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Coordinator:	Welcome and thank you for standing by.  All participants will be in a listen- only mode until the question-and-answer session of today’s conference.  At that time you may press star then 1 to ask a question from the phone lines.

	As a reminder today’s conference is being recorded.  If you have any objections you may disconnect at this time.  I would now like to turn the conference over to your host, Bill Finerfrock.  Thank you sir, you may now begin.

Bill Finerfrock:	Thanks Operator and thanks everyone for taking some time to join us today for this Rural Health Clinic Technical Assistance Webinar.  My name’s Bill Finerfrock and I’m the Executive Director of the National Association of Rural Health Clinics.  I’ll be the moderator for today’s call.

	Today’s topic is new RHC service expansion and we’re really pleased to have some our friends and colleagues from the Centers for Medicaid Services with us today to talk about some of the new things we’re going to kick in beginning January 1.  I’m going to be turning the meeting over to Captain Corrina Axelrod who’s a health insurance specialist in the Center for Medicare and has been the long-time lead on Rural Health Clinic issues in the Center for Medicare and really been a great friend and advocate for RHCs for a number of years.

	As a reminder this series is sponsored by the Health Resources and Services Administration office of Rural Health policy and is done in conjunction with the National Association of Rural Health clinics and is supported by a cooperative agreement as you can see on your screen through the federal office Rural Health policy.  That’s what allows us to bring these calls to you free of charge.

	The purpose of this series is to provide RHC staff with valuable technical assistance and RHC’s specific information.  Today’s call is the 85th in the series which began in late 2004.  Over 23,000 combined participants have participated in this project since we began.  As you know there’s no charge to participate and we encourage you to refer others who might benefit from the information to sign up and receive announcements regarding dates, topics, speaker presentations.  They can do that either on the RHC Web site or on the Rural Health information hub Web site.

	There’ll be a Q&A period at the end.  You can either write your questions in when we open that functionality up and it’d be under what you see on your screen as presenter chat.  Or you can use the phone line and the operator at that time will give instructions.  We do ask that you give us your name and the city and state from which you’re calling.

	In addition you can email in the future topic ideas to bf@narhc.org.  That’s my email.  Put HRCTA topic in there or if in advance of a presentation if you have a question you’d like us to put forward to that speaker prior to the call you can do that as well.

	With that at this point Dan I’d like to turn this over to Corrina Axelrod who will begin the presentation and then introduce us to her colleagues there at CMS.  Corrina it’s all yours.

Corrina Axelrod:	Thanks so much Bill.  We really appreciate the opportunity to talk on these calls and share information with the Rural Health Clinics especially this time of year when we have several updates.  I want to thank you for the opportunity to do this and thank everybody for taking the time out today.  As we’re getting ready for the holidays we know people are trying to get a lot of stuff done.

	We appreciate that.  What we’re going to do is I’m actually working out as the Acting Deputy Director of our division which handles several other programs in addition to the RHCs and SQACs.  We’re really trying to bolster our RHC and SQAC team.  I’m going to share the spotlight with my colleague.  With me today is (Susan Genesco) and Glenn McGuirk.  Glenn’s going to go over some of the slides with some of the updates.

	He’s going to talk about care management and virtual communications and just as some background Glenn’s been with CMS for 19 years.  He’s worked on several of our other programs, the ambulance program, some of the drug programs, some of the laboratory programs.  He’s actually been doing some behind-the-scenes work on RHCs to make sure that you all get paid correctly.  We’re really happy that he’s been taking more of a role in these presentations now.  I’m going to turn it over to Glenn.  After he goes through this I have a few updates as well.  After that we’ll get to questions.  Thank you and here’s Glenn.

Glenn McGuirk:	Thanks Corrina.  I have three updates for you regarding or related to RHCs.  The 1st one is the 2019 payment limit for RHCs.  Payment limit per visit for calendar year 2019 is $84.70 effective January 1, 2019 through December 31, 2019.  Calendar year 2019 RHC payment limit reflects 1.5% increase above the calendar year 2018 payment limit of $83.45.

	Next we have new virtual communication services.  The 2019 PFS final rule, CMS finalized a policy that effective January 1, 2019 RHCs can receive payment for virtual communication services when at least five minutes of communication technology-based or remote evaluation services by an RHC practitioner to a patient who has had an RHC billable visit within the previous year and both of the following requirements are met.  

	The 1st one is the medical discussion or remote evaluation is for a condition not related to a RHC service provided within the previous seven days and the medical discussion or remote evaluation doesn’t lead to an RHC visit within the next 24 hours or at the soonest available appointment.  Some background, certainly there’s a broader range of services that can be furnished by healthcare professionals by communication technology as compared to 20 years ago.  

	To the extent that healthcare professionals become more effective at addressing patient concerns and needs using evolving technology we believe that the overall payment implications of considering the services to be broadly bundled becomes more problematic.  Effectively the better practitioners are in leveraging technology to furnish effective check-ins that mitigate the need for potentially unnecessary office visits, the fewer billable services they furnish.  Currently when communication technology based services in association with an RHC billable visit the cost of these services are included in the RHC AIR and aren’t separately billable.

