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TREADMILL & NUCLEAR STRESS TEST RESEARCH

We have been doing some research on Treadmills and Nuclear Stress Testing. Based on
Medicare Reimbursement Information 2016 Lantheus Medical Imaging, it states that
CPT® 93017 is included in CPT® 78452 (MPI Multiple Studies). Does that mean CPT®
93017 (tracing only) is also bundled into CPT® 78451 (MPI, single study)? Or should
93017 and 78451 be reported separately?
Answer: It?s perfectly fine to report both 93017 and 78452 on the same claim. There is
no overlap ? 93017 is for the stress test, and 78452 is for imaging the heart during the
test. There is no CCI edit preventing these two codes from being reported together.

Our analysis of data on hospital outpatient claims submitted to Medicare in the January-June 2018 period
indicates that when 78452 is reported, 93017 is also reported on the same claim over 94% of the time
(nationally).
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CRNA CHARGES

We have CRNAs wanting to charge for certain line insertions (ex. Swan-Ganz, Central
Line, Arterial Line, and PICC Line) when they are doing another procedure. We want to
charge for the professional fee for the CRNA. Can we use revenue code 0964 on these
professional charges so that it can go to the 1500?
Answer: Yes, revenue code 0964 is the correct revenue code for reporting CRNA
charges, although the payer will not see the revenue code when submitting a claim on a
CMS1500/837p professional fee claim form (there is no field for revenue code on that
form.) Charges should be routed to a CMS1500/837p claim form.

FINANCIAL ASSISTANCE AND MEDICARE BAD DEBT
We have a financial assistance program that we have established for patients who
qualify. My question is if it is appropriate for patients with Medicare to apply and qualify
for this in house program or if they should just be reported as Medicare Bad Debt at the
end of the year.
Answer: The hospital may not characterize financial assistance write-offs as Medicare
Bad Debt. Medicare Bad Debt is reported exclusively for patient liability which has not
been forgiven under a financial assistance program,
and which debt has been pursued.
Here's a link and an excerpt from a May, 2018 CMS
transmittal regarding bad debt:
https://www.cms.gov/Outreach-and-Education/Medicare-Learning
-Network-MLN/MLNMattersArticles/downloads/SE0824.pdf
?? a provider must establish that reasonable collection efforts were
made. A provider must establish that the debt is uncollectible when
claimed as worthless and use sound business judgment to establish
that there is no likelihood of recovery at any time in the future.?
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OSTOMY MARKING

If our nurses become Certified Ostomy Care Nurse (COCN) certified, do we bill their
services on a UB or 1500? I think it is UB but the we researched 99201 thru 99215 for
their services so we am a little confused as to what their certification means as far as
billing goes. Can you clarify?

Answer: COCN does not qualify a nurse for pro fee billing. In the facility setting, the
services of a COCN would be reported only on a UB04 in the facility setting. The code
range 99201-99215 would be appropriate for commercial/non-Medicare payors
(although some may accept the Medicare outpatient visit HCPCS G0463.)
In a freestanding clinic setting, services provided by a COCN may be billed ?incident to?
an enrolled clinician ? meaning that their services are billed as rendered by the supervising physician.
There is no ?incident to? billing in the facility setting. I have attached our paper on ?incident to? billing.
The list of non-physician clinicians which are eligible for enrollment by Medicare for professional fee
claims is found on the CMS 855i enrollment form, see page 7:
https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/Downloads/cms855i.pdf

Note that PTs and OTs enroll only if they are in private practice, they do not
need to enroll when practicing at a hospital outpatient department.
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TMS 90867 AND 90868 BILLING

We have question about TMS (90867 and 90868) billing. If TMS services provided in
hospital based facility and physician is not employed by hospital, can hospital bill facility
charges and physician bill professional charges?
Answer: Unfortunately, the objective data we would normally use to definitively answer
this question is not available in the Medicare Physician Fee Schedule. Attached is our
paper on identifying HCPCS which are eligible for split billing, but the payment policy
indicators are not available for these CPT® codes within the Medicare Physician Fee
Schedule ? they are ?contractor priced.? You may want to reach out to your Medicare
Administrative Contractor to inquire what the TC/PC payment policy indicator is for these
codes ? it is not published in the MPFS.
However, based on the description of the codes, we are reasonably confident that both a facility fee and
a professional fee can be reported when this service is performed in the hospital setting. The hospital
reimbursement reflects the equipment and care environment resources, the physician?s fee would
represent personal supervision and attendance during the procedure.

