only a few of the new codes.

HCPCS Description MPFS OPPS

G2086 Office-based treatment for opioid use Non Fac: $413.23 | APC Status: S
disorder, including development of the .

treatment plan, care coordination, Fac:  $301.35 5131.35
individual therapy and group therapy and
counseling; at least 70 minutes in the first
calendar month

G2087 Office-based treatment for opioid use Non Fac: $368.48 APC Status: S
disorder, including care coordination, .

individual therapy and group therapy and Fac:  $293.77 5131.35
counseling; at least 60 minutes in a
subsequent calendar month

G2088 Office-based treatment for opioid use Non-Fac: $70.01 APC Status: N
disorder, including care coordination
disorder, : Fac.  $35.01 (payment
individual therapy and group therapy and 5 packaged)

counseling; each additional 30 minutes
beyond the first 120 minutes (list
separately in addition to code for primary
procedure)
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2020 OPPS FINAL RULE REQUIRING PRIOR AUTHORIZATION

In the 2020 OPPS Final Rule, Medicare firmed up its plan to require hospital outpatients to obtain prior
authorization to perform certain services which it deems to have been at risk for incorrect payment due
to medical necessity, primarily services that are sometimes performed for cosmetic purposes. The prior
authorization process is not required of procedures performed in Ambulatory Surgery Centers.

The regional MACs will be responsible for the nuts-and-bolts authorization process. In theory, the
authorization process will take no more than 10 days. Either the physician or the hospital may submit the
request for prior authorization, but the hospital will remain ultimately responsible for ensuring that
authorization is obtained prior to the surgical procedure.

Eventually, Medicare expects to provide an exemption to the prior authorization process for certain
physicians who demonstrate consistent compliance with medical necessity requirements, but the details
of this process are not yet available.

The final rule will be published in the Federal Register on 11/12/19; in the meantime, a temporary link has
been provided to the unpublished text:

https://www.federalregister.gov/documents/2019/11/12/2019-24138/
medicare-program-changes-to-hospital-outpatient-prospective-payment-and-ambulatory-surgical-center

“In sum, we are finalizing our proposed prior
) authorization policy as proposed, including our
] proposed regulation text, with the following

AGENCY: modifications: we are adding additional language at §
Centers for Medicare & Medicaid Services (CMS), HHS. 41983(C) regarding the no“ce Of exemption or
ACTION: withdraw of an exemption. We are including in this

‘ = process the two additional botulinum toxin injections
SOt Hper =t codes, J0586 and J0588. See Table 65 below for the
SUMMARY: final list of outpatient department services requiring

prior authorization. ...”

This final rule with comment period revises the Medicare hospital outpatient
prospective payment system (OPPS) and the Medicare ambulatory surgical
center (ASC) payment system for Calendar Year 2020 based on our continuing
experience with these systems. In this final rule with comment period, we
describe the changes to the amounts and factors used to determine the payme
rates for Medicare services paid under the OPPS and those paid under the AS
payment system. Also, this final rule with comment period updates and refines
the requirements for the Hospital Outpatient Quality Reporting (OQR) Program
and the ASC Quality Reporting (ASCQR) Program. In addition, this final rule with
comment period establishes a process and requirements for prior authorization
for certain covered outpatient department services; revise the conditions for
coverage of organ procurement organizations; and revise the regulations to allow
grandfathered children's hospitals-within-hospitals to increase the number of

beds without resulting in the loss of grandfathered status; and provides notice of TAB LE 65_——P RO POS E D |_| ST O F O UTPAT| E NT

the closure of two teaching hospitals and the opportunity to apply for available

S‘Oté;‘ fo‘r pgrpos_es olfjigtli\hrgot medical education (IME) and direct graduate S E RVlC ES THAT WO U LD R EQ U | R E P Rlo R
medical education ( ) payments. AUTHOR'ZAT'ON

Code (i) Blepharoplasty, Eyelid Surgery, Brow Lift, and Related Services

15820 Removal of excessive skin of lower eyelid

15821 Removal of excessive skin of lower eyelid and fat around eye

15822 Removal of excessive skin of upper eyelid

15823 Removal of excessive skin and fat of upper eyelid

67900 Repair of brow paralysis

67901 Repair of upper eyelid muscle to correct drooping or paralysis

67902 Repair of upper eyelid muscle to correct drooping or paralysis

67903 Shortening or advancement of upper eyelid muscle to correct drooping or paralysis

42



https://www.federalregister.gov/documents/2019/11/12/2019-24138/medicare-program-changes-to-hospital-outpatient-prospective-payment-and-ambulatory-surgical-center
https://www.federalregister.gov/documents/2019/11/12/2019-24138/medicare-program-changes-to-hospital-outpatient-prospective-payment-and-ambulatory-surgical-center
https://www.federalregister.gov/documents/2019/11/12/2019-24138/medicare-program-changes-to-hospital-outpatient-prospective-payment-and-ambulatory-surgical-center