	However if there are - is no RHC billable visit these costs aren’t paid as part of an RHC AIR payment.  Particularly rural areas we believe the use of communication technology based services may help some patients to determine if they need to schedule a visit at the RHC.  We therefore proposed and have now finalized that effective January 1, 2019 RHCs receive an additional payment for the cost of communication technology based services or remote evaluation services that aren’t already captured in the RHC AIR payment when the requirements for these services are met.

	To receive payment for virtual communication services RHCs must submit an RHC claim with HCPCS code G0071 which is virtual communication services either alone or with other payable services.  Payment for G0071 which is $13.69 is said that the average of the national non-facility PFS payment rate for HCPCS code G2012 communication technology based services and HCPCS code G2010, remote evaluation services.

	We’ll describe these in just a moment and is updated annually based on the PFS national non-facility payment rate for these codes, HCPCS codes G2010 and G2012 for practitioners billing under the PFS.  For calendar year 2019 we finalized separate payment for service - for certain communication technology based service.  This includes code G2012 which has a rate of $12.61 which is described as brief communication technology based service.

	For example virtual check-in by a physician or other qualified healthcare professional who can report evaluation and management services provided to an established patient.  You can see at the rest of the description on the slide for your reference.  Both real time audio only telephone interactions and synchronous two-way audio interactions that are enhanced with video or other kinds of data transmission are allowed to perform this service.

	Code G2010, remote evaluation allows for separate payment when a clinician revaluates recorded video and/or images submitted by a patient and follows up within 24 hours by way of a phone call, audio/video communication, secure text messaging, email or a patient portal.  I’m going to step back and say that I mistakenly gave you incorrect information.  Code G2012, the payment is $14.78.  Code G2010, the payment is $12.61.

	Although both tele-health and virtual communication services use technology to communicate, these are separate and distinct services.  Tele-health services are considered a substitute for an in-person visit and are therefore paid at the same rate as it would’ve been had it been furnished in person.  The virtual communication G code would only be separately payable if discussion between the RHC practitioner doesn’t result from or lead to an RHC billable visit.

	The payment rate for communication technology based services are value based when the shorter duration of time and the efficiency is associated with the use of communication technology.  Communication technology based and remote evaluation services will be billable by RHCs only when the discussion requires the skill level of the RHC practitioner.  RHC practitioners are physicians, nurse practitioners, physician assistants, certified nurse midwives, clinical psychologists and clinical social workers.

	If discussion could be conducted by a nurse, health educator or other clinical personnel it won’t be billable as a virtual communications service.  Please note that there are no frequency limitations on how often this code can be billed at this time.  Both co-insurance and deductibles apply to RHC claims.  Also RHC face to face requirements are of course waived when these services are furnished to an RHC patient.

	Lastly payment for care management services, effective January 1, 2019 the payment rate for HCPCS code G0511, general care management services is set at the average of the national non-facility PFS payment rates for CPT code 9949O, 99487, 99484 and 99491.  The payment amount for HCPCS code G0511 is currently set at the average of the three national non-facility PFS payment rates for the CCM and general BHI codes and is updated annually based on the PFS amounts.  

	The three codes are CPT 99490 which is 20 minutes or more of CCM services, CPT 99487, 50 minutes or more of complex CCM services and CPT 99484, 20 minutes or more of BHI services.  For practitioners billing under the PFS we proposed for calendar year 2019 a new CPT code corresponding to 30 minutes or more of CCM furnished by a physician or other qualified healthcare professionals similar to CPT codes 99490 and 99487.

	For RHCs we proposed to add this code as a general care management service and to include it in the calculation of HCPCS code G0511.  We proposed and have no finalized starting January 1, 2019 RHCs will be paid for HCPCS code G0511 based on the average of the national non-facility PFS payment rate for four CPT codes including CPT code 99491 instead of three.  In summary or to recap the RHC payment limit per visit for calendar year 2019 is $84.70 effective January 1, 2019 through December 31, 2019.

	Effective January 1, 2019 RHCs are paid for HCPCS code G0071, virtual communication services when HCPCS code G0071 is on an RHC claim either alone or with other payable services and at least five minutes of communication technology based or remote evaluation services are furnished by an RHC practitioner to a patient who has had an RHC billable visit within the previous year and the medical discussion or remote evaluation is for a condition not related to an RHC service provided within the previous seven days and doesn’t lead to an RHC visit within the next 24 hours or at the soonest available appointment.  

	HCPCS code G0071 is set at the average of the national non-facility PFS payment rates for HCPCS G2012 which is communication technology based services and HCPCS code G2010 which is remote evaluation services and is updated annually based on the PFS national non-facility payment rate for these codes.  RHC and FQHC face to face requirements are waived when these services are furnished to an RHC patient.

	Co-insurance and deductibles apply to RHC claims per G0071.  Effective January 1, 2019 the payment rate for HCPCS code for G0511 which is general care management services is set at the average of the national non-facility PFS payment rates for CPT codes 99490, 99487, 99484 and 99491.  Please see the information we have posted on the CMS RHC Web site for more details.  It includes the recently posted FAQs.  Thank you and I’m going to turn it back over to Corrina.