We found the attached reimbursement guides from a vendor website which sells the equipment required
for these procedures; it is apparent that they are of the opinion that both a facility fee and a professional
fee are reported for services in the outpatient setting.
Here is a link and a snip from the website where I found this information:
https://neurostar.com/hcp/reimbursement-support/coding-and-billing-for-neurostar-tms-therapy/
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SNF PROVIDERS: WHAT IS THE PATIENT-DRIVEN PAYMENT MODEL?

Editor's Note: This article originally appeared three weeks ago.
It has been updated to reflect new information.
What is the Long-Term Care / SNF Patient-Driven Payment Model or PDPM?
The PDPM is the CMS designated next iteration of payment reform following the Resident Classification
System Version 1 (RCS-1) advance notice of rule-making that was released in CY2017. This new payment
reform is set to replace the RUGs IV system of reimbursement. PDPM follows suit from RCS-1 in moving
away from a ?therapy minutes driven reimbursement system? to a system that is more focused on the
?clinical characteristics of the resident?.
There's good news for providers. Under the PDPM reimbursement will be decided on fewer Minimum
Data Set (MDS) assessments. With this being said, there is an expected reduction in scheduled PPS
assessments from five to one required assessment and only two unscheduled assessments (the IPA and
the Discharge PPS assessments). Just with this reduction in administrative tasks Medicare is expecting to
save over $2 billion dollars over a 10 - year period.
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/SNFPPS/therapyresearch.html

This payment model is expected to be implemented beginning October 01, 2019
and will impact SNF providers billing under type of bill (TOB) 21X, as well as
hospital swing-bed providers billing under TOB 18X.
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SNF PROVIDERS: WHAT IS THE PATIENT-DRIVEN PAYMENT MODEL?

Overview of Case-Mix Categories:
Within the new PDPM, resident characteristics will determine the clinical category for care.
There are 10 clinical categories for care:
1. Acute infection
2. Acute neurological
3. Cancer
4. Cardiovascular and coagulations
5. Major-joint replacement or spinal surgery
6. Medical management
7. Non-orthopedic surgery
8. Non-surgical orthopedic/musculoskeletal
9. Orthopedic surgery
10. Pulmonary
These are further grouped into four categories for Occupational Therapy (OT) and Physical Therapy (PT)
calculations:
1. Major joint replacement or spinal surgery
2. Other orthopedic
3. Non-orthopedic and acute neurologic
4. Medical Management
PDPM uses five case-mix components and a non-case-mix component to determine the rate of
reimbursement for the residents stay, which differs from the RUGs IV calculation which only used
therapy and nursing components and was weighted by therapy minutes in the higher categories. In
PDPM, therapy minutes will not be used in the case-mix calculation, however, they will be required as
part of the discharge assessment process.
The five designated case mix components are:
1. Physical Therapy (PT)
2. Occupational Therapy (OT)
3. Speech/Language Pathology (SLP)
4. Nursing Non-therapy Ancillaries
These five components will be combined with a non-case mix amount to calculate daily reimbursement.
SLP will be required to use the presence of comorbidities (i.e.; aphasia, CVA/TIA/stroke,
hemiplegia/paralysis, TBI, tracheostomy care, present of ventilator or respiratory, laryngeal cancer,
apraxia, dysphagia, ALS, oral cancers and speech /language deficits), cognitive impairment and the
presence of swallowing disorders or the need for a mechanically altered diet to determine the case mix.
The NTA case mix is determined by the need for extensive service covered through the MDS and the
part-c risk adjusted model. Points are associated with the services and a total determined, which would
place the resident in a case-mix group for NTA.
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SNF PROVIDERS: WHAT IS THE PATIENT-DRIVEN PAYMENT MODEL?