PARA Weekly eJournal: December 4, 2019

2020 OPPS FINAL RULE REQUIRING PRIOR AUTHORIZATION

Code (i) Blepharoplasty, Eyelid Surgery, Brow Lift, and Related Services (continued)

67904 | Repair of tendon of upper eyelid

67906 | Suspension of upper eyelid muscle to correct drooping or paralysis

67908 Removal of tissue, muscle, and membrane to correct eyelid drooping or paralysis

67911 | Correction of widely-opened upper eyelid

Code (ii) Botulinum Toxin Injection

64612 | Injection of chemical for destruction of nerve muscles on one side of face

64615 | Injection of chemical for destruction of facial and neck nerve muscles on both sides of
face

JO585 Injection, onabotulinumtoxina, 1 unit

JO586 Injection, abobotulinumtoxina

JOS87 Injection, rimabotulinumtoxinb, 100 units

J0588 Injection, incobotulinumtoxin a

Code (iii) Panniculectomy, Excision of Excess Skin and Subeutaneous Tissue (Including
Lipectomy), and Related Services

15830 | Excision, excessive skin and subcutaneous tissue (includes lipectomy); abdomen,
infraumbilical panniculectomy

15847 Excision, excessive skin and subcutaneous tissue (includes lipectomy), abdomen (eg,
abdominoplasty) (includes umbilical transposition and fascial plication) (list separately in
addition to code for primary procedure)

15877 Suction assisted removal of fat from trunk

Code (iv) Rhinoplasty, and Related Services

20912 | Nasal cartilage graft

21210 Repair of nasal or cheek bone with bone graft

21235 | Obtaining ear cartilage for grafting

30400 | Reshaping of tip of nose

30410 | Reshaping of bone, cartilage, or tip of nose

30420 Reshaping of bony cartilage dividing nasal passages

30430 Revision to reshape nose or tip of nose after previous repair

30435 | Revision to reshape nasal bones after previous repair

30450 | Revision to reshape nasal bones and tip of nose after previous repair
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Code (v} Rhinoplasty, and Related Services [continued)

30480 Repair of congenital nasal defect to lengthen tip of nose

30462 Repair of congenital nasal defect with lengthening of tip of nose

30465 Widening of nasal passage

30520 Reshaping of nasal cartilage

Code (v) Vein Ablation and Related Services

36473 Mechanochemical destruction of insufficient vein of arm or leg, accessed through the skin
using imaging guidance

35474 Mechanochemical destruction of insufficient vein of arm or leg, accessed through the skin
using imaging guidance

35475 Destruction of insufficient vein of arm or leg, accessed through the skin

36476 Radiofrequency destruction of insufficient vein of arm or leg, accessed through the skin
using imaging guidance

36478 Laser destruction of incompetent vein of arm or leg using imaging guidance, accessed
through the skin

36479 Laser destruction of insufficient vein of arm or leg, accessed through the skin using
imaging guidance

36482 Chemical destruction of incompetent vein of arm or leg, accessed through the skin using
imaging guidance

35483 Chemical destruction of incompetent vein of arm or leg, accessed through the skin using
imaging guidance

44



PARA Weekly eJournal: December 4, 2019

NEW FINAL RULES: GET THE FACTS

AVAILARLE HERE

Fact sheet

See full version
CY 2020 Medicare Hospital Outpatient
Prospective Payment System and on next page.
Ambulatory Surgical Center Payment
System Final Rule (CMS-1717-FC)

L
Nov 01, 2019 | Ambulatory surgical centers, Legislation, Medicare Parts A & B gc I I c k H e re

Fact sheet

Finalized Policy, Payment, and Quality
Provisions Changes to the Medicare
Physician Fee Schedule for Calendar
Year 2020

lov 01, 2019 | eHealth, Initiatives, Legislation, Physicians

Click Here
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NEW FINAL RULES: GET THE FACTS

On November 15,

for Medicare &

(CMS) finalized policies
directives in President

Order, entitled , )Y Y N 1- -

and Quality ' ' /
American Healthcare ¥
First,” that lay the

patient-driven

by making prices for 5
provided by all

United States more

4517 \

2019, the Centers
Medicaid Services
that follow
Trump’s Executive
“Improving Price
Transparency in
to Put Patients
foundation for a
healthcare system
items and services
hospitals in the
transparent for

patients so that they can be more

informed about what they might pay for hospital items and services.

The policies in the final rule will further advance the agency’s commitment to increasing price
transparency. It includes requirements that would apply to each hospital operating in the United States.

This fact sheet discusses the provisions of the final rule (CMS-1717-F2), which can be downloaded from
the Federal Register at: https://www.hhs.gov/sites/default/files/cms-1717-f2.pdf.