Corrina Axelrod:	Great thank you much Glenn for that.  Just to review some of what Glenn said we - he went over all the codes that are factored into the payment rate.  Just to reiterate that RHCs aren’t billing all of those codes that you have your own special code.  For virtual communication it’s G0071.  We just wanted to explain to you how we derive the payment rates and what the requirements are based on, same for care management.

	When said this year the rate was based on three care management codes.  Starting in 2019 the rate is based on four care management codes but again you’d be billing G0511, not the individual codes.  I just want to make sure that’s clear to everybody.  I also wanted to mention that on the slides we have information on the requirements for virtual communication and for care management.

	We don’t have any new requirements for care management but we just wanted to put that on there.  We’re still getting a lot of questions about care management.  We’re very pleased that there’s been a lot of interest in care management.  There’s been a big increase in the number of RHCs that are furnishing care management services.  We expect that there’ll continue to be questions.  We welcome your questions.  I just want to also note that there’s no change in the requirement for care management services.

	As Glenn just mentioned we do have FAQs now on our webpage for both care management services -- that one’s been updated -- and virtual communication.  I want to bring your attention to the care management FAQs.  There’s just two FAQs on that list that I just want to make sure you note.  First one is the - it’s number 14 and it’s about the co-insurance for care management services.

	I just want to note that we’ve clarified it’s the lesser of the charges or the payment rate.  There were quite a few problems earlier this year with different math calculating the co-insurance a little bit differently.  We went back and tried to get this more consistent throughout the max and with the other programs.  Just want to clarify that co-insurance is based on the lesser of the charges or the payment rate.  Also call your attention to number 24 about identifying our cost from the cost report, that for care management services you only need to identify the direct cost, not the indirect cost for furnishing care management services.

	We hope that that’ll make things a little bit easier for you as you calculate your cost into your cost reports.  Finally I want to mention that we have our annual update to the chapter 13 policy manual.  I’m not sure we ever intended on doing this every year but it seems like every year there’s new things to add and certainly with all the care management and virtual communication we wanted to get that in the manual just to make it easier for all of you to have all the information you needed or hopefully at least most of the information you need all in one place.

	We take that opportunity to make other changes within the manual based on questions that we get throughout the year.  As you know this manual is for RHCs and FQACs.  Sometimes you’ll see changes in the manual that are - I shouldn’t say changes.  They’re clarifications that are based on questions we’ve gotten from RHCs and sometimes they’re based on questions from FQACs.  There’s really nothing new in there except for the virtual communication and care management but we always strive to make it a little bit more clear - because as I often say to Bill and (Nathan), it seems perfectly cleared to us but we know that that doesn’t necessarily mean it’s clear to anybody else.  With that I’m going to stop and turn this back to Bill and we’re happy to take any questions.

Bill Finerfrock:	Thanks Corrine.  As I mentioned earlier there’s two ways in which you can ask questions.  One is you’ll see a Q&A box.  You can type your question into the Q&A box and we’ll go from there.  Or (Katie), our operator, if you can give people the instructions if they want to ask their questions over the phone, how they go ahead and do that.  And then we can go ahead and wait for the questions to populate and then I have a couple (unintelligible) to kick it off.  Operator if you can give the instructions for doing it via phone?

Coordinator:	Thank you.  If you’d like to ask a question from the phone lines please press star then 1.  Unmute your phone and record your name and city and state.  If you need to withdraw your question please press star then 2.  Once again to ask a question from the phone lines please press star then 1 and record your city and state and name, one moment please while questions queue up.

Bill Finerfrock:	I’ll go ahead.  One of the questions that has come up particularly with regard to the virtual communication is who can initiate the communication?  Does the beneficiary have to call the practice and ask to speak one of the recognized providers?  Or can the recognized provider?  Let’s say at the end of the day the doctor or the nurse practitioner has scheduled time to call patients to just check in.  Can that originate from the clinic or does the communication have to originate from the patient?  Or does it matter?

Corrine Axelrod:	Hello Bill, this is Corrine.  That’s a really important question that we really want to be clear about.  For virtual communication this is something that’d be initiated by the patient.  If you think about it it’s only going to be billable if they’re what’s no-visit when the previous seven days or the subsequent 24 hours or the next available appointment.

	A provider - an RHC practitioner would have no particular reason to just pick up the phone and call a patient unless they actually have seen the patient recently.  This is something that’s initiated by the patient really in large part to determine if they need to come in for a visit.  One of the examples that we’d like to give is let’s say somebody has something growing on their skin, a mole or something and they can take a picture of it and text it, email it, whatever to the practitioner.

	Then the practitioner would call and say this doesn’t looks so good, you better come in.  Or they might say it looks okay, just watch it if it changes color.  If it’s the first one where they say no, you got to come in, we really need to take a look at it, then the RHC isn’t going to be able to bill for virtual communication.  They’d then be billing for a visit.  If it’s the 2nd one where the practitioner says it looks okay now, if it changes in a few weeks give us a call then the practitioner could bill for a virtual communication.  

	This isn’t remote monitoring.  It’s not a check-in in the sense of just calling a patient that you haven’t seen.  It’s really when the patient really isn’t sure as to whether or not they need to come in or not and actually see the practitioner.  Hopefully that helps clarify that.