The table below demonstrates how the daily rate for PDPM is calculated by case-mix component for
each resident.

It should be noted, PDPM does not completely do away with the RUGS IV methodology. The Nursing
Component uses a modified non-therapy RUG calculation that places residents into one of the 25
categories instead of the previous 43 nursing categories that were under the 66 Grouper. The 25 PDPM
RUGs reduces the number of end-splits determined by ADL calculations.
An additional change within the PDPM from the previous RUG IV is the ADL score has been updated to
include Section GG items. These items are used to calculate LTPAC cross-setting measures as required by
the IMPACT Act of CY2014.
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SNF PROVIDERS: WHAT IS THE PATIENT-DRIVEN PAYMENT MODEL?

In PDPM, the four late loss ADLs used in the calculation for RUGS IV would be replaced with items from
section GG; as eating and toileting items, three transfer items and two bed mobility items. Refer to the
table below:

Nursing CMIs will use staffing data to reflect nursing utilization during care. In addition, PDPM is
expected to add 18% increase for the nursing component when the resident is diagnosed with HIV/AIDS.
Payments for Nursing and Speech/Language Pathology will remain constant through the resident?s stay
however, PT, OT and Non-therapy Ancillaries will see variable rates over the length of stay.
PT and OT will see downward adjustments of 2% at day 20 and then a further 2% decrease every 7th day
thereafter. NTA will decrease by two-thirds starting at day four (4).
So how is this going to impact Skilled Nursing Organizations?
- PDPM is designed to push SNFs to take on more-clinically complex residents
- Homes will need to start evaluating current care and staff resources to determine if they are
prepared for this shift or will they need to implement systems and training for staff to meet the
criteria for this program
- Therapy that was previously incentivized in the previous payment model is not included in the
case mix calculations, but the need for therapy based on care requirements is predicted to be the
same. PDPM requires 75% of all therapy delivered be individually provided:
- Concurrent and group therapies are capped at 25% of total minutes provided, which is a
decrease from 50% in RCS-1
- CMS is predicting that non-profit organizations should see an increase of 1.9%, while government
providers should see increases of approximately 4.2%. Smaller SNF providers should see modest
increases, while those providers running homes over 100 certified beds may see declines in
revenue
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SNF PROVIDERS: WHAT IS THE PATIENT-DRIVEN PAYMENT MODEL?

The table inserted on the next page demonstrates the basic difference between RUGs IV and PDPM:

Physical therapy (PT)
Occupational Therapy (OT)
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SNF PROVIDERS: WHAT IS THE PATIENT-DRIVEN PAYMENT MODEL?

Recommendations for preparing for PDPM Implementation:
- Providers should begin by reviewing current processes from end-to-end. This activity will assist in
determining what processes will need to be changed to meet the criteria for PDPM
- Training staff on the shift in data capture will be a key point to a successful PDPM implementation.
For example, staff need to ensure that all diagnoses and conditions are collected as soon as
possible to ensure accurate coding on the MDS
- Coding staff will need it identify the primary diagnosis that maps to a clinical category where
possible
- Communicating to physicians about the upcoming changes and educating them on the new
categories and importance of a correct diagnosis is critical for a successful adoption of PDPM
- Review of therapy contracts is critical for identifying the business impact from the therapy
perspective to avoid any surprises once the facility implements PDPM

For this transition, CMS is anticipating that days paid under RUGs-IV would
stop on September 30, 2019 and days would be paid under PDPM beginning
October 01, 2019. All other adjustment factors, such as geographic wage
costs variations, will remain the same as they currently are under SNF PPS.
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FEATURED PRODUCT: PATIENT SHARE OF COST WIDGET