Increasing Price Transparency of Hospital Standard Charges

On June 24, 2019, the President signed an Executive Order on Improving Price and Quality Transparency
in American Healthcare to Put

Patients First noting that it is the ozl

policy of the Federal Government to . . .
increase the availability of meaningful CY 2020 Medicare Hospital Outpatient

Egtcignigd gualliy e 1oF Prospective Payment System and
' Ambulatory Surgical Center Payment
System Final Rule (CMS-1717-FC)

The Executive Order directed the
Secretary of Health and Human
Services (HHS) to propose a
regU|ati0n, COHSiStent Wlth app“CabIe Nov 01, 2019 | Ambulatory surgical centers, Legislation, Medicare Parts A & B &‘\
law, to require hospitals to publicly

post standard charge information.['! We believe healthcare markets work more efficiently and

provide consumers with higher-value healthcare if we promote policies that encourage choice

and competition.!2 In short, as articulated by the CMS Administrator, we believe that transparency in
health care pricing is “critical to enabling patients to become active consumers so that they can lead the
drive towards value.”3!

This final rule implements Section 2718(e) of the Public Health Service Act and improves upon prior
agency guidance that required hospitals to make public their standard charges upon request starting in
2015 (79 FR 50146) and subsequently online in @ machine-readable format starting in 2019 (83 FR
41144).

Section 2718(e) requires each hospital operating within the United States to establish (and update) and
make public a yearly list of the hospital’s standard charges for items and services provided by the
hospital, including for diagnosis-related groups established under section 1886(d)(4) of the Social Security
Act.
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In the final rule, we finalize the following:
(1) definitions of “hospital”, “standard charges”, and “items and services”;

(2) requirements for making public a machine-readable file online that includes all standard
charges (including gross charges, discounted cash prices, payer-specific negotiated charges, and
de-identified minimum and maximum negotiated charges) for all hospital items and services;

(3) requirements for making public discounted cash prices, payer-specific negotiated charges, and
de-identified minimum and maximum negotiated charges for at least 300 ‘shoppable” services (70
CMS-specified and 230 hospital-selected) that are displayed and packaged in a consumer-friendly
manner; and

(4) monitoring for hospital noncompliance and actions to address hospital noncompliance
(including issuing a warning notice, requesting a corrective action plan, and imposing civil
monetary penalties), and a process for hospitals to appeal these penalties. CMS is finalizing that
these policies would be effective January 1, 2021.
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2020 MEDICARE PREMIUM UPDATES

CMS has announced the new updates for the CY2020 premiums and deductibles for Part A
and Part B fee for service providers.

Medicare Part B covers physician services, outpatient hospital services, certain home health services,
durable medical equipment, and certain other medical and health services not covered under Part A.

The standard monthly premium for Medicare Part B enrollees will be $144.60 for CY 2020. This is a slight
increase over CY2019, which was $135.50.

The annual deducible for Part B enrollees for CY2020 is $198.00. As with the increase in premiums, this
is also a slight increase over CY2019, which was $185.00.

Medicare Part A covers inpatient hospital, skilled nursing facility, and some home health care services.
Currently, CMS records show about 99% (percent) of Medicare beneficiaries do not have a Part A
premium since they have at least 40 quarters of Medicare-covered employment.

For CY2020, the Medicare Part A inpatient deductible is $1408.00. This is an increase of $44.00 from the
CY2019 deductible amount of $1340.00.

Fact sheet

2020 Medicare Parts A & B Premiums
and Deductibles

Nov 08, 2019 | Billing & payments, Eligibility & enroliment, Medicare Parts A & B
CY2020 Co-insurance rates:

$352.00 — 61st — 90th day
$704.00 — 91st — 150th day for Lifetime reserve days
$176.00 — 21st — 100th day for SNF days

Medicare Advantage Premiums: In CY2019 Medicare Advantage premiums will decline while plan
choices and new benefits increase. On average, Medicare Advantage premiums are estimated to
decrease by 23% from the CY2018.

Article reference:
https://www.cms.gov/newsroom/fact-sheets/2020-medicare-parts-b-premiums-and-deductibles
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2020 CODING UPDATE DOCUMENTS AVAILABLE

In preparation for the year-end CPT®/HCPCS
update, PARA has prepared eleven brief “2020
Coding Update” documents listing deleted codes
and added codes within a particular clinical area or
= procedure group. The documents are available on
- the PARA Data Editor “Advisor” tab.

The coding topics addressed do not encompass all
. CPT® updates, only those which are most likely to
be “hard-coded” to a line item in a facility
chargemaster. Topics are divided into immediately
related areas, and more than one paper may
contain information useful to a service line
manager.

