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Operator:  Ladies and gentlemen good day and welcome to the HRSA HRC TA webinar conference call. Today’s conference is being recorded. At this time I would like to introduce our first speaker, Mr. (Bill Finerfrock). Please go ahead sir.

(Bill Finerfrock):  Thank you operator and I want to thank all of our participants today. My name as he said is (Bill Finerfrock) and I’m the Executive Director of the National Association of Rural Health Clinics and I’ll be the moderator for today’s call.

	Today’s topic is a Rural Health Clinic regulatory update. We’ll have an overview of proposed changes in the Rural Health Clinic payment for care management services and we’ll review the proposed new payment for communication technology-based services and remote evaluation services furnished by RHC practitioners when there’s no associated billable visit.

	Our speaker today is Captain (Corinne Axelrod) who is the Rural Health Clinic expert within CMS. This series, this presentation and series is sponsored by the Health Resources and Services Administration’s Office of Rural Health Policy and is done in conjunction with the National Association of Rural Health Clinics. We’re supported by a cooperative agreement as you can see on your screen, through the Federal Office of Rural Health Policy and that allows us to bring you these calls free of charge.

	The purpose of this series is to provide RHC staff with valuable technical assistance and RHC-specific information. Today’s call is the 83rd in this series which began in 2004. During that time there have been over 22,000 combined participants on the National Teleconference and webinar series over these years.

	As you know there is no charge to participate in the series and we encourage you to refer others who might benefit from the information to sign up to receive announcements regarding the dates, topics and speaker presentations and you can get that at either the Rural Health Information Hub website or the National Association of Rural Health Clinics website.

	We will open up at the end for Q&A and we ask that you identify yourself by the name and the city and state you’re calling from. Also there is the - there will be the opportunity to post your question in the chat box. We will open that up for written questions when we get to that point in the program. In the future if you have questions or ideas or topics please send those to bf@narhc and put RHC TA question or topic in the subject line.

	At this point I’d like to turn the meeting over to Captain (Corinne Axelrod) who’s going to give you an update on RHC regulations. (Corinne) welcome and thanks and we look forward to hearing your comments.

(Corinne Axelrod): Well hello everybody and thank you (Bill) for inviting me to do this webinar. With me here is my colleague (Simone Dennis) who also works on RHC policy, and my colleagues (Lindsay Baldwin) and (Emily Yoder) who work on the physician fee schedule side and have been at the forefront of developing some of these proposals for the physician fee schedule side.

	So as (Bill) said I will be talking about the calendar year 2019 proposed new Medicare regulation. Some of you may already be familiar with this process but we usually use the physician fee schedule regulation which is published annually to update payments made to practitioners billing under the physician fee schedule when we want to make changes to the RHC regulations.

	So in the calendar year 2019 physician fee schedule proposed rule is on display at the Federal Register since July 12 and I put the link in here if you want to access that. The RHC-specific proposals are in Section III.C which right now is on page 431 of the display copy online but that will change once the rule is actually published. The section won’t change but obviously the page number will change.

	And there’s a 60-day comment period so all public comments are due no later than 5:00 pm on September 10, 2018. The rule will be finalized by November 1 so just keep in mind please that some of these provisions may change based on the comments that you send in. And there’s also always the possibility that not everything in the proposed rule will be finalized in the final rule.

	There are two RHC-specific proposals in this rule. The first one is the revision to the payment for care management services which is GO511, and the second one is the new payment for communication technology-based services and remote evaluation. So let’s start with the proposed revisions to the payment for care management services.

	Right now there are three codes that are used to determine the rate for GO511. We use the average national non-facility physician fee schedule payment rate for CPT Code 99490 which is 20 minutes or more of CCM services, CPT Code 99487 which is 60 minutes or more of complex CCM services and 99484 which is 20 minutes or more of general behavioral health integration services.

	What we are proposing is to add a fourth code in there and the fourth code is CPT Code 994X7. That’s actually a placeholder code. There’ll be a final code number that will be in the final rule but for right now we’re referring to it as 994X7 which is for 30 minutes or more of CCM furnished by a physician or other qualified healthcare professional. So what we are proposing is that the payment rate for RHCs for GO511 be based on the average of these four codes, not just the three codes that we have now.

	The proposed payment rate for 994X7 is $74.26. So if payment for this code had been available in 2018 the payment rate for GO511 would have been around $65 which is a bump up from the current rate of just a little bit over $62. All of the codes will be updated in 2019 but this should at least give you a sense of what the payment rate for GO511 will be in 2019 if this proposal is finalized.

	So let’s move on to the second proposal which is for a new payment for communication technology-based services and remote evaluation. We are proposing that effective January 1 of 2019, RHCs receive an additional payment for the cost of communication technology-based services or remote evaluation services that are not already captured in the RHC all-inclusive rate payment when the requirements for these services are met. I know that’s a mouthful so we’ll go through that.