Pricing transparency continues to be an important topic in the
healthcare industry. Healthcare professionals are working to
understand how pricing transparency can improve Patient
satisfaction and reduce hospital bad debt.
The benefits of providing cost estimates prior to schedule services include:
-

Providing pricing transparency
Provide estimates prior to service, avoiding unexpected financial liability
Reduce Patient dissatisfaction directed at the provider
Increase self-pay collections while decreasing bad debt

Today?s patients are becoming informed consumers through a variety of channels including media
exposés on healthcare costs and the continued progress of the Affordable Care Act. Patients require a
clear picture of their financial obligation for services. Informing Patients of the cost of services is in the
best interest of the facility.
Although generating a quote for services involves a variety of contractual discounts and health insurance
plan information, some information can be readily available to the Patient with minimal employee
intervention.
The PARA Patient Share of Cost Estimator Widget allows the Patient to determine their cost from a
provider-based web portal.
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FEATURED PRODUCT: PATIENT SHARE OF COST WIDGET

THE PARA SOLUTION:
The PARA Patient Share of Cost Estimator Widget provides facilities with a
system for generating Patient quotes of the top procedures for the facility.
Details of this project including purpose, method, timeline, and deliverables are as follows.
If you would like more information, please contact your Account Executive.
PURPOSE:
The purpose of the PARA Patient Share of Cost Estimator Widget is to create a web-based system
that allows the Patient to determine their share of cost for healthcare services.
METHOD:
PARA will review your current website design structure to create a patient cost estimator widget
mirroring the look and structure of your current website. The PARA Patient Share of Cost Estimator
Widget provides the patient an easy to use decision tree to select the services required.
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FEATURED PRODUCT: PATIENT SHARE OF COST WIDGET

PARA will provide your facility a suggested list of services based on trends of the
most recent Medicare Data available including:

-

- All Inpatient Medicare DRG Data
- Top 25 ICD-10 Diagnoses for ED Level Charges
New and Established Patient Level Samples
Mammography Charges
Top 50 EKG/Stress Test Charges
Top 25 Laboratory Procedures
Top 25 Radiology Procedures
Other Service Lines (as requested by client)

PARA will develop custom procedure categories and subcategories based on the facility-approved list of
services and will develop and provide the implementation instructions for facility and designated
Employers for immediate deployment. Initial and ongoing training and support for the duration of the
agreement for Employers and facility are provided.

14

PARA Weekly eMagazine: March 27, 2019

FEATURED PRODUCT: PATIENT SHARE OF COST WIDGET

DELIVERABLES:
PARA will provide your facility a web-based control panel to allow updates and
changes to the estimator on an ongoing basis (e.g. update prices, change benefit plans,
add services, etc.)
PARA will provide an optional insurance and benefit plan allowing any patient to enter their own benefit
information to calculate their cost.
PARA will provide Medicare and Medicaid terms (where applicable) allowing patients to calculate their
cost, and will incorporate the hospital?s self-pay discount to allow self-pay patients to calculate their cost.
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FEATURED PRODUCT: PATIENT SHARE OF COST WIDGET

PARA will provide an option for the price estimate to be emailed to the patient or
printed and will provide links and referrals to financial counseling, charity care
policies, quality ratings, patient satisfaction scores, and other information deemed
pertinent by the hospital.
PARA will provide an internal web-based tool to the provider to review all estimates created by Patients.
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FEATURED PRODUCT: PATIENT SHARE OF COST WIDGET

The PARA Patient Share of Cost Estimator Widget statistics can be tracked in
the PARA Data Editor (PDE) according to general use, visits by date, top
estimates by service, and estimates by insurance.

