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Coordinator:	Welcome, and thank you for standing by. At this time, all participants are in a listen-only mode. During the Q&A session, if you'd like to ask a question, you may press star1 on your phone. Today's call is being recorded. If you have any objections, you may disconnect at this time. Now, I turn the call over to Mr. Nathan Baugh. Sir, you may begin.
 
Nathan Baugh:	Thank you, operator. And I want to welcome all our participants. My name is Nathan Baugh. I'm the Director of Government Relations for the National Association of Rural Health Clinics, and I'm both the moderator and the speaker for today's call. 

	Today's topic is my favorite topic which is, of course, rural health clinic regulations. It's the RHC regulatory update. This series is sponsored by HRSA's Federal 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 currently -- through the Federal Office of Rural Health Policy, and this allows us to bring you these calls free of charge. 

	The purpose of the series is to provide RHC staff with valuable technical assistance and RHC-specific information. And today's call is the 91st in the series, which began in late 2004. During that time, there've been over 24,000 combined participants on the RHC national teleconference calls that are now being done as webinars. As you know, there's no charge to participate in the call series, and we encourage anyone who might benefit from this information to sign up to receive announcements regarding dates, topics, and speaker presentations on the RHIhub Web site.
 
	During the Q&A period -- which we will potentially have two of, but at least one of -- we request that the callers please provide their names, and city, and state location, before asking their question. It's just nice to get a sense of where folks are calling in from. And you can also type your question into the online chat which will become available during that time. If you have - in the future, if you have any questions or any topic ideas, you can email those to bf@nahrc.org, and put in the headline, RHCTA Question in the subject line. All questions and answers will be posted on the ORHP conference call series Web site and the NARHC Web site, which is www.narhc.org. And I apologize if you can hear the phone in the background. We are trying to take care of that.
 
	Okay, now let's get into the topic. So today's topic is, of course, a federal regulatory update for RHCs. My name's Nathan Baugh, again. I'm the Director of Government Affairs for NARHC. So we're going to have, really, four main sections to this. And the first section is probably going to take the longest, and we're going to spend the most time on. And that is what we call the appropriate use criteria mandate. Once we get through that section, we're going to briefly touch upon principal care management and virtual care communication services. I'll explain briefly what those are, whether or not RHCs can do or cannot do those services. And then, finally, we're going to cover all the regulatory updates that have occurred within the past year. 

	So the appropriate use criteria mandate is a program by Medicare designed to improve the appropriateness of advanced imaging orders, so this is for MRIs, CT scans, PET scans. All right, before we dive in, I need to clarify some terms because a lot of these terms are conflated and confused for each other. And the terms are, appropriate use criteria, AUC, has a dual meaning, it's the proper name for the whole program, but it's also the name for the specific sets of criteria that the clinicians will be consulting with, in order to determine if the MRI or CT scan is clinically appropriate, all right, so it's got a dual meaning.
 
	Some people also call this program, the CDS program, and CDS stands for clinical decision support. But CDS can also be used in other contexts. Essentially, any time software provides assistance to the clinician and helps them make a decision, that can technically be considered clinical decision support. Nevertheless, some people, sort of, imprecisely refer to this whole program as CDS. The next one is CDSM, and CDSM stands for clinical decision support mechanism, and that is the software that the clinicians used to get the advice, or get the - query the appropriate use criteria sets. 

	And finally, we have the QCDSMs, which the Q just stands for qualified clinical decision support mechanisms, and these are the officially approved mechanisms that the government has approved for use in this program. So that's, kind of, the key that you're looking for when you're looking at a clinical decision support mechanism, you need to make sure it's qualified, by virtue of the Q. So I needed to get those terms out of the way just so things make sense as we talk about the program.
 