	The proposed requirements for this is that there is at least five minutes of communications-based technology or remote evaluation services furnished by an RHC practitioner, which as you all know is a physician, NP, PA, certified nurse midwife, clinical psychologist or clinical social worker, to a patient that has been seen in the RHC within the previous year. So it’s only for established patients.

	This is real time verbal communication. The patient can send an email or text message to the RHC practitioner but only the time that the RHC practitioner spends talking with the patient would count towards the five-minute minimum. This could be billed when the medical discussion or remote evaluation is for a condition that is not related to an RHC service that has been provided within the previous seven days and does not lead to an RHC service within the next 24 hours or the soonest available appointment because in those situations the services would already be included in as part of the RHC all-inclusive rate.

	We are proposing that the new virtual communication - we are proposing a new virtual communications G-Code that would be for use by RHCs and FQHCs only. And this is similar to what we did with care management services. The payment rate would be set at the average of the physician fee schedule national non-facility payment rate for HCPCS Code GVCI1 which is communication technology-based services and HCPC Code GRAS1 which is remote evaluation services. These are also placeholder codes and the actual codes will be published in the final rule. GVCI1 will pay around $15 and GRAS1 will pay around $13. So the new virtual communications G-Code for RHCs and FQHCs would pay around $14.

	RHCs would be able to bill the virtual communication G-Code either alone or with other payable services. Again, this is like the care management codes, and the payment rate for the virtual communications G-Code would be updated annually based on the physician fee schedule amount.

	Face to face billing requirements would be waved for this service and co-insurance and deductible would apply to RHC claims for this service. So I know some of you may be wondering why CMS is not waiving, the co-insurance and deductible for these services, and it is because CMS does not have the legal authority to waive co-insurance and deductible for specific services.

	The services that have their co-insurance and deductible waived are mandated by Congress and there are typically certain preventative services so we cannot waive the co-insurance or deductible on this service. We did not propose any specific requirements for patient consent but because there would be a copayment for this service we would be very interested to know if you think that there should be any specific requirements for patient consent. So comments are due by 5:00 pm on September 10, and all comments and questions are welcome. We really value them a lot and read through all of them and they’re very helpful to us in terms of finalizing the proposed rule.

	We did ask for specific comments on the appropriateness of payment for communication technology-based and remote evaluation services in the absence of an RHC visit. We asked for comments on the burden associated with documentation for these billing codes - that would be the RHC practitioner’s time, medical recordkeeping, et cetera.

	We asked for comments on any potential impact on the per diem nature of RHC billing and payment structure as a result of payment for these services. We also asked whether it would be clinically appropriate to apply a frequency limitation on the use of the new virtual communications G-Code by the same RHC with the same patient and if so, what would be a reasonable frequency limitation to ensure that the code is properly utilized. We’d be very interested to know if you think that this should only be allowed to be billed, like, once a month or with no limitations and why you think that. So please let us know what you think about that.

	You can submit comments either by mail or electronically. I think we prefer electronically but we’ll accept them by mail as well. And when you go online to look at the rule there’s a link submitting - comments along with instructions. So here is our contact information for both myself and for (Simone) and also a link to our RHC center webpage which we usually have a lot of information on that.

	So before I stop to take questions, we’ve already gotten a few questions and I thought maybe I would preempt some of you and answer just a couple of those before we open up the lines. One of the questions that we have gotten is about the cost report and whether the cost reporting for virtual communication services will be handled the same way as care management services.

	We do not usually address cost reporting issues in a regulation. We usually do that in sub-regulatory guidance after the rule is finalized as that just gives us the flexibility to make changes more easily in the cost report than if we had to go through the regulatory process. So you’re certainly welcome to submit a question on that but that’s something that we will address in sub-regulatory guidance after the rule is finalized.

	The other question that we have gotten from several people is how we all need to get a better understanding of how the proposed communication technology-based services and remote evaluation services, are different than telehealth. So as you know, RHCs are statutorily authorized to be an originating sites for telehealth which is where the patient is located. They are not authorized to be a distant site provider of telehealth which is where the practitioner would be located, and RHCs are not allowed to bill for distance site telehealth services under the fee schedule or through any other avenue for Medicare patients.

	Telehealth is considered a substitute for a visit and it requires the use of interactive audio and digital telecommunication systems that permits real-time communication between the practitioner at the distant site and the beneficiary at the originating site. There are a couple exceptions for that in Alaska and Hawaii. But the easiest way I think to understand this is that the communication technology-based services and remote evaluation services that we are proposing are in lieu of a visit. They pay for the practitioner’s time in talking with the patient when it doesn’t result in a billable visit.

	Telehealth services are considered basically the same as a visit. The communication technology services that we’re proposing are in lieu of a visit. They’re really quite different even though obviously they’re all using technology to communicate. So let me stop there and I know you probably have other questions on this. Let me turn it over back to you (Bill) and we’ll start taking some questions.

(Bill Finerfrock):  Yes operator if you would give the instructions if people want to pose a question via the phone line, what they need to do.