~ Due to CPT® licensing restrictions, these

~ documents cannot be published within the PARA
Weekly eJournal. PARA Data Editor users may access the information on the Advisor tab; search
“Coding Update” in the type field, and/or 2020 in the subject field, as illustrated below:

< X

PARA Data Editor - Demonstration Hospital [DEMO] dbDemo | Conkact Support | Log Tult
Srdect  Charge (uote  Change Prooess | Claim A Contracis | Pricieg Dada Pricing  BxfSopplies | Filers. CDM | Caboulabtor | Advisor Admim CMS | Tasks PARA

Type STV
CR® Suppcrting Docs Fiter Link AL Link S Diabe Boakmark

Coding Update K~ ®Qy,
Coafing Lipaiabe 2030 Coding Update - Sutoleprus Gralting,. Fat o Denms B 1 [ L0719
Codding Lipadabe Elodiflers 00 @nd OO for PTA and OTA senveoes in 2020 B 1 Do L0719
Codling Lipdate 2020 Coding Update - Thimpsutic Drug Lab Testsg TN 1 Dl 100719
Coading Uipdabe 2030 Coding Update -Remote Inbermrogation Device Evals M 1 Cx 10/07/19
Cioading Lipdabe #0300 Coding Update - SFECT Imaging LT 1 L= 1019
Cioafing Lipdate 2020 Coding Update - RaSophanm Loc Inflam Process MR 1 [xx 100719
Coding Uipdate 2020 Coding Update - Pancardicceniess, Tube Candscstonmy MR 1 Do 100719
Coading Lipdabe 2030 Coding Update - Myocandial Imaging (5train & PET) M 1 Do 100719
Cssling Li=dale S0 Coding Uglale - Heslth Parlhitraid pored of @iy | ki MSA 1 [k IO 19
Coxiing Lipclate 2020 Coding Update - G Trass [magesg MR 1 D 100319
Coading Lipdale 2020 Coding Update - DEGSE snd Cearebral Seiiure Hon@oning MR 1 D 100319
Cadling Lipsdate 2030 Coding Update - Cogmitiag Thasapy' TN 1 D 100719
Cading Ligsate PARA Year-Ered mOPCS Updatn Process MR 1 Do P TEE]

Medicare coverage information is not available on all of the new codes at this time. Following the release
of the OPPS Final Rule in November, coding update papers will be revised to indicate whether Medicare
will accept/cover the new codes that are not clear.

PARA Data Editor users can identify updated papers by the word “Revised” in the title and the date
issued will be updated.
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MLN CONNECTS

PARA invites you to check out the mInconnects page available from the Centers For Medicare and
Medicaid (CMS). It's chock full of news and information, training opportunities, events and more! Each
week PARA will bring you the latest news and links to available resources. Click each link for the PDF!

minconnects

Official CMS news from the Medicare Learning Network

_Ey
2\

Special Edition: Thursday, November 26, 2019
New Medicare Card: Claim Reject Codes After January 1
Get paid. Use Medicare Beneficiary Identifiers (MBIs) now.

If you do not use MBIs on claims (with a few exceptions) after January 1, you will get:

» Electronic claims reject codes: Claims

=
Status Category Codg of A7 . . mlnconnects
(acknowledgment rejected for invalid N Offctal GMS news o the Meclcare Learning Networke
information), a Claims Status Code of 164

SPECIAL EDITION
(entity's contract/member number), and an Tuesday, November 26, 2018
Entity Code of IL (subscriber)
. . . . New Medicare Card: Claim Reject Codes After January 1
» Paper claims notices: Claim Adjustment ST —

Reason Cod e (CARC) 16 ”C|a im/service If you do not use MBIs on claims (with a few exceptions) after January 1, you will get:
lacks information or has submisSiON/DIllING | arvecimense nme s ontoy coso o a1 S @ G s o R e
error(s)” and Remittance Advice Remark " Rk Cods (RARC) NO82 Msipincoeeatald ptlrt orter o e e
Cod e (RARC) N 382 We encourage people with Medicare to carry their cards with them since we removed the Social Security Number-based number: if your patients do not bring their

Medicare cards with them:
"M | SSi ng/| ncom plete/| nva | | d patient « Give them the Get Your New Medicare Card flyer in English (PDF) or Spanish (PDF)

« Use your Medicare Administrative Contractor's look-up tool. Sign up (PDF) for the Portal to use the tool.

i d e ntifi e r.II « Check the remittance advice. Until December 2019, we return the MBI on the remittance advice for every claim with a valid and active Health Insurance Claim

Number (HICN),

See the MLN Matters Article (PDF) to learn how to get and use MBIs.

We encourage people with Medicare to carry their
cards with them since we removed the Social

View this edition as a PDF (PDF)

Security Number-based number; if your patients do not bring their Medicare cards with them:

» Give them the Get Your New Medicare Card flyer in English (PDF) or Spanish (PDF).

» Use your Medicare Administrative Contractor’s look-up tool. Sign up (PDF) for the Portal to use the tool.
» Check the remittance advice. Until December 2019, we return the MBI
on the remittance advice for every claim with a valid and active Health /(_ MEDICARE HEALTH INSURANCE
=

Insurance Claim Number (HICN).

Name/Nombre

JOHN L SMITH

See the MLN Matters Article (PDF) to learn how to get and use MBISs.