	Why should the RHC community care? Excuse me. Your clinicians need to consult with an appropriate use criteria set for all advanced imaging that they order. And they have to consult this appropriate use criteria set through a qualified CDSM. But you can think of that as software, right, so they have to use an officially government-approved software to consult whether or not the MRI, the CT scan, the PET scan is clinically appropriate prior to ordering that image. If they don't do this - if your clinicians in the RHC do not do this, the advanced image will not be paid by Medicare starting in 2021, okay, so that's why we care. If you want your patients to get MRIs, CT scans, and PET scans, you're going to have to do this starting in 2021, all right, and of course, this is specific just to Medicare patients. Other private payers may have similar but different programs that are called prior authorization. The appropriate use criteria program is not technically a prior authorization program although it is similar. Excuse me.
 
	Now, 2020 is an educational and operational testing period. This means that, essentially, the claims will still be paid, even if you, as the ordering provider, does not consult with the criteria using the official software. Right? CMS is encouraging all providers, and RHCs, and everyone that orders images, that they start consulting through the approved software, and start testing their systems so that when 2021 hits, there's no delays and major bumps in the road when it comes to getting your patients' advanced imaging done. The imaging facilities in your area, and the hospital outpatient departments that have radiology, may begin asking you or requiring you this year to provide them this specific information. So that is something that you can expect, potentially, the imaging facility in your region to say, hey, we need this information in order to do an advanced image. Right? So there again, that could start this year. It's not required this year, but some imaging facilities don't want to be caught flat-footed, so to speak, in 2021, and so they might start requiring you to do it this year.
 
	So there's certain key information that must go on the advanced imaging claim in order to be paid. Okay? So it's not just the fact that this consultation with the appropriate use criteria occurs, but you also have to have key information on the claim in order for that image to be paid in 2021. Those - there's three pieces of information, and they are the ordering professionals NPI, so that's the NPI of whoever in the RHC is ordering the advanced image. Two, the qualified clinical decision support mechanism, the software, that you use to consult with the appropriate use criteria. And we code these through G-code, and I have the full list on the next page. It'll be easier to understand in a second. And then, finally, the third piece of information that's got to go on the claim, is the result of the consultation, i.e., did the image adhere? Yes, that was clinically appropriate to order an MRI. Did it not adhere? No, that was not appropriate to order the CT scan. 

	Or did it not apply because, perhaps, the circumstances are outliers and there's not really clear guidelines? All right? The result of what the ordering professionals saw when they did this consultation has to be reported on that claim. So your imaging facilities, again, are going to start requiring this information, absolutely, in 2021. They might start requiring it in 2020, and they might have specific formats in which they want this information communicated to them. So you're going to have to work with the advanced imaging providers in your area.
 
	The QCDSMs, as of today, are all listed right here in this list on the right. So you can see the mechanism name and the corresponding G-code. Right? The link I have here is the official link that the government keeps where they're going to add additional qualified clinical decision support mechanisms as they come available on that list. 

	So that's a key link to have. What you need to do, as an RHC, is find a clinical decision support mechanism that you like, that your providers like, and familiarize yourself with that portal, with that software. Many of these QCDSMs can be embedded into your EHR, so that is certainly an option. But there are also free QCDSMs that are available through an online portal, and those are the ones with the asterisk next to their name. So if you don't want to integrate it into your EHR, and perhaps you don't do a lot of advanced imaging orders, then you might want to look into the free online solutions.
 
	And then, just to go back, for example, when you, let's say, you use the test appropriate CDSM as your mechanism. What you're going to want to do is communicate that to the imaging provider by putting on the order that you use test-appropriate CDSM. Now you can write the full name, that's somewhat helpful. But it also would be helpful to give them the specific G-code that they need, which in this case is G1006, on the order so they know exactly which mechanism you used. The other thing that you're going to have to put on the order is, again, the result of the query. So did the system say: yes, Dr. Baugh, that is an appropriate order; no, Dr. Baugh, that's not appropriate. Right? The vast majority of time, I presume, the order is going to be appropriate and it is clinically good to go. In those scenarios, we're going to use the modifier ME to indicate to the government that we checked the system and the system said good. All right? If the system says, no, that's not appropriate, the modifier is MF.
 