Operator:  I’d be happy to. Ladies and gentlemen if you’d like to ask a question please signal by pressing Star 1 on your telephone keypad. If you’re using a speakerphone please make sure your mute function is turned off to allow your signal to reach our equipment. Again press Star 1 to ask a question and we’ll pause for just a moment to allow everyone an opportunity to signal for questions.

(Bill Finerfrock):  And then as you should be able to see on the screen for those of you who are in the webinar, there is an opportunity to post a question in the chat box. And while we’re waiting to see if there’s anyone on the phone line we’ll take some of the questions in the chat box.

	(Lindsay Shoal) from Muskegon, Michigan asked if you could repeat who qualifies as an RHC practitioner.

(Corinne Axelrod):  Yes I’d be happy to. That would be a physician, nurse practitioner, physician assistant, certified nurse, midwife, clinical psychologist or clinical social worker. And this is an important distinction that this is not a situation where a nurse talks to the patient and then relays that information to the practitioner and who then thinks, “Well, you know, the patient maybe should come in or should not come in.” This is the practitioner’s time that is being paid for. The nurse or medical assistant time is not billable for this situation.

(Bill Finerfrock):  Okay and another question is from (Mary Jo Fisher) who does not identify where she’s from. And for those of your who are writing in the chat box, if you could just let us know where you’re calling from it just helps us to get a sense of regionally and nationally where folks are coming from or participating. But she wants to know what qualifies as communication technology-based services.

(Corinne Axelrod):  So for these services it could be a telephone conversation, it could be Skype, but it’s real-time and it’s verbal. So it’s something that has to be initiated by the patient, not the practitioner, and certainly the patient can email information but what is being counted towards the minimum of five minutes is the time that the practitioner is actually talking with the patient.

(Bill Finerfrock):  And what if its, you know, in terms of talking there’s a text and email component to this, correct?

(Corinne Axelrod):  So there doesn’t have to be but there could be. There could be, you know, an email if somebody wanted to take a picture of some body part and, you know, email it to the practitioner who then calls them. And then the point of this is really to discuss whether or not the patient needs to come in for a visit.

	As, you know, especially in rural areas we think that it can be very helpful because it’s not always so easy for people to get to the RHC, take time off from work, get childcare, whatever or just even lack of transportation issues. So this is really to determine if the patient needs to come in for a visit or not.

	So you can email pictures or text pictures but five minutes or more, because the five minutes is the minimum, is for the verbal communication between the practitioner and the patient.

(Bill Finerfrock):  So with regard to, for example, texting, how would the provider document -- and this question comes from (Chelsea) -- how would one document what was texted with the patient?

(Corinne Axelrod):  We have not included any information on documentation requirements so if you have comments on that please send them in. I think that it would be reasonable to assume whatever documentation you are doing for other interactions you would do something very similar for this. You would note in the medical records when you talked to somebody, who you talked to, what you talked about, you know, just that kind of stuff. But we have not put in any specific requirements regarding documentation at this time.

(Bill Finerfrock):  Okay. There was a question from (Christina). I think you addressed this but maybe just again, please clarify how this proposal would expand the current regulations and would allow RHC to act as distant site versus originating site. And this is not - those terms are appropriate for the telemedicine benefit. This is not telemedicine, this is something different.

(Corinne Axelrod):  That’s right (Bill). This is very different. The telehealth statute is very specific. It has specific requirements as to what services can be furnished by using telehealth, where they can be furnished and who can furnish them. And they take the place of a visit, of a face to face visit. This is different. This is in lieu of a visit and it’s paying for the practitioner’s time when there is no visit.

	You know, it’s not a huge amount of money but it’s money that has never been paid before to RHCs because as you all know if there’s no visit then there’s no billable claim. I think it’s really important to understand that this is not telehealth. This is just communication with the RHC practitioner to determine if a visit is necessary. If a visit is necessary this is not going to be billable. It’s only billable if there’s not a visit that proceeded it or results from it.

(Bill Finerfrock):  Okay. Operator do we have any questions on the phone line?

Operator:  We do, our first question comes from (Tim Walters) with Citizens Memorial Hospital.

(Tim Walters):  Yes, thank you very much.

(Bill Finerfrock):  ((Inaudible)).

(Tim Walters):  Yes thank you. I had two quick questions if I could on the proposed requirements. The first says that the patient has been seen in the RHCs in the previous year and I’m emphasizing that phrase, “in the RHC”. As I know you’re aware, the patient - RHC patients can be either in the clinic or for example, at a long-term care facility. So are you saying that the patient has to physically come to the clinic within the previous year or do you just mean that the patient has received an RHC visit within the previous year?

(Corinne Axelrod):  Yes it’s always the little words that can trip you up and I think that’s a good point. So basically we’re talking about an established patient, a patient that’s established in the RHC and has been seen by an RHC practitioner in the previous year. And as you note, that doesn’t always, I mean probably most of the time but that’s not always actually within the walls of the RHC. So we’ll make sure to pay attention to our grammar on that one. Thank you.

(Bill Finerfrock):  ((Inaudible)).