Medicare Number/Nimero de Medicare

- PDF (PDF 1EG4-TE5-MKT72
1ew | 1tion ! ) Entitled to/Con derecho a Coverage starts/Cobertura empieza
ew (his edition as 3 HOSPITAL (PARTA) 03-01-2016

MEDICAL (PARTB) 03-01-2016
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https://www.cms.gov/Medicare/New-Medicare-Card/index
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/Downloads/GetYourNewMedicareCard.pdf
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/Downloads/GetYourNewMedicareCard.pdf
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/Downloads/GetYourNewMedicareCardSpanish.pdf
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/Downloads/GetYourNewMedicareCardSpanish.pdf
https://www.cms.gov/Medicare/New-Medicare-Card/Providers/MACs-Provider-Portals-by-State.pdf
https://www.cms.gov/Medicare/New-Medicare-Card/Providers/MACs-Provider-Portals-by-State.pdf
https://www.cms.gov/Medicare/New-Medicare-Card/Providers/MACs-Provider-Portals-by-State.pdf
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNMattersArticles/downloads/SE18006.pdf
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNMattersArticles/downloads/SE18006.pdf
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNMattersArticles/downloads/SE18006.pdf
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNMattersArticles/downloads/SE18006.pdf
https://www.cms.gov/media/453876
https://www.cms.gov/media/453876
https://www.cms.gov/media/453876
https://www.cms.gov/media/453876
https://www.cms.gov/media/453876
https://www.cms.gov/media/453876
https://www.cms.gov/media/453876
https://www.cms.gov/outreach-and-educationoutreachffsprovpartprogprovider-partnership-email-archive/new-medicare-card-claim-reject-codes-after-january-1
https://www.cms.gov/Outreach-and-Education/Outreach/FFSProvPartProg/Provider-Partnership-Email-Archive-Items/2019-06-27-eNews.html?DLPage=1&DLEntries=10&DLSort=0&DLSortDir=descending
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Medicare

l:mni.ng-y.

/

Official I ion Health Care P i Can Trust

There was ONE new or revised Med Learn
(MLN Matters) article released this week.

To go to the full Med Learn document simply
click on the screen shot or the link.

FIND ALL THESE MED LEARNS
IN THE ADVISOR TAB OF THE PDE

PARA Data Editor - Demonstration Hospital [DEMO] dbDemo | Contact Support | Log Out
Select | Charge Quote | Charge Process || Claim/RA || Contracts || Pricing Data || Pricing | | Rx/Supplies | Filters || CDM || Calculator || Advisor || Admin | CMS || Tasks | PARA

Type Summary
CR# Supporting Docs Filter Link Audit Link Issue Date Bookmark

Med Learn ¥ ¥ Enter Summary Search Criteria Here XO,

Med Learn MM11233 Page 1 of 3 Quarterly Update for the Temporary Gap Peri... N/A 1 Doc 04/05/19
Med Learn MM11232 April 2019 Update of the Ambulatery Surgical Center (AS... N/A 1 Doc 03/22/19
Med Learn MM11203 Update to the Payment for Grandfathered Tribal Federally... MN/A 1 Doc 03/22/19
Med Learn MM11181 Billing for Hospital Part B Inpatient Services MN/A 1 Doc 03/22/19
Med Learn MM11163 Quarterly Update to the Medicare Physician Fee Schedule... MN/A 1 Doc 03/22/19
Med Learn MM11104 Manual Updates Related to Home Health Certification an... MN/A 1 Doc 03/22/19
Med Learn MM11163 Quarterly Uupdate to the Medicare Physician Fee Schedul... MN/A 1 Doc 03/15/19
Med Learn MM11216 April 2019 Update of the Hospital Outpatient Prospective ... N/A 1 Doc 03/15/19
Med Learn MM11204 Remittance Advice Remark Code (RARC), Claims Adjust... MN/A 1 Doc 03/13/19
Med Learn MM11192 Page 1 of 4 April 2019 Integrated Outpatient Code Editor... N/A 1 Doc 03/13/19
Med Learn MM11049 Ensuring Only the Active Billing Hospice Can Submit a Re... M/A 1 Doc 03/13/19
Med Learn MM11003 Implementation to Exchange the List of Electronic Medica... M/A 1 Doc 02/22/19
Med Learn MM11087 Ensuring Organ Acquisition Charges Are Mot Included in t... M/A 1 Doc 02/22/19
Med Learn MM10901 Local Coverage Determinations (LCDs) M/A 1 Doc 02/15/19
Med Learn MM11099 January 2019 Update of the Hospital Qutpatient Prospect... M/A 1 Doc 01/18/19
Med Learn MM11076 Calendar Year (CY) 2019 Annual Update for Clinical Labor... M/A 1 Doc 01/18/19
Med Learn MM11146 Clinical Laboratory Fee Schedule - Medicare Travel Allow... N/A 1 Doc 01/11/19
Med Learn MM11126 Quarterly Update to the National Correct Coding Initiativ... NfA 1 Doc 01/11/19
Med Learn MM11097 Quarterly Update for the Temporary Gap Period of the Du... N/A 1 Doc 01/11/19
Med Learn MM11085 2019 Durable Medical Equipment Prosthetics, Orthotics, ... N/A 1 Doc 01/11/19
Med Learn MM11080 Mew Waived Tests MN/A 1 Doc 01/11/19
Med Learn MM10901 Local Coverage Determinations (LCDs) N/A 1 Doc 01/11/19
Med Learn MM10848 Medicare Claims Processing Manual, Chapter 30 Revisions MN/A 1 Doc 01/11/19
Med Learn MM10567 Skilled Mursing Facility Advance Beneficiary Notice of Non... N/A 1 Doc 01/11/19
Med Learn MM 11108 - January 2019 Update of the Ambulatory Surgical Cent... N/A 1 Doc 12/28/18
Med Learn MM 11072 - Updates to Immunosuppressive Guidance N/A 1 Doc 12/28/18
Med Learn MM 10782 - Home Health Rural Add-on Payments Based on County... N/A 1 Doc 12/28/18
Med Learn MM11049 - Ensuring Only the Active Billing Hospice Can Submit a ... N/A 1 Doc 12/28/18
Add Bookmark | ‘ Remove Bookmark |