Built in Protection of the Hospital Managed Care Contract Terms
The ability to calculate patient estimates on your website will be provided upon the consumer?s ability to
input their specific plan details.
PARA has also developed the ability to integrate contracts and in doing so have added additional layers
of protection, so the Patient Share of Cost Widget becomes a more accurate tool for providing price
estimates.
However, by including this additional functionality, competitors and other malicious users may attempt to
take advantage of the tool to shop prices.
PARA is further developing the ability to protect your facility from such attacks by folding in user
eligibility checking before proceeding to view the final estimate to ensure proper usage.
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FEATURED PRODUCT: PATIENT SHARE OF COST WIDGET

After the consumer has responded to ?Step 1a ? Choose a Specific Service,? the
patient would then be able to view only the gross charges for the service(s) they
have selected.

Once they have viewed the charges, the patient will be asked to complete an Eligibility Form which asks
for their personal insurance information, as shown below:
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FEATURED PRODUCT: PATIENT SHARE OF COST WIDGET

Once the user has input their information and chosen to perform the check, PARA
takes this information and communicates via an Electronic Data Interchange (EDI)
linkage to the patient?s insurance plan to confirm coverable, copays, and
deductibles.
A successful verification response, as shown below, ensures a further level of protection
to avoid data mining from outside parties:

Only when PARA hears back that the check has been successful will the user be able to proceed to view
their final estimate.
Further functionality will be developed in order to save the results from the eligibility check and the final
estimate for the user to review the quote on a later date. This will be accomplished by asking the Patient
for their email address and sending a secure link via email to reopen the results.
Links emailed to users will also be used when the eligibility check does not return an immediate result.
The user will be notified once a result has been received and whether they can proceed to open their
requested quote.
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FEATURED PRODUCT: PATIENT SHARE OF COST WIDGET

SAMPLES OF PRICE TRANSPARENCY WITH PARA?S PRICE ESTIMATOR
DECISION TREE WIDGET:

Pr ice Tr an spar en cy Lin k an d Cost Est im at ion s f or M edicar e an d No In su r an ce:

1
Pr ice Tr an spar en cy Lin k an d Pat ien t Est im at es u sin g PARA?s st an dar d Decision Tr ee
f or In su r an ce, M edicar e an d Self -Pay:

2
3

Pr ice Tr an spar en cy Lin k bu ilt in t o PARA?s cu st om lan din g page f or Hospit al Def in ed
Ser vices an d pr ovidin g Pat ien t Est im at es w it h PARA?s st an dar d Decision Tr ee f or
In su r an ce, M edicar e an d Self -Pay:

4
Pr ice Tr an spar en cy Lin k bu ilt in t o PARA?s cu st om lan din g page f or dir ect Cost
Est im at ion s r egar dless of payer :

5
Pr ice Tr an spar en cy Lin k br ok en ou t by locat ion w it h dir ect Cost Est im at ion s also
depen den t on locat ion :

6
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HOSPITAL BEDS AND ACCESSORIES: PROVIDER COMPLIANCE TIPS

In 2017, t h e M edicar e Fee-For -Ser vice (FFS) im pr oper paym en t r at e f or h ospit al
beds an d accessor ies w as 78.5 per cen t , w it h pr oject ed in accu r at e paym en t s of
$66.2 m illion . Im pr oper paym en t s r esu lt ed f r om in su f f icien t docu m en t at ion .
Prevent denials by reviewing the Provider Compliance Tips for Hospital Beds and Accessories
Fact Sheet, which details general requirements, coverage, and documentation requirements for:
- Physician?s prescription
- Variable height feature
- Electric powered adjustments
- Side rails

Dow n load you r
copy of t h is Fact
Sh eet by click in g on
t h e ph ot o t o t h e
lef t .
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PARA DATA EDITOR UPGRADE