(Tim Walters):  That was well, thank you, because I think that is something that we see as a benefit for some of our long-term care facility residents that where it’s inconvenient for them to come to the clinic. Maybe there’s just a quick service they might need to adjust a medication or something like that where this may really come in handy.

	The second question was where you said this service does not lead to an RHC service for the 24 hours or at the soonest available appointment. I assume are you recommending or do we need to be making notes in the medical record of when the next appointment would have been? So just say if the next appointment would’ve been available five days from now, just in case the patient does come in four days later on maybe even unrelated condition, does that mean that we should not be billing the care management in that case?

(Corinne Axelrod):  So this is not care management. This is virtual communication. 

(Tim Walters):  Yes.

(Corinne Axelrod):  Yes, so you certainly will need to keep track of that. If the patient does come in within 24 hours or the soonest available appointment then it would not be a billable service. If your soonest available appointment is in three days or five days, I mean whatever it is, I think we haven’t really specified how that would be determined.

             We probably would not want to do that in regulations but I think it would be helpful if people sent in comments to help us to provide some sub-regulatory guidance on how to determine whether it’s exactly at that time or whether it’s an average waiting time or what. So we have not said anything about it and we’ll probably address that in sub-regulatory guidance. But your comments would be very helpful.

(Tim Walters):  Great, thank you very much. Appreciate it.

(Corinne Axelrod):  Thank you.

(Bill Finerfrock):  Yes. Operator any others on the phone?

Operator:  At this time no other questioners in the queue.

(Bill Finerfrock):  Thank you. I’m going to take a little bit of privilege here and just ask a question or two. In terms of this issue of the appointment, it’s an appointment with the Rural Health Clinic. So let’s say that they engage in this communication and there’s a determination made, you know, the patient really needs to, let’s say they need an adjustment on medication and they’re also under the care of an allergy immunology doc and they need their asthma medicine or they want to get them checked. If that patient goes to a different physician specialist does that negate the ability of the clinic to get paid for this remote technology because they’re just not coming to the Rural Health Clinic or is it that it result in any visit to a clinician?

(Corinne Axelrod):  So it would be limited to the RHC but it would be any practitioner within the RHC and this may be a little bit different than how it’s handled for practitioners billing under the physician fee schedule. But if any RHC practitioner responds to a call from a patient to determine if there is - if it’s necessary for them to come in for a visit and they come in and they see a different RHC practitioner then the RHC could not bill for this service. Whether they then go to a practitioner outside of the RHC or not is not going to affect the RHC’s ability to bill for the service.

(Bill Finerfrock):  Okay. All right and do you know, and maybe you don’t but how was the value for this set? I know it looks like it’s the average of the two visits on the fee schedule but where did the 15, 13 come from?

(Corinne Axelrod):  Well luckily for you we have (Lindsay) and (Emily) here who can address that.

(Lindsay Baldwin):  ((Inaudible)) this is (Lindsay). So under the physician fee schedule we valued the virtual check-in service through a direct crosswalk to an existing CPT code, 99441 and we used the RUC recommended valuation for that code in looking at this service. 99441 telephone evaluation ((inaudible)).

(Bill Finerfrock):  Okay so it wasn’t just plucked out of the air.

(Lindsay Baldwin):  That’s right.

(Corinne Axelrod):  We try not to just pluck things out of the air!

(Bill Finerfrock):  So you say!

(Corinne Axelrod):  So we say, yes!

(Bill Finerfrock):  Well let me go back to some questions on the - in the chat box. This is from (Sam Niami) from Traverse City. If we bill the G-Code on a bill, do we need to remove the related cost on the cost report for provider-based RHC that is uncapped? I know you said that you don’t deal with cost report issues in the fee schedule, can you elaborate on that a little bit and where that clarification or guidance might come from?

(Corinne Axelrod):  So after the final rule is published and assuming that this is finalized, and again there may be changes in this because we will be looking at not only comments from RHCs and FQHCs but also comments that come in under the physician fee schedule proposal, and we have tried very hard to keep this consistent with the requirements under the fee schedule because we think it just makes it easier for people when there’s not different requirements for different places of service.

	So certainly some of these provisions may change when we get to the final rule. Once we publish the final rule we will also publish a fact sheet. We’ll publish FAQ and other sub-regulatory guidance. We’ll update our manual. So that’s where we would address the cost reporting and other information.

(Bill Finerfrock):  Okay. On the remote technology, this comes from (Rhonda Granny) from Northern California, what about communication through presumably guess it’s an EHR patient portal? Would those qualify?

(Corinne Axelrod):  Only real-time communication, verbal communication between the practitioner and the patient would count. So it has to be real-time, not something that is stored and forwarded. And so that would not count towards the five minute minimum.

(Bill Finerfrock):  And again, using the, you know, when you said to (Tim)’s question in terms of words matter, you said verbal. So something that is strictly like a text back and forth between the physician and patient, a PA and a patient and be whatever, that would - is that class provided as verbal or are we talking actual voice?