Page 1 of 88 > > o Displaying Advisories 1 - 28 of 2443

Copyright © 2019 Peter A, Ripper & Associates, Inc. | webmaster@para-hcfs.com | Privacy Policy

CPT is a registered trademark of the American Medical Association
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The link to Ihis MedLearn MM 11560

KNOWLEDGE - RESOURCES - TRAINING

Summary of Policies in the Calendar Year (CY) 2020 Medicare
Physician Fee Schedule (MPFS) Final Rule, Telehealth
Originating Site Facility Fee Payment Amount and Telehealth
Services List, CT Modifier Reduction List, and Preventive
Services List

MLN Matters Number: MM11560 Related Change Request (CR) Number: 11560
Related CR Release Date: November 27, 2019  Effective Date: January 1, 2020
Related CR Transmittal Number: R4468CP Implementation Date: January 6, 2020

PROVIDER TYPES AFFECTED

This MLM Matters Article is for physicians and other providers who submit claims te
Medicare Administrative Contractors (MACs) for services paid under the Medicare Physician
Fee Schedule (MPFS) and provided to Medicare beneficiaries.

PROVIDER ACTION NEEDED

CR 11560 provides a summary of the policies in the CY 2020 MPFS Final Rule, announces the
Telehealth Originating Site Facility Fee payment amount and makes other policy changes
related to Medicare Part B payment. These changes are applicable to services furnished in CY
2020. Make sure your billing staffs are aware of these updates.

BACKGROUND

Section 1848(b)(1) of the Social Security Act (the Act) requires the Secretary to establish, by
regulation, a fee schedule of payment amounts for physicians' services for the subsequent year.

The Centers for Medicare & Medicaid Services (CMS) final rule that updates payment policies
and Medicare payment rates for services fumnished by physicians and Non-Physician
Practitiocners (NPPs) that are paid under the MPFS in C¥ 2020, went on display on November 1,
2019. The final rule also addresses public comments on Medicare payment policies CMS
proposed earlier this year. You can find the final rule at
https://'www.cms.goviMedicare/Medicare-Fee-for-Service-Payment/PhysiclanFeeSched PFS-
Federal-Regulation-Notices-Items/CMS-1715-F_htmi.

icare Telehealth

For CY 2020, CMS is finalizing the proposals to add HCPCS codes G2086, G2087, and G2088
{(which describe a bundled episode of care for treatment of opioid use disorders) to the list of
lelehealth services:

Page 1 of 6 ( S mfg;f.:{ﬁg
IU. Network -

o TR T bl (A s AR A ARV
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There were THREE new or revised
Transmittals released this week.

To go to the full Transmittal document simply click
on the screen shot or the link.

FIND ALL THESE TRANSMITTALS
IN THE ADVISOR TAB OF THE PDE

PARA Data Editor - Demonstration Hospital [DEMO] dbDemo | Contact Support | Log Out

Select || Charge Quote || Charge Process || Claim/RA | Contracts || Pricing Data || Pricing || Rx/Supplies | Filters || CDM || Calculator || Advisor || Admin | CMS || Tasks | PARA