Bill Finerfrock:	I think so.  If not then perhaps others can then via phone or in their emails communicate and ask questions.  I’ll start going down our list here that are being typed in.  (Thomas Robinson) - and folks I’d ask you to note in there where you’re from.  I’m not sure where (Thomas) is from in terms of physically his location.

	I’m also not sure if I can understand the question.  Can any provider bill for the virtual check-in?  That one I think you address but if you want to reiterate who it is that they - the patient would have to speak with in order to qualify for a visit.  And then say or is limited to rural areas.  That’s the part that I’m confused by.  (Corrine) can you just go over again who the communication has to be with in order to meet the virtual check-in test?

Corrine Axelrod:	Yes.  This would have to be with the RHC practitioner and over the list of practitioners.  I’m sure you all know them anyway but it’d have to be with an RHC practitioner.  This is different than a nurse or medical assistant or a pharmacist or somebody else, some other clinical staff calling a patient or responding to a patient.

	This is something that requires the expertise of the practitioner.  Any RHC practitioner can provide the virtual communication and the RHC, not the practitioner but the RHC would go for it.  We don’t lend any RHC services by geography.  We assume that all RHCs are in non-urbanized areas.  There’s no distinction based on location.

Bill Finerfrock:	Okay.  Another written question is we’re all connected.  We get paid or do we get paid for family or group psychotherapy or is it only for individual visits or encounters?

Corrine Axelrod:	I’m not sure if this is being asked in relation to care management or virtual communication.  RHCs can only bill for face to face visits with the RHC practitioner that are medically necessary services.  Group visits aren’t billable in RHCs group, family, whatever.  It’s face to face between the practitioner and the patient, not to say that the patient can’t bring in their whole family or whomever else they want in the room.  The practitioner is only providing services to the patient.

Bill Finerfrock:	Right so it’s 1AIR.  You can have multiple AIRs.  Operator do we have questions on the phone?

Coordinator:	We’re showing no questions from the phone lines.  If you’d like to ask a question please press star then 1.

Bill Finerfrock:	Kerri there’s a request about how people can get a copy of the presentation.  Is there a link on the screen that folks can use to download?  I’m not seeing it.

Kerri Cornejo:	I can put that up on the screen.  It’s though the RHI hub so I’ll put that underneath the call in number and passcode.

Bill Finerfrock:	Okay we’ll have that up for you soon.

Corrine Axelrod:	I see a question here about what HCPCS to use for chronic care management.

Bill Finerfrock:	What HCPCS code do we need to use for chronic care management?  Is it G0071?  I’m guessing questions that are beyond the specific issues here and hopefully that’s okay.  Can you take a crack at that one?

Corrine Axelrod:	Yes.  G0071 is the new HCPCS code for virtual communication.  HPPC code for care management includes chronic care management and general behavioral health.  That’s G0511.  If you’re currently furnishing chronic care management services and you meet the requirements for that then you’d bill using G0511.

Bill Finerfrock:	Okay.  For those of you who wanted to get the slides, if you look up above there’s instructions of where to go, to what Web site to be able to download the slides.  Our next question comes from (Jennifer Raol).  I hope I pronounced that correctly.  Was there any change to the rule about RHCs being distant site providers presumably for tele-health meaning they provide a performing the tele-health visit isn’t located physically in the RHC.  Maybe that’s a little different.  Was there any change to the rule about RHCs being distant site providers meaning they provide or performing the tele-health visit isn’t located physically in the RHC?

Corrine Axelrod:	RHCs are authorized to be originating sites for tele-health.  The originating site as you probably know is where the patient’s located.  The statute is pretty specific and doesn’t authorize RHCs to be distant site practitioners for tele-health.  What we emphasize that the virtual communication services are really different than tele-health services.  

	I’m not sure if this is part of what the question’s asking or not but just let me take the opportunity to reiterate what Glenn said earlier, is that the tele-health is considered the same as an in-person visit whereas the virtual communication, you could think of it as in lieu of a in0person, that it’s really to determine if a visit is necessary or not.  I’m not sure if that’s part of the question or not but just to reiterate RHCs, there’s been no change in the tele-health statute.  RHCs are only authorized to be originating sites, not distant sites.

Bill Finerfrock:	We’ll respectfully disagree with what the statute says regarding the tele-health services and what is or isn’t permissible for rural health clinics.  I think the key point is what you said, is that nothing’s change in terms of CMS’s interpretation of tele-health and where rural health clinics stand.  Next question comes from (Jeannie Harkness).  If a patient’s treated via patient portal through emails would that constitute a billable virtual service?

Corrine Axelrod:	Yes. It just has to be with the RHC practitioner.  Email is acceptable.

Bill Finerfrock:	Is there a volume or amount of time associated with that? 

Corrine Axelrod:	A minimum of five minutes.

Bill Finerfrock:	How do they document that?

Corrine Axelrod:	We haven’t provided any instructions about documentation.  I’d assume you’d document that the same way you’d document any other interaction.

Coordinator:	That will conclude today’s conference call.  We thank you for your participation and ask that you please disconnect your line.

Bill Finerfrock:	So type very slowly in order to be able to meet the five minute requirement?  I’m just in my mind.  Somebody’s in there going only there are only ten words in the question.  It couldn’t have possibly taken five minutes.  