On April 1, 2019 the Multiple Browser compatible version of the PARA Data
Editor (PDE) will go live and the current version will be removed. The new
version can be accessed with Internet Explorer or Chrome with no changes to
the User?s experience. There will be no need to update your bookmarks or
favorites, the transition will be seamless. For those of you already using the
Beta version compatible with the Chrome browser, you should notice very
little difference.
The look and feel of the PDE will be slightly different, but the layout and
functionality remain the same. There will also be some enhancements-in the image below, the market
groups are now displayed by tab, rather than a drop-down menu-Projects and Assessments are available
for viewing in addition to the Bulletin Board and Documents, and there is a ?Refresh Page? button on
each module:

If you have any questions regarding the new and improved PDE, please contact your Account Executive
or Technical Support staff listed on the Select tab for your facility.
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CMS EXPANDS PRIVATE PAYOR LAB REIMBURSEMENT REPORTING

M edicar e r equ ir es ?applicable labor at or ies? t o r epor t pr ivat e
payor r em it t an ce dat a f or t h e pu r pose of developin g it s
paym en t r at es u n der t h e Clin ical Labor at or y Fee Sch edu le
(CLFS.)
Th is year , t h e def in it ion of ?applicable labor at or ies? w as
expan ded t o in clu de cer t ain ph ysician gr ou ps an d h ospit als.
A n u m ber of PARA clien t s h ave r equ est ed in f or m at ion on
w h et h er t h ey w ill be r equ ir ed t o r epor t .

Medicare clarified reporting requirements in an MLN article published in late February, 2019:
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/
MLNMattersArticles/Downloads/SE19006.pdf
For purposes of determining applicable laboratory
status under the CLFS, a hospital outreach laboratory
is a hospital-based laboratory that furnishes
laboratory tests to patients other than admitted
inpatients or registered outpatients of the hospital. A
hospital outreach laboratory bills for Medicare Part B
services it furnishes to non-hospital patients using
the Form CMS-1450 14x Type of Bill (TOB).
I. Determination of Applicable Laboratory
Status Based on the NPI
This section includes information on how
independent laboratories and physician office
laboratories that bill Medicare Part B under their own
NPI and hospital outreach laboratories that bill
Medicare Part B under their own NPI (separate from
the hospital?s NPI) determine whether they are an
applicable laboratory. As discussed later in this
article, hospital outreach laboratories that bill
Medicare Part B using the hospital?s NPI must
determine applicable laboratory status based on its
revenues attributed to the Form CMS-1450 14x TOB.
There are four steps in determining whether a
laboratory meets the requirements to be an
applicable laboratory based on the laboratory?s own
billing NPI:
23
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CMS EXPANDS PRIVATE PAYOR LAB REIMBURSEMENT REPORTING

1. Is the laboratory certified under CLIA?
2. Does the CLIA- certified laboratory bill Medicare Part B under its own NPI?
3. Does the laboratory meet the majority of Medicare revenues threshold?
4. (4) Does the laboratory meet the low expenditure threshold?
The first step hospitals should take is to identify if it reports a separate NPI on the 141 (non-patient
services) bill type. If the lab bills under the same NPI as the hospital, the laboratory is not required to
report private payor reimbursement rates. If the lab uses a separate NPI, additional financial analysis is
required to determine whether the organization is required to report.
Background: Under the Protecting Access to Medicare Act (PAMA) of 2014, Medicare is required to
base payment for clinical lab services on a basis equivalent to the amounts that large insurers pay for
private payor patients. Medicare is required by law to develop rates in the CLFS to be equal to the
weighted median of private payor rates determined for the test.
To meet this obligation, CMS required large independent laboratories to submit the necessary private
payor payment rate data. ?Applicable laboratories? are required to collect private payor payment rates
during a specified period and report the data to CMS during a specified window.
Prior to 2019, hospital laboratories and physician practices were not required to report data. However, in
the 2019 Clinical Fee Schedule Final Rule, Medicare expanded the definition of ?applicable laboratory? to
include ?hospital outreach laboratories? which bill for services on a UB04 14X bill type (non-patient
services.) The original CMS language defining ?applicable laboratories? included hospital laboratories
which:
- Are independently enrolled in Medicare with a separate NPI
- Submit claims to Medicare for lab services on either the CMS1500/837p, or UB04/837i bill type
14X (non-patient services)
- Are reimbursed under the CLFS or the Medicare Physician Fee Schedule for at least 50 percent
of its revenues
- Received total revenues under the CLFS of at least $12,500 during a data collection period
Effective January 1, 2019, the regulatory definition of an applicable laboratory is summarized below. An
applicable laboratory means an entity that:
- Is a laboratory as defined under the Clinical Laboratory Improvement Amendments (CLIA)
regulatory definition of a laboratory (42 CFR Section 493.2);
- The laboratory bills Medicare under its own National Provider Identifier (NPI) or a. For hospital
outreach laboratories: Bills Medicare Part B on the Form CMS-1450 under TOB 14x
- The laboratory must meet a ?majority of Medicare revenues,? threshold, where it receives more
than 50 percent of its total Medicare revenues from one combination of the CLFS or the PFS in a
data collection period. For purposes of determining whether a laboratory meets the ?majority of
Medicare revenues? threshold, total Medicare revenues includes: fee-for-service payments under
Medicare Parts A and B, prescription drug payments under Medicare Part D, and any associated
Medicare beneficiary deductible or coinsurance. Effective January 1, 2019, total Medicare
revenues no longer includes Medicare Advantage payments under Medicare Part C.
24
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CMS EXPANDS PRIVATE PAYOR LAB REIMBURSEMENT REPORTING