Type Summary
CR# Suppeorting Docs Filter Link Audit Link Issue Date Bookmark

Transmittals ® ¥ || Enter Summary Search Criteria Here xQ
Transmittals R4275CP Quarterly Update for the Temporary Gap Period of the Du... MN/A 1 Doc 04/05/19
Transmittals R4267 Evaluation and Management (E/M) when Performed with Su... N/A 1 Doc 04/05/19
Transmittals R22760TN Update to Claim Processing Logic to Allow 53 Automate... N/A 1 Doc 04/05/19
Transmittals R22750TN User CR: MCS - Add Date to NU Screen for Health Insur... N/A 1 Doc 04/05/19
Transmittals R875PI Updates to Immunosuppressive Guidance MN/A 1 Doc 04/05/19
Transmittals R312FM Updates to Medicare Financial Management Manual Chapte... N/A 1 Doc 04/05/19
Transmittals R4265CP Changes to the Laboratory National Coverage Determinati... N/A 1 Doc 03/22/19
Transmittals R4264CP July 2019 Quarterly Average Sales Price (ASP) Medicare P... N/A 1 Doc 03/22/19
Transmittals R4263CP April 2019 Update of the Ambulatory Surgical Center (AS... N/A 1 Doc 03/22/19
Transmittals R4261CP Update to the Payment for Grandfathered Tribal Federally ... N/A 1 Doc 03/22/19
Transmittals R4260CP Update to Chapter 31 in Publication (Pub.) 100-04 to Pro... N/A 1 Doc 03/22/19
Transmittals R4259CP Billing for Hospital Part B Inpatient Services N/A 1 Doc 03/22/19
Transmittals R4258CP Quarterly Update to the Medicare Physician Fee Schedule ... N/A 1 Doc 03/22/19
Transmittals R870PI Manual Updates Related to Home Health Certification and R... N/A 1 Doc 03/22/19
Transmittals R258BP Manual Updates Related to Home Health Certification and ... N/A 1 Doc 03/22/19
Transmittals R125MSP Update to Publication (Pub.) 100-05 to Provide Language... N/A 1 Doc 03/22/19
Transmittals R82QRI Update to Publication 100-22 to Provide Language-Only Ch... N/A 1 Doc 03/22/19
Transmittals R4258CP Quarterly Update to the Medicare Physician Fee Schedule ... N/A 1 Doc 03/18/19
Transmittals R4257CP Implementation of the Medicare Performance Adjustment ... MN/A 1 Doc 03/13/19
Transmittals R4256CP April 2019 Integrated Outpatient Code Editor (I/OCE) Spe... N/A 1 Doc 03/13/19
Transmittals R4255CP April 2019 Update of the Hospital Qutpatient Prospective ... N/A 1 Doc 03/13/19
Transmittals R4254CP Ensuring Only the Active Billing Hospice Can Submit a Re... N/A 1 Doc 03/13/19
Transmittals R4253CP Remittance Advice Remark Code (RARC), Claims Adjustm... N/A 1 Doc 03/13/19
Transmittals R22700TN Implementation of the Skilled Mursing Facility {SNF) Pati... N/A 1 Doc 03/13/19
Transmittals R22640TN Implementation to Exchange the list of Electronic Medic... N/A 1 Doc 02/22/19
Transmittals R865PI Update to Chapter 15 of Publication (Pub.) 100-08 N/A 1 Doc 02/22/19
Transmittals R22620TN Ensuring Organ Acquisition Charges Are Not Included in... N/A 1 Doc 02/22/19
Transmittals R311FM Updating Chapter 3, Section 200, Limitation on Recoupme... N/A 1 Doc 02/22/19

Add Bookmark ‘ | Remove Bookmark |

Page |1 of 151 > » e Displaying Advisories 1 - 28 of 4223

Copyright © 2019 Peter A, Ripper & Associates, Inc. | webmaster@para-hcfs.com | Privacy Policy

CPT is a registered trademark of the American Medical Association
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The link 30 shis TransmiHaI R24020TN

CMS Mﬂllllal System Department of Health &

Human Services (DDHHS)

Pub 100-20 One-Time Notification Centers for Medicare &
Medicaid Services (CMS)
Transmitial 2402 Date: November 27, 2019

Change Request 11474

SUBJECT: Implementation to Adopt the Document Codes into the Post-Pay Electronic Medical
Documentation Requests (eMDR) to Participating Providers via the Electronic Submission of Medical
Documentation (esMD) System

L SUMMARY OF CHANGES: CR 11003 implemented the changes required to receive and process the
eMDR Registered Provider File. This file contains the latest status of the providers who have registered to
receive eMDR. This was the first step required in order to exchange eMDR letters to registered Providers via
the esMD system. CR 11142 implemented the changes required to generate and send the post pay eMDR
Letter Package information to the Review Contractors who conduct the reviews via esMD. This CR is the
last step in the process to implement the changes required to populate the approprate/Standardized
Document Codes while generating and sending the eMDR Letter Package information, by the Review
Contractor to esMD.

EFFECTIVE DATE: July 1, 2020

*Unless otherwise specified, the effective date is the dare of service.

IMPLEMENTATION DATE: April 6, 2020 - Analysis, Design, Coding: July 6, 2020 - Testing and
Implementation

Disclaimer for manual changes only: The revision date and transmittal number apply only to red
italicized material. Any other material was previously published and remains unchanged. However, if this
revision contains a table of contents, you will receive the new/revised information only, and not the entire
fable of contents.