	The question from the patient would presumably require some level of analysis, thought, etc.  Is it just literally the amount of time someone could presume the patient took to write the email and the amount of time the practitioner took to respond to email or would they have to document I had to do this?  I had to go back and review the patient record.  I had to look up some information and blah blah blah.  It’s not just the email time that’s involved here.  There may be analysis that you’d want to document.

Corrine Axelrod:	Let me be really clear.  We’re not paying for the patient’s time.  We’re only paying for the practitioner’s time.  Patient can take three hours to compose their email and it’s not going to make any difference.  We’re just talking about the practitioner’s time in whatever they need to do to respond to the email.

Bill Finerfrock:	Right.  I didn’t mean to imply that base.  There’d be no way of knowing that.  It’s strictly what time occurs on the practitioner’s side but how that might be calculated.  My point was it’s just not the email - actual email time.  There may be and likely would be other work that’d be involved - that’d be counted as far as the time.  It’s not just the ten words that are in the email.  It’s what you have to do to be able to determine that those ten words were the proper response.

Corrine Axelrod:	That’s correct.  One of the reasons that there’s a requirement that this can only be billed when it’s furnished to a patient that’s been seen within the RHC in the past year is that first of all the patient and the practitioner, there needs to be some relationship there.  The practitioner very likely would have to go and pull the medical record of the patient and do whatever other follow up just like you described.  It’s not just the time it takes to email a response or call the patient, that it’s the time the practitioner spends responding to the patient’s inquiry.  

Bill Finerfrock:	Right.  The next question is (Kristie Lane) from Shelbyville, TN Genova Health Care, are these services paid outside of the flat rate for provider based RHCs and what documentation requirements which is what we just gone over, but could you review - I know you mentioned it in the presentation by going to it but with regard to the billing that this is outside of the AIR and that I believe you said that it’d be permissible to submit this attached or as part of a claim that did involve an AIR visit or something along those lines?

Corrine Axelrod:	That’s correct.  This could be on a claim either by itself or with other billable service.  Both virtual communication and the care management codes are paid in addition to a billable visit if there’s a visit.  You could submit a claim that has a billable visit and also virtual communication but again to reiterate that if there’s a billable visit within the previous seven days or within the next 24 hours or soonest available appointment then that wouldn’t be separately billable.

Bill Finerfrock:	Does that billable visit have to be related to the - unrelated to the purpose of the virtual communication?  In other words patient - let’s say to your example.  Patient, a mole occurs and patient takes a picture of it, sends it to the clinic.  The nurse practitioner looks at it, calls the patient up, says (Mrs. Jones) I’ve looked at it.  I’ve looked in the manuals and I think this type of mole, nothing to be concerned about it.  Keep an eye on it if it gets worse, let me know.  Thank you very much.

	The next day (Mrs. Jones) is walking and she trips and sprains her ankle, comes into the clinic for - to have her ankle looked at.  It’s a visit that’s totally unrelated to the mole examination for which it was a virtual but it occurs within that time period.  Does that negate the billable virtual visit or is the virtual visit still billable because the actual visit was unrelated to the virtual visit?

Corrine Axelrod:	In your example it would negate the virtual communication even though they’re unrelated.  We aren’t tracking this by condition, diagnosis, treatment or anything like that.  We’d have no way of knowing whether it was related or not.  It’s just if there’s a subsequent visit within that timeframe even if it’s for something completely different then the RHC wouldn’t be able to bill for virtual communication.

Bill Finerfrock:	What’s the virtual timeframe after the virtual communication that’d negate how many days?

Corrine Axelrod:	Twenty four hours or the soonest available appointment.

Bill Finerfrock:	All right.  I think that still would be confusing to me.  I want to get to some other questions but we can come back to that.

Corrine Axelrod:	I can (unintelligible) that.  We did get a lot of comments on that one that was proposed to (unintelligible) in the proposal.  Some people wanted it to be more precise or shorter or longer.  I don’t think there’s any perfect way to do this but we didn’t want to make it so restrictive that everybody would qualify or nobody would qualify.  It’s an imperfect measure but it’s the one that seem to be the most manageable and reasonable in this context.

Bill Finerfrock:	I get that.  Again I’ll go on to some others and then maybe if we have time we can circle back.  Are all the codes - this is from (Angela Shumacher), doesn’t identify where she’s from.  Are all the codes we have discussed - they pertain to Medicare only?  I think this is really important to get addressed but Corrine?

Corrine Axelrod:	Well these aren’t HCPC codes.  All payers are required to recognize HCPC codes.  We’ve had the experience where with new codes especially when they’re limited to just RHCs and FQACs sometimes other payers may take a while to update their systems but they all have to accept this code.

Bill Finerfrock:	Well let me ask you to tease that out a little bit.  As far as it relates to a Medicare beneficiary, in other words if a Blue Cross Blue Shield patient comes in and does a virtual visit they’re not required to pay for a virtual visit unless that’s part of - it’s a 30 year old man who has a Blue Cross Blue Shield plan.  They’re not required to pay for a virtual visit.

Corrine Axelrod:	Right.  I’m sorry, I misunderstood the question.  We can only address Medicare requirements and others may choose to adopt this or not.  That’s not up to us.