(Corinne Axelrod):  We are talking voice. So emails, text messages, they may be pretty quick but they’re not real-time. And so we are talking verbal. Now again, you know, in the future, who knows, these codes might expand. There may be new codes that would include those kinds of communications. But for right now what’s being proposed for this is verbal communication between the practitioner and the patient in real time. So if a patient sends an email or a text message and the practitioner responds, that does not count towards the five minutes.

(Bill Finerfrock):  Okay. There’s a operational question here asking about copies of the presentation. So for those of you who are on the webinar if you look at your screen on the left-hand side you’ll see an area that says Files and then Name, and underneath it says Care Management and Communication. If you click on that, that will get you to a copy of the slides which you can then download from there. They are also available on the NARHC website as well as the Rural Health Information website. But the quickest way right now is just to go to that link and click on it and you can download the slides right from this page.

	Any questions on the phone operator?

Operator:  Yes sir we do have another question. Our next question comes from a (Tina Ulrich) with Franklin County Memorial Hospital Rural Health Clinic.

(Bill Finerfrock):  Go ahead (Tina).

(Tina Ulrich);	Yes I was wondering if these real-time verbal communications need to be happening during Rural Health Clinic hours to be billable.

(Corinne Axelrod):  So the answer is no because this is - well let me just say no, it does not have to be during clinic hours and I guess that’s it, no, it doesn’t have to be.

(Tina Ulrich):  So if the practitioner is in the ER and talks to the patient over the phone and orders medication, that’s billable under Rural Health?

(Corinne Axelrod):  So when you say the practitioner is in the ER, are you talking about in an emergency room in a hospital?

(Tina Ulrich):  In our hospital that’s attached to the Rural Health Clinic.

(Corinne Axelrod):  So no, because the practitioner would not be considered an RHC practitioner during the time that he or she is not working in the RHC. If the practitioner is working in the hospital or someplace else, then that person is not working as an RHC practitioner.

(Tina Ulrich):  I understand. So what if the practitioner is at home, off the schedule?

(Corinne Axelrod):  So that’s not something that we have addressed so perhaps you could send a question in on that and we’ll consider it.

(Tina Ulrich):  Thank you.

(Bill Finerfrock):  So ((inaudible)) just to fill out the example if I’m understanding you. It’s 10 o’clock at night, patient has the RHC physician’s home phone number, calls the physician, they engage in a five-minute conversation then the physician, based on this says, “All right we need to maybe address some medication. I’m going to phone in a prescription. You know, go pick it up tomorrow morning.” Your question is would that qualify for that remote technology because they’re engaging in everything that is the intent but it’s physically occurring at the doctor’s home rather than physically occurring during the Rural Health Clinic or during Rural Health Clinic hours. Is that ((inaudible)).

(Tina Ulrich):  Absolutely.

(Bill Finerfrock):  Yes. So what you’re saying (Corinne) is you don’t have an answer at this time but that’s the type of thing you might want folks to make comments about?

(Corinne Axelrod):  Yes I think it’s a realistic scenario and so please send that in and we’ll discuss it here. I think, you know, we’ll have to take into consideration whether that practitioner is acting as a RHC practitioner during that time or not.  But send in the comments and we’ll look at it and ((inaudible)) respond in the final rule.

(Bill Finerfrock):  Okay. Any others on the phone operator?

Operator:  At this time no other questioners.

(Bill Finerfrock):  Okay we’ll go back to the chat box. This is from (Lindsay) again. She says, “Looking back at the HCPCS codes for GO511 proposal to add an additional code for the time increment of 30 minutes so it allows a higher payment for the time between 30 and 60 minutes instead of what was used, they were at 20 minutes or 60 minutes?” Is that basically what you’re doing here is giving another increment that if you do 20, that next was you would’ve had to go onto 60 or it was only everything was at the 20, now you have another option?

(Corinne Axelrod):  It’s important to remember that the requirements for billing GO511 are not changing. Only the payment methodology. So to bill GO511 you only have to furnish at least 20 minutes of CCM or general BHI. So the requirements have not changed but the payment methodology is being proposed to change to include four codes instead of three.

(Bill Finerfrock):  And that results in the higher reimbursement rate from the 60 plus whatever to the new rate of 74.26. So that’s really the most significant part of this is that you’ll now get paid $74.26 cents for this…

(Corinne Axelrod):  No.

(Bill Finerfrock):  …billable service? Is that what you’re saying?

(Corinne Axelrod):  No. That’s not the right amount. Let me go back and look at previous slide. So the proposed payment for 994X7 under the physician fee schedule is $74.26. So if you were a practitioner who is not in an RHC billing under the fee schedule and you furnish 994X7 - that would be the payment amount. But for an RHC we are not paying the physician fee schedule rates. We are paying an average of the four codes. And so if we add the 74.26 to the other three codes that would bump up the average from what it is now which is about $62 to about $65.

(Bill Finerfrock):  Okay, I wrote that down wrong then. Thank you for that clarification. So the main thing is that you’re going to go from 62 to 65 as opposed to what I had said, okay.