I, CHANGES IN MANUAL INSTRUCTIONS: (N/A if manual is not updated)
R=REVISED, N=NEW, D=DELETED-Only One Per Row,

R/N/D CHAPTER / SECTION / SUBSECTION / TITLE
MN/A

L FUNDING:

For Medicare Administrative Contractors (MACs):

The Medicare Administrative Contractor is hereby advised that this constitutes technical direction as defined
in your contract. CMS does not construe this as a change to the MAC Statement of Work. The contractor is
not obligated to incur costs in excess of the amounts allotted in your contract unless and until specifically
authorized by the Contracting Officer. If the contractor considers anything provided, as described above, to
be outside the current scope of work, the contractor shall withhold performance on the part(s) in question
and immediately notify the Contracting Officer, in writing or by e-mail, and request formal directions
regarding continued performance requirements.

IV, ATTACHMENTS:
One Time Motification
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The link 30 shis Transmi;;al R4468CP

CMS Manual Sys‘[em Department of Health &

Human Services (DHHS)

Pub 100-04 Medicare Claims Processing Centers for Medicare &
Medicaid Services (CMS)

Transmittal 4468 Date: November 27, 2019
Change Request 11560

SUBJECT: Summary of Policies in the Calendar Year (CY) 2020 Medicare Physician Fee Schedule
(MPFS) Final Rule, Telehealth Originating Site Facility Fee Payment Amount and Telehealth Services
List, CT Modifier Reduction List, and Preventive Services List

L SUMMARY OF CHANGES: This Change Request (CR) provides a summary of the policies in the CY
2020 Medicare Physician Fee Schedule (MPFS) Final Rule and announces the Telehealth Ongmating Site
Facility Fee payment amount. The attached recurring update notification applies to publication 100-04,
chapter 12, section 190.5, chapter 13, section 20.2.4, and chapter 18, section 240.

EFFECTIVE DATE: January 1, 2020
*Unless otherwise specified, the effective date is the date of service.
IMPLEMENTATION DATE: January 6, 2020

Disclaimer for manual changes only: The revision date and transmittal number apply only to red
italicized material. Any other material was previously published and remains unchanged. However, if this
revision contains a table of contents, you will receive the new/revised information only, and not the entire
table of contents.

IL. CHANGES IN MANUAL INSTRUCTIONS: (N/A if manual is not updated)
R=REVISED, N=NEW, D=DELETED-Only One Per Row.

R/N/D CHAPTER / SECTION / SUBSECTION / TITLE
N/A

I1I. FUNDING:

For Medicare Administrative Contractors (MACs):

The Medicare Administrative Contractor is hereby advised that this constitutes technical direction as defined
in your contract. CMS does not construe this as a change to the MAC Statement of Work. The contractor 1s
not obligated to incur costs in excess of the amounts allotted in your contract unless and until specifically
authorized by the Contracting Officer. If the contractor considers anything provided, as described above, to
be outside the current scope of work, the contractor shall withhold performance on the part(s) in question
and immediately notify the Contracting Officer, in writing or by e-mail, and request formal directions
regarding continued performance requirements,

IV. ATTACHMENTS:
Recurring Update Notification
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The link 30 shis Transmi;;al R24030TN

CMS Manual Sys‘[em Department of Health &

Human Services (DHHS)

Pub 100-20 One-Time Notification Centers for Medicare &
Medicaid Services (CMS)

Transmittal 2403 Date: November 27, 2019
Change Request 11285

Transmittal 2329, dated August 2, 2019, is being rescinded and replaced by Transmittal 2403, dated,
November 27, 2019 to remove business requirements 11285.4.1 and 11285.4.2, All other information
remains the same.

SUBJECT: Automation of Part B Underpayment Processing of Recovery Audit Contractor (RAC)
Adjustments

L SUMMARY OF CHANGES: This Change Request will allow for the processing of RAC-identified Part
B underpayments without manual intervention by the Medicare Administrative Contractor (MAC).

EFFECTIVE DATE: January 1, 2020
*Unless otherwise specified, the effective date is the date of service.
IMPLEMENTATION DATE: January 6, 2020

Disclaimer for manual changes only: The revision date and transmittal number apply only to red
italicized material. Any other material was previously published and remains unchanged. However, if this
revision contains a table of contents, you will receive the newyrevised information only, and not the entire
table of contents,

IL CHANGES IN MANUAL INSTRUCTIONS: (N/A if manual is not updated)
R=REVISED, N=NEW, D=DELETED-Only One Fer Row.

R/N/D CHAPTER /SECTION / SUBSECTION / TITLE
N/A N/A

11 FUNDING:

For Medicare Administrative Contractors (MACs):

The Medicare Administrative Contractor is hereby advised that this constitutes technical direction as defined
in your contract, CMS does not construe this as a change to the MAC Statement of Work. The contractor is
not obligated to incur costs in excess of the amounts allotted in your contract unless and until specifically
authorized by the Contracting Officer. If the contractor considers anything provided, as described above, to
be outside the current scope of work, the contractor shall withhold performance on the part(s) in question
and immediately notify the Contracting Officer, in writing or by e-mail, and request formal directions
regarding continued performance requirements.

IV.ATTACHMENTS:
One Time Notification
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