Bill Finerfrock:	That’s what I wanted.  Very often folks will take things that part of the Medicare program and say well does the commercial insurer have to do this.  The Medicare stuff, this is what’s required for Medicare, a Medicare Advantage plan or any of the Medicare products have to follow this policy.  Medicaid doesn’t and commercial insurers don’t.

	From (Diana) is 90791, psychiatric diagnostic evaluation, a qualifying visit?  Can it be a - again this is outside I guess the context but can it be billed with the CT modifier?

Corrine Axelrod:	I’m not one of these people that have all the codes memorized but it sure sounds like it.  It sounds like this is something that’d be a standalone billable visit in RHC if it’s something that’s furnished by an RHC practitioner.  As with all other services the CG modifier would have to be dependent on the claim.

Bill Finerfrock:	Okay.  From (Tim Walters), WPS refuses to include - I guess this is a question non-related to the topic today but hopefully you can help out.  WPS refuses to include vaccine cost in our interim RHC rates.  Medicare HMO plans refuse to pay us anything other than the interim rate with no reimbursement for vaccines.  Why will you not include vaccine cost in interim rate calculation?  This is a huge loss for reimbursement for Medicare managed care patients that we can’t continue to sustain.  If you’d simply put these costs in the interim rate calculation the HMO plans would therefore pay a reasonable amount for these vaccines.

Corrine Axelrod:	I’m not sure I entirely understand the question.  The vaccines are paid off the cost report and they’re paid at 100%.  I guess I’m not really understanding the question.

Bill Finerfrock:	I believe what happens sometimes is the managed care plan says Medicare Advantage plan.  This is your rate.  This is what we’re going to pay you.  It mirrors the all-inclusive rate.  Let’s say your all-inclusive rate, your provider based RHC and you’re getting $100 a visit.  You’re under Medicare.  Your flu and pneumo vaccines are reimbursed separately based on your calculation on your pneumo/flu, the separate sheet of the cost report and you’re paid for that outside of your AIR.

	The managed care plan is saying if I’m understanding (Tim’s) question is we paid you your all-inclusive rate.  Whatever vaccines, flu, pneumo you administered to a Medicare Advantage covered by our plan we’re not going to pay you anything more because we consider your AIR to be all inclusive and the clinic’s going no, it’s only all-inclusive to a degree, flu and pneumo were never built into that.  What he’s saying is if you bill the flu and pneumo into the AIR then we can get that from the managed care plans.  But as it stands they won’t pay anything beyond the AIR.

Corrine Axelrod:	I’m wondering if this is with a particular MA plan and if this is new.  There’s been no change in this process forever.  Maybe we can talk about this offline but there’s been no change either in how we pay for these vaccines.  I’m just wondering if this is a widespread problem or a new problem or just limited or what.

Bill Finerfrock:	It may be plan specific.  We can try and track that down but I also suspect that what - we’re going to get more of these.  What we’re seeing is more and more Medicare beneficiaries enrolling in Medicare Advantage plan.  When it maybe was only a handful of patients in the - that go to the rural health clinic were in MA plans if there were problems or issues they may have said that’s not worth fighting City Hall.  

	As the volume of patients enrolled in Medicare Advantage goes up the lack of coverage or payment for certain services becomes more and more significant.  We can try to address that offline.

Corrine Axelrod:	Yes.  Sometimes we have to educate some of the plans about the RHCs.  We’re happy to help out so please let us know.

Bill Finerfrock:	Okay.  This is a person identified as guest.  Reimbursement is still a bit confusing.  For the RHC providing video virtual visits they’re able to see all payer types, Medicare, Medicaid, commercial.  This is back what I was alluding to before when I asked for clarification.

	The policies that you’re talking about, virtual communication policy, only applies to Medicare patients.  How Medicaid may deal with this, how commercial may deal with this is up to the individual payer and nothing with regard to the virtual - extends beyond Medicare or presumably the Medicare supplement or policies or even a Medicare Advantage.   Medicare Advantage would be required to recognize this because it’s now part of the Medicare benefit package.  Anything outside of Medicare, none of this applies, correct?

Corrine Axelrod:	That’s correct.

Bill Finerfrock:	Okay.  Next question, what if the provider practitioner is reaching out to the patient due to lab or test results or information from another provider received at the office?  This is a situation where the provider’s reaching out, provider has gotten information and based on that is reaching out to the patient.

Corrine Axelrod:	That wouldn’t be billable as virtual communication.  It’d be the provider initiating contact with the patient and I don’t really know how common this situation would be.  Again this would only be billable if it’s the patient that contacts the practitioner, not the other way around.

Bill Finerfrock:	Okay.  (Peggy Bryant) from Michigan asks are there any documentation requirements for the virtual visits?  We touched on this earlier but basically I think what you said is there are currently no documentation requirements that have been produced by CMS.

Corrine Axelrod:	That’s correct.

Bill Finerfrock:	Do you anticipate at some point perhaps doing that or do you think it’ll remain in this virtual situation?

Corrine Axelrod:	I don’t think we typically provide documentation requirements.  I might be wrong on that but I’m not aware of any discussions here to develop documentation requirements on this.