- The laboratory must meet a ?low expenditure? threshold, where it receives at least $12,500 of its
Medicare revenues from the CLFS in a data collection period.
Consequently, hospitals conducting significant ?outreach? laboratory service should verify whether the
141 bill type uses the same NPI as the main facility. If the lab uses a separate NPI, the hospital must
evaluate whether it meets the other tests for required reporting. Reporting is due in 2020, and significant
penalties apply if reporting is not submitted promptly and accurately.
While Medicare did not intend to include hospitals in the data collection requirement, the expansion to
include hospitals with significant lab business responds to criticism that the data used to calculate the
current CLFS rates was obtained from too narrow a provider base.
Links and excerpts to Medicare announcements on this topic are provided below:
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/
MLNMattersArticles/Downloads/SE19006.pdf
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CMS EXPANDS PRIVATE PAYOR LAB REIMBURSEMENT REPORTING

A link and an excerpt from the Medicare website summarizes the changed requirement:
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/ClinicalLabFeeSched/
PAMA-Regulations.html
The Clinical Laboratory Fee Schedule (CLFS) final rule entitled ?Medicare Program: Medicare Clinical
Diagnostic Laboratory Tests Payment System? (CMS-1621-F) was published in the Federal Register on
June 23, 2016. The final CLFS rule implements section 216 of the Protecting Access to Medicare Act
(PAMA) of 2014.
Under the final rule, laboratories, including physician office laboratories, are required to report private
payor rate and volume data if they:
- have more than $12,500 in Medicare revenues from laboratory services on the CLFS and
- they receive more than 50 percent of their Medicare revenues from laboratory and physician
services during a data collection period
Laboratories will
collect private
payor data from
January 1, 2019
through June 30,
2019 and report it
to CMS by March
31, 2020.
We will post the
new Medicare
CLFS rates (based
on weighted
median private
payor rates) in
November 2020
that will be
effective on
January 1, 2021.
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RURAL HOSPITAL PROGRAM GRANTS AVAILABLE

Rural hospitals and clinics face their own set of unique and burdensome challenges when it comes to
program development, cash management and maintaining volume. That's why it's great when they can
get some assistance from external funding sources.
At PARA, we've found an excellent source of funding opportunities for rural healthcare facilities.
Here are some examples.