(Corinne Axelrod):  About, yes. I mean, you know, these numbers may change slightly in the final rule but I think that just gives you a general idea that this will be a little bump up.

(Bill Finerfrock):  Yes okay. We’re bleeding into some telemedicine questions here but I think it’s appropriate because these are some questions we get. This next one is from (Chris Weber) from Denison, Iowa. Just to clarify, if you wanted to put telepsychiatry in your RHC you could only bill a site fee, you cannot bill the professional fee for the psychiatrist out of your RHC or submit costs relating to this on your cost report. The psychiatrist would have to bill his or her professional themselves.

(Corinne Axelrod):  So regardless of what type of practitioner it is whether it’s a primary care practitioner or a mental health practitioner - RHC’s bill for the visit, not the practitioner and RHCs can only bill the originating site fee for telehealth. They cannot bill the distant site fee. And the practitioner cannot bill the physician fee schedule while working at an RHC.

	So it doesn’t matter whether it’s telepsychiatry or tele-internal medicine or whatever this actual service is, the telehealth statute is very specific and it does not include RHCs as an authorized site for distant site telehealth services.

(Bill Finerfrock):  Okay. All right, yes I think you just repeated the new and current rate for GO511 and there was a question from (Lil) from Columbia, Mississippi. That’s when it will go from roughly $62 to $65 by the addition of the new service type.

(Corinne Axelrod):  And…

(Bill Finerfrock):  Yes go ahead.

(Corinne Axelrod):  (Bill) if I may, I’ve also gotten a few other questions and one of them was whether virtual communication - the new virtual communication G-Code - would be able to be billed during the same time as the care management G-Codes. So that is something that we did not propose any restrictions on billing this in a month when the care management code is also billed. And the reason for that is the care management services are typically furnished by auxiliary staff and they proposed virtual communication services must be furnished by the RHC practitioner.

	So we can’t do duplicate payment. I the same person is providing the service, it cannot be billed twice but typically it would not be the same person because the care management codes are usually done by auxiliary personnel and the virtual communications would be done by the practitioner. So we didn’t propose any restrictions on that at this time.

(Bill Finerfrock):  Okay thank you. And that was, yes, similar that if you bill for communication, does the impact billing for chronic care management - let’s see. So this is slight twist but if the patient comes in and you do the - this is from (Jan Overland) from Iron Mountain, Michigan, what if a verbal communication with a provider leads to a patient needing a non-provider service such as an injection with a nurse? Because that is not a Rural Health Clinic visit would that then still allow for the payment of the virtual technology service or because that’s not an - because the nurse injection is not an RHC visit?

(Corinne Axelrod):  So that’s also something that we did not address and if you would like to send that in as a comment, we’ll address it in the final rule.

(Bill Finerfrock):  Okay (Jan), so - and I want to encourage all of you and (Corinne) put the link to the proposed rule into the pages where you can find the RHC issues. Any RHC we’ll be developing comments and submitting comments during this period but I want to encourage all of you individually, particularly those of you who have some specific questions even if it’s just one question that you want to get clarification on, please go ahead and submit it through the comment process that’s available.

	It’s a fairly easy process. You can do it electronically and as (Corinne) said, they prefer electronic communications. I think, you know, it really is pretty easy to just on and you can attach it. You can either submit it through a typed in document but they do have a word limit. More often than not what most people will do is do an introduction and then attach their comments or questions and there’s a pretty easy process to make the attachment.

	But I just want to encourage you all to avail yourself of the opportunity to submit comments and don’t presume necessarily that somebody else is going to submit or the mere fact that you’ve raised it on this call or this webinar means that it will get submitted. We certainly are trying to keep notes but it’s conceivable we may miss something or have a nuance or you may have a nuance or a specific thought as to how you might want to phrase a question that might be different than us.

	And as we’ve heard here, you know, a particular word or a phrase can make a world or difference in how something is interpreted or applied. So don’t think that, you know, because you’ve heard somebody say something similar to what you have a question about, that that means you shouldn’t ask it because you may have a slightly different phrase or concept that could result in a very different answer. So I just put that pitch in for folks to take advantage of that opportunity.

	Operator any questions on the phone?

Operator:  No sir, no phone questioners at this time.

(Bill Finerfrock):  All right and we’ll continue with the online chat. The next one comes from (Joan Kivahoway) on behalf of several RHCs. For the virtual codes, would you be able to still bill for the services if the patient was not seen in the RHC clinic but in the hospital setting, non-RHC service by an RHC practitioner within the first, you know, fill in the blank, number of days after the virtual visit conversation?

	I think this is slightly different take on an earlier question but so the patient’s not necessarily coming in to the Rural Health Clinic but perhaps going to the hospital where the RHC practitioner is seeing the patient but a visit to the hospital is not considered an RHC visit billable. And if that’s billable on the fee schedule, how would that interplay work?