Bill Finerfrock:	Okay.  Operator any questions on the phone?

Coordinator:	We do have two questions from the phone line.  Our first question comes from (Amanda Walk) in Missouri.  Your line’s now open.

Bill Finerfrock:	Go ahead (Amanda), welcome.

(Amanda Walk):	Thank you.  I was wondering there’s no specific cost listed on the slides for the new virtual.  It has the same (unintelligible) set?

Corrine Axelrod:	Yes it has.  The payment for G0071 is $13.69.

(Amanda Walk):	The RHC said that I was late getting on the call.

Bill Finerfrock:	It wasn’t on the slide but that was mentioned.  I think it’s - that we receded it.

Corrine Axelrod:	Yes.  That’d be updated every year in the FAQs.

(Amanda Walk):	Okay thank you.

Bill Finerfrock:	Okay.  Was it for your question or do you have another or you’re good?

(Amanda Walk):	I have another one.  We’ve been doing the chronic care management and we’re having issues getting paid.  I’m not sure if it’s any help to get us paid.

Corrine Axelrod:	Do you know why you’re not getting paid?  

(Amanda Walk):	No.

Corrine Axelrod:	Usually there’s a code or something that…

Bill Finerfrock:	The (unintelligible) code on the EOB?

(Amanda Walk):	I think it was…I’d have to pull one up but I think it was a CPT modifier issue.  I think we originally set them with the CG modifier and they were rejected, one way or the other.  We sent them one way, they were rejected. 

Corrine Axelrod:	What we usually recommend is that the first thing you should do is contact the MAC and ask them.  If you run into problems with that then contact us or your regional rural health coordinator.

(Amanda Walk):	We’ve reached out to our MAC and they basically told us they didn’t know why we weren’t getting paid and that they’d have to research.  Apparently there was a fix in the system that was supposed to happen back in June, our claims or after that were some about getting paid.

Corrine Axelrod:	Sometimes it takes a while and what we’ve heard from people is you have to just check back in with them.  Sometimes it takes them a while to figure out what the problem is.

Bill Finerfrock:	Who’s your MAC?

(Amanda Walk):	(Debbie Piez).

Bill Finerfrock:	Okay, all right, thank you.  Operator we had another call you said?

Coordinator:	Our next question comes from (Jeff Harper) in Louisiana.  Your line’s now open.

Bill Finerfrock:	All right (Jeff).

(Jeff Harper):	Hello Bill.  Here’s the question.  It’s on the chapter 13 of the benefits manual in the payment section.  There’s new wording that says that the RHC service, it must be - claims must be submitted as RHC services and that they’re not authorized to submit claims under a PFS for an RHC service.  What happens when you become a certified RHC but we’re not going to get a number for that RHC in much as 120 days before we’re able to get a tie-in notice and a number?

	In the past we had billed - continued to bill Part B until the time we had the ability to file a claim as an RHC.  This new wording in the benefits manual means to think that we’re going to have to hold bills for months until we can file that.  Is that what this wording is communicating?  This is (unintelligible) around 70 of chapter 13.

Corrine Axelrod:	I’m just pulling up that section so I can see what you’re referring to.  I think there’s two issues here and what we put in the manual is again our attempts to make things more clear, that RHCs can’t bill under this physician fee schedule for RHC services.  Your question does remind me that there’s been issues in the past with newly certified clinics and that there’s a time period between being certified in the tie-in notice.

	This is actually handled by our survey and certification group.  I know they have looked at this issue.  I don’t actually recall what they’re doing at this time.  We certainly can refer you to them and - because I understand that you do need to be paid.  I’m not sure if the MACs have been handling this different ways with looking at this issue.  We got that conflicting information from different MACs.  I actually don’t know if that’s been resolved or not because it’s a little bit out of our cur view but I’m happy to provide you with contacts to follow up on.

(Jeff Harper):	Thank you.  It says in the manual that we should work with our MAC.  I have very seldom been able to work things out with my MAC.  That’s why I needed to have a little clear understanding.  Yes, if you can give me the contacts I’d be glad to pursue that.

Corrine Axelrod:	You can send me an email.  My email is Corrine, C-O-R-R-I-N-E, dot Axelrod, A-X-E-L-R-O-D at CMS dot HHS dot gov.  I can try to forward that to some people that can help you.

(Jeff Harper):	Great, thank you very much.

Bill Finerfrock:	Operator any others on the phone line?

Coordinator:	We do have one question from the phone lines.  It comes from (Jim Dovo) from Missouri.  Your line’s now open.

((Crosstalk))

(Jim Dovo):	Thank you for taking my call.  Actually this is on revision 239 from last year.  It’s chapter 110.1.  Is RHC -- and this is clarification -- RHC now reimbursing for dental encounters?

Corrine Axelrod:	No.  I’m not sure what you’re referring to because it doesn’t sound familiar.  I’m wondering if this is a Medicaid manual that you’re referring to.

(Jim Dovo):	It’s chapter 13, rural health clinic Medicare policy, benefits policy manual, 110.1.

Corrine Axelrod:	Okay that’s us.  Yes, okay.  No additional change in that.  Speaking of the manual I did want to mention that it’s a little bit of a weird process here, that what CMS does is initially post only the sections of the manual that have had updates.  After I think it’s 60 or 90 days.  I’m not sure.  They’ll then post the entire manual.