340B Drug Pricing Program
- The program provides prescription
drugs at a reduced cost to eligible
entities. Participation in the Program
results in significant savings estimated
to be 20% to 50% on the cost of
pharmaceuticals for safety-net
providers.
- Registration periods are open 4 times
throughout the year, and are
processed in quarterly cycles.
- Funding cycles are as follows: April 1 - April 15 for a July 1 start date; July 1 July 15 for an October 1 start date; October 1 - October 15 for a January 1 start
date

Medicare Rural Hospital Flexibility
Program - Emergency Medical Service
Supplement
Provides up to $250,000 to build an evidence
base for rural EMS activities in the Flex
Program by funding the implementation of demonstration projects of sustainable
rural EMS models and quality metrics, and by sharing the results of those projects
with rural EMS stakeholders. Application Deadline:

April 5, 2019

Small Healthcare Provider Quality Improvement Program
Provides up to $200,000 per year for three years to demonstrate improvement in rural
healthcare, specifically for measuring patient outcomes, chronic disease management,
increased engagement between providers and patients, and integration of
mental/behavioral health programs in rural communities.
Application Deadline: April 22, 2019

27

PARA Weekly eMagazine: March 27, 2019

MLN CONNECTS
PARA invites you to check out the mlnconnects 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!

Thursday, March 21, 2019
New s & An n ou n cem en t s

· Hospice Provider Preview Reports: Review Your Data by March 31
· LTCH Provider Preview Reports: Review Your Data by April 3
· IRF Provider Preview Reports: Review Your Data by April 3
· Draft 2020 QRDA Category I Implementation Guide ? Submit Comments by April 8
· Medicare Promoting Interoperability Program: Submit a Measure Proposal by June 28
· Medicare Diabetes Prevention Program: Become a Medicare Enrolled Supplier
· Influenza Activity Continues: Are Your Patients Protected?
Com plian ce

· Improper Payment for Intensity-Modulated Radiation Therapy Planning Services
Even t s

· Submitting Your Medicare Part A Cost Report Electronically Webcast ? March 28
M LN M at t er s® Ar t icles

· I/OCE Specifications: April 2019 Update
· RARC, CARC, MREP and PC Print Update
· Active Billing Hospice Submitting Revocations ? Revised
· Next Generation Sequencing NCD ? Revised
· SNF Patient Driven Payment Model ? Revised
Pu blicat ion s

· Inpatient Rehabilitation Facility Prospective Payment System ? Revised
· Medicare Enrollment for Institutional Providers ? Revised
· Medicare Enrollment Resources ? Revised
· Items and Services Not Covered Under Medicare ? Reminder
M u lt im edia

· Promoting Interoperability Listening Session: Audio Recording and Transcript
View this edition as a PDF
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WEEKLY IT UPDATE

PARA HealthCare Analytics has provided a list of enhancements and updates
that our Information Technology (IT) team has
made to the PARA Data Editor this past
week.
The following tables includes which version of
the PDE was updated, the location within the
PDE, and a description of the enhancement.

Week ly IT
Updat e

M arch 22, 2019 Update

Prev ious Updates
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There were FIVE new or revised Med Learn
(MLN Matters) articles released this week.
To go to the full Med Learn document simply
click on the screen shot or the link.

5

FIND ALL THESE MED LEARNS
IN THE ADVISOR TAB OF THE PDE
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The link to this Med Learn MM11104
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The link to this Med Learn MM11225
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The link to this Med Learn MM11181
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The link to this Med Learn MM11203
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The link to this Med Learn MM11232
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There were TEN new or revised
Transmittals released this week.
To go to the full Transmittal document simply click
on the screen shot or the link.

10

FIND ALL THESE TRANSMITTALS
IN THE ADVISOR TAB OF THE PDE
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The link to this Transmittal R82QRI
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The link to this Transmittal R125MSP
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The link to this Transmittal R258BP
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The link to this Transmittal R870PI
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The link to this Transmittal R4259CP
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The link to this Transmittal R4260CP
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The link to this Transmittal R4261CP
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The link to this Transmittal R4263CP
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The link to this Transmittal R4264CP
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The link to this Transmittal R4265CP
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