(Corinne Axelrod):  So if the RHC practitioner responds to a call from an established patient of the RHC and the RHC practitioner spends at least five minutes discussing their medical condition and determines that they need to go to the hospital, that patient is not going to end up in the RHC within the next 24 hours or - as long as the patient does not end up in the RHC within the next 24 hours or the soonest available appointment because I guess even if the patient goes to the hospital they still could end up in the RHC.

	So the point is only that if the patient does not end up in the RHC within the 24 hours or first available appointment after the discussion with the practitioner then - and it did not result from a visit with the practitioner in the previous seven days, it could be billed as a visit. One of the things that we want to look at is whether those timeframes make sense.

	We certainly wouldn’t want patients to be told not to come into the RHC until, you know, two weeks later only so that they can get around billing for this, although the payment is not so high that I think that this would really result in that but I think that’s another thing that if people feel like those timeframes should be adjusted we’d be interested to hear if people have other suggestions for that.

	So basically if the patient - whether the patient goes to a hospital or another practitioner or not, the criteria is whether or not they go to the RHC after they talk with the RHC practitioner. Does that make sense?

(Bill Finerfrock):  Yes I mean it does to me. I mean I think my advice to folks, and to the extent that there has to be some additional clarity, you know, certainly that would be helpful but I think if I understand where you’re trying to come from is it’s to avoid a situation where, you know, a patient calls up the doctor or the PA or the nurse practitioner and, you know, is describing certain things. And the practitioner says, you know, “Why don’t you, you know, call in and schedule an appointment. I’d really - I think I really need to see you.”

	And so, you know, in an ideal world that appointment might occur the next day but because the schedule’s already filled for the next day it might be, you know, a day or two later when the first slot’s available. But it’s an appointment that directly correlates to the reason that the patient called or that evolves from the conversation that the practitioner and the patient has, that results in a visit for further evaluation and examination of the patient. We’ve really kind of tripped over into a visit situation.

	Similarly on the pre situation where the patient has come in and been seen by the RHC practitioner and, you know, a couple days later the doc or the PA or the NP calls up and said, “Hey, you know, Mr. (Finerfrock) I’m just calling to see how everything’s going. How’s the medication going? Any problems? You know, are you okay? You sleeping all right? Sometimes one of the side effects is that is this or, you know, you’re overly thirsty or, you know, does everything seem to be okay?” That’s a conversation that’s appropriate to curb but still is connected to the reason that the patient came in and is directly related.

	So while you put time parameters on it and there’s probably a need to do that, the common sense look at this is, is this something that is relatively, you know, reasonable to associate with a visit that already occurred and it is part of a follow up process within the reasonable period of time or is it a visit that emanates directly from the conversation that causes the doc or the PA or the NP to say, “I think you need to come in and let’s check this out more closely.” Is that kind of where you’re trying to come down?

(Corinne Axelrod):  Yes and I think it’s important to remember that what we’re trying to do here is we recognize that when the practitioner spends time on the phone talking to the patient and it does not result in a visit, there’s no reimbursement for that. And we’re just trying to fill in this gap because we think that not only will it be beneficial to the patient who really may not need to come in for a visit, that’s also going to free up time for that practitioner to see somebody who really does need to come into the clinic to be seen.

	So it’s really to fill in this gap of when the practitioner is spending time on the phone with the patient and there’s not a billable visit. So that’s the goal here and, you know, we’re trying not to make it so restrictive that it’s too difficult to implement but also include enough structure for it so that it doesn’t get abused.

(Bill Finerfrock):  Yes. Okay and along those same lines, from (Scott Volk) from Kansas from the head of Dixon Family Center in Colby, Kansas, so if a patient initiates the conversation via text portal or email and then the practitioner responds via the phone conversation and meets that minimum time then that’s billable. So the communication can initiate via one of those formats -- text, portal, or email -- but then in order to trigger over into that billable event there has to be that real-time conversation via phone, you know, phone call.

(Corinne Axelrod):  That’s exactly right. We’re not paying for the time that the patient is spending providing information, whether it’s email or text or whatever, we’re paying for their practitioner’s time, however it must be intimated by the patient not the practitioner.

(Bill Finerfrock):  Okay. And then this is an interesting little twist. This is from (Gail Williams) from Franklin Hospital referring to the nursing home scenario that came up earlier which, you know, you indicated that that was an interesting situation and what is, you know, in the RHC, but in this case she’s saying, “If the patient cannot talk on the phone can a POA which is the person who has power of attorney, or another family member be in conversation with the provider? And would that constitute a billable?” In other words it’s not the actual patient for whatever reason but someone acting as the agent or representative of the patient.

(Corinne Axelrod):  This is also something that we did not address in the proposed rule and we actually have discussed it here and we’d be interested in hearing your comments on that. There are some services where that is permitted, some services where it’s not. So if you think that’s appropriate here please tell us that or if you think it’s not appropriate.

	But keep in mind that there is the coinsurance, that’s the responsibility of the beneficiary and so we just want to make sure that there are enough safeguards in place so that somebody is not running up the coinsurance tab for a patient who’s calling on their behalf. And so again send in your comments. Let us know what you think about whether that should be permitted or not.