	It looks a little weird because it only has the sections where there’s been changes.  But that - once that period of time passes then we’ll be able to get posted the entire manual.  Sorry that it’s a little weird looking.

(Jim Dovo):	Yes because that article 110.1 is confusing.  Again you’re saying there’s no coverage for any dental encounters, correct?

Corrine Axelrod:	Yes.

(Jim Dovo):	Okay thank you.

Bill Finerfrock:	We’re getting up on our time here.  I don’t know folks if you need to run.  It’s the bottom of the…we have time for a few more questions or at least try to get through some of these.  (Charlie) from Iowa, (Charlie Hammel), could the G0071 be used for counseling follow up with a patient that’s on medication for depression/anxiety?  Transportation may be an issue to continue monthly or periodic counseling services.

Corrine Axelrod:	That’s not something that we addressed.  If it’s something initiated by the patient and it requires the skill level of the RHC practitioner then it sounds like it certainly could be.  I think I’d like to just go back and see if we’ve written anything about that anywhere before I absolutely say yes or no.

Bill Finerfrock:	Okay. (Thomas Robinson) wanted some clarification.  I think he’s clarifying but the virtual check-in, is that limited to providers in rural areas and only RHCs or can other providers regardless of their physical location engage patients in a virtual check-in?

Corrine Axelrod:	RHCs can furnish virtual communication by billing G0071.  Practitioners who aren’t part of an RHC or FQHC and are billing under this physician fee schedule, they’d bill this as well under the physician fee schedule.  I’m not sure if that’s what the question is asking for but...

Bill Finerfrock:	That’s the way I’d think.  Any provider can do this.  It’s just rural health has a specific way and it’s different than how it’s done on the physician fee schedule.  What RHCs are paid is the average of what Medicare would pay on the fee schedule for providers who are paid on the fee schedule get paid for doing this.

Corrine Axelrod:	Bill I apologize but we’re not able to stay longer.  I want to answer people’s questions.  People, if you want to send us any follow up questions we’ll be happy to get back to you on that.

Bill Finerfrock:	We’ll try and figure out if we can do that, if I can capture these and then work through them.  There are things that we can answer, go ahead.  If not we can send them on to you or you gave people your email if they wanted to - if you want to open it up to anybody but it’s certainly out there now.  People can email you directly if they have questions.  You can form it out or deal with it however you want it.

Corrine Axelrod:	My email’s always been out there but in this case that was only for one gentleman.  Glenn I think is willing to receive emails.  Is that right Glenn?

Glenn McGuirk:	Yes my email address…

Bill Finerfrock:	Give it to the new guy.  He’s (Mikey).

Glenn McGuirk:	Absolutely.  My email is address is G-L-E-N-N dot M-C-G-U-I-R-K at CMS dot HHS dot gov.

Bill Finerfrock:	Folks if you had questions here and you didn’t get them answered and you want to email him directly feel free.  We’re going to try and go see what we can capture and then see if we can garner some questions out of it that we can then pass along as well.

	I want to thank our friends at CMS, Corrine and Glenn for the time they’ve taken today to talk with us and answer your questions and present this information.  It’s really important that we do this so thank you.  I would be remiss - if I don’t know if we’re going to have an opportunity to have Corrine for another webinar but she’s informed me that her time at CMS may be drawing nigh.

	If we don’t have another opportunity to thank you via webinar we’re looking for other ways we can say thank you.  Thanks for all the work that you’ve done Corrine for rural health clinics and the patients they serve.  As I like to tell folks what you’re doing for rural health clinics, that literally millions of people around the country have healthcare because of the work that you do.  It’s not just the rural health clinics but it’s the patients and the communities that they serve.

	Let me just say thank you for everything.  If we don’t have you on in the webinar before whatever date you’re going to go off and enjoy the rest of your life.  Thank you and go ahead.

Corrine Axelrod:	Thank you.  You might not be getting rid of me quite yet but you know, soon.  We’ll see but thank you.  I really appreciate it.  I always felt that I’ve been extremely lucky to be able to work on the RHC program here at CMS.  I appreciate that very much.

Bill Finerfrock:	Sure.  For our audience again please encourage others who you think might be interested in this program to register for the rural health clinic technical assistance series.  There are instructions if you look on the webpage how they can go and create an account and set up to receive the RHC TA webinar information.  This is new.

	We’ve switched over as you all know from our list serve to (unintelligible) format.  You also have emails for questions for me or (Rondi) at the administrative offices or (Nathan) here as well as some links to CMS Web site, NOSOR and then the CMS regional office rural health coordinators.  Please follow up with that if you wish.  We’ll be looking to schedule our next RHC TA call probably up in January.  We’ll have information out on that when we get all the details worked out.

	Thanks for your participation.  For those of you who are doing this for the certified rural health clinic professional your course code is J-7-6-4-K-F.  That’s J-7-6-4-K-F.  Thanks everybody and have a great day.  Have a wonderful holiday and a happy New Year.

Coordinator:	Thank you for your participation in today’s conference.  All parties may disconnect at this time.  Speakers please stand by.


END