(Bill Finerfrock):  Okay great, so (Gail) there you have your charge. Get out your keyboard and put in that comment. There’s been a - (Randy McKinney) has posed and I kind of hadn’t put it in there but it’s - he’s from Bienville Family Clinic in Arcadia, Louisiana, and I wasn’t ignoring you (Randy) but he’s asking about telemedicine and, you know, do you foresee a day or a situation where the, basically the RHC could be the delivery site, not just the originating site?

	And, you know, we’ve had a number of conversations back and forth with NARHC and CMS about this. CMS’ position I think, I don’t want to put words in your mouth, but is that that would require in your view a change in the statute. That that is not something that CMS would have the authority to do on its own. Is that a fair characterization?

(Corinne Axelrod):  Yes that is correct. So we…

(Bill Finerfrock):  And so NARHC has been working with members of Congress. There is a legislation that has been proposed in Congress to allow RHCs to be the distant site. That has not yet been acted on but NARHC has been working with members of Congress to make that change in the statute to allow the Rural Health Clinic to be the distant site. I’m sorry, you were going to add something (Corinne)?

(Corinne Axelrod):  I was but I forgot what it is so you’re good!

(Bill Finerfrock):  Okay. This is going to have to be the last one. We said we’d get everybody out of here at 3 o’clock today. So this is from (Amanda) and she said, “We just started billing for GO511 in our RHC and our first claim was denied for, quote, procedure inconsistent with mod use, required mod missing. We billed them a UB. Is that correct? Do we need the CG modifier?”

Simone:  So this is ((inaudible)) bills on the RHC claim. No it should not be billed with the CG modifier. CG modifiers are only for services that are paid at the all-inclusive rate. And that would also apply to GO512 and also to this new code that they would not be billed with the CG modifier. We’re not ((inaudible))…

(Bill Finerfrock):  ((Inaudible)). Do you know why it was denied based on the information there?

Simone:  Yes without having more information we don’t know why that was denied. Really recommend maybe having the MAC look into that and having the MAC provide some more information.

(Bill Finerfrock):  Okay. So thank you (Corinne) and your colleagues there for today. I think there’s been some great information. I think we had well over 300 people - I think at one point we were up close to 400 people on the webinar. For those of you who are still on the line there’s some questions we’re posing there. If you would take some - a minute or two to respond so we can get some feedback on that. And also do you have any suggestions for future topics please type those in the box provided to you there.

	We are working on the next Rural Health Clinic Technical Assistance call which will likely be at the end of August. And this is going to be on opioid, the opioid issue and specific to Rural Health Clinics. And the training and where - how you can go to be authorized to participate in the MAT initiative so that you’re providers would have authority to administer VI naloxone and other issues related to opioid care and treatment. I will have some specifics on that but look for that in the next few weeks. And we’re anticipating that towards the end of August.

	I want to thank (Corinne) again and her team for today’s call. I thought it was extremely helpful in the information you guys provided. I want to thank ORHP for continuing to support this series. For those of you who are on please encourage others who may be interested to register for this series and we welcome you to email us with your thoughts and suggestions. Again send those to bf@narhc.org or hopefully you put some of those in the box when it was up on the screen.

	We will be back in touch and if you’re going on vacation between now and then, have a great vacation. And I also - (Wakina) can you put up that slide with the code?

(Wakina):  Yes we’re working on that now.

(Bill Finerfrock):  Okay. For those of you who are doing the RHC professional certification program this, today’s webinar does qualify for continuing education. And we will have that code up hopefully soon. If it doesn’t go on the screen and you’ve logged off, send an email to - well actually was it imbedded on the slides that are available for download (Wakina)?

(Wakina):  No it was a separate slide. I think we’re just having some technical difficulties with getting it up on the screen. Let me see if I can get the number for you.

(Bill Finerfrock):  If you want that and we don’t get it up before you need to disengage, send me an email at bf@nahrc.org and I will give it to you. I don’t have access to it right now at my fingertips otherwise I would give it out over the phone. But just follow up…

(Wakina):  I have it for you (Bill).

(Bill Finerfrock):  Okay.

(Wakina):  It’s J as in Jack, 764, K as in Kerry, F as in Frank. So that’s J764KF.

(Bill Finerfrock):  Okay great thank you.

(Wakina):  You’re welcome.

(Bill Finerfrock):  If there’s nothing else we will log off.

(Corinne Axelrod):  Thank you so much (Bill).

(Bill Finerfrock):  Thanks (Corinne). Yes, great job.

(Corinne Axelrod):  Thank you, okay we’ll talk soon.

(Bill Finerfrock):  Thanks.

(Corinne Axelrod):  Okay bye.

(Bill Finerfrock):  Bye-bye.

Operator:  Ladies and gentlemen…

(Bill Finerfrock):  Operator…

Operator:  …that concludes this afternoon’s presentation. You may disconnect your phone lines and thank you for joining us this afternoon.
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