	Now, even if the system says, no, Dr. Baugh, you really shouldn't order an MRI for the patient, the government, Medicare will still pay for that image. Okay? So it's not a - that's one of the key distinctions between prior authorization. If the system says, this is not appropriate, it will still pay for that image. However, eventually, and in several years, probably three to five years from now, the ordering professionals who are, sort of, the worst offenders will eventually be subject to prior authorization. But I don't want to focus too much on that because we are several years away from that. And as you can see on this list here of modifiers, there are a lot of other modifiers. And these are designed to use for different exceptions to the program and it wouldn't be a good Medicare program if there weren't several exceptions. Right? So I'm going to go over those on the next page.
 
	Now, before I go over the exceptions to AUC, I want to be very clear as to what universe of images this applies to. Okay? And this again, as I've said several times, only applies to advanced imaging which is MRIs, CT scans, and nuclear medicine, including PET scans. It does not apply to other types of imaging such as x-rays or ultrasound. Those are not considered advanced images. Okay? So I also want to emphasize, this is only for imaging performed in outpatient settings. 

	So if you are in a hospital in an inpatient setting, this whole program does not apply. Now, if the patient is an emergency medical condition, that is one of the exceptions, and the logic here is that the clinician needs every minute they can to treat the patient, and they might not have time to stop and query an online system just to determine if the CT scan is necessary. They can go ahead and get the CT scan. Now, in the RHC context, hopefully, not many of our patients are in an emergency medical condition when they show up to our RHCs, so hopefully, this won't have to be used very often. But if they are an emergency medical condition you can use modifier MA to tell the government, hey, I didn't use the - I didn't go through the process because the patient was an emergency medical condition.
 
	The other exceptions are if the ordering physician -- that's us -- has a significant hardship due to one of these circumstances. The first one here is lack of Internet connectiveness, so if the Internet is down in your area, you can use modifier MB to indicate, didn't go through the process because it didn't have internet. EHR issues are modifier MC. And extreme circumstances -- for example, there's a disaster, tornado, hurricane, something like that -- you can use the modifier MD to say, I'm not checking to verify if an MRI, or a CT scan, or a PET scan is appropriate because of one of these significant hardships.
 
	Now, those are, sort of, the exceptions for - that apply to everyone. One key thing that is, perhaps, more relevant for rural health clinics is the fact that if the image, the MRI, or the CT scan, or whatnot, is performed in a critical access hospital, the program is not applicable. The AUC program does not apply because the critical access hospitals are not paid through what the CMS calls, an applicable payment system. Critical access hospitals are paid cost-based, similar to RHCs, and the program simply does not apply for critical access hospitals. The applicable payment systems include hospital outpatient prospective payment system, the physician fee schedule, and the ambulatory surgical center payment system. 

	So if you have a hospital in your area that's not a critical access hospital, and has an outpatient department, then that facility definitely, almost certainly, gets paid under the HOPPS system and therefore does - this program does apply. You might have an independent diagnostic testing facility in your area that does MRIs or CT scans. They would absolutely have this program apply. So those are the types of entities that are going to require this information. However, if they're doing MRIs and CT scans at your local critical access hospital, the critical access hospital is not going to be asking you for this information because they themselves don't need it. Again, the whole program is not applicable in that setting.
 
	Again, because RHCs are paid through a cost-based system, it's not applicable in the RHC, but the applicability of the whole program hinges on where the patient is receiving advanced imaging. So unless your RHC is performing advanced imaging -- which to my knowledge is extremely rare, if not, it doesn't happen entirely in the country -- it doesn't matter that we're paid on a cost-based system because we're not the ones that are providing the MRI or the CT scan. The facility where your patients go, the payment system that they get paid on, that's the payment system that matters. Okay? Actually, one last thought on this. 

	So let's say that you're very confident that 80 to 90 percent of your patients will end up at the local critical access hospital to get their MRI or CT scan, that does not mean that you can just completely ignore this AUC program because you cannot technically control where the patient chooses to get their advanced imaging. You might suggest, hey, here's the number of the critical access hospital radiology department, call this number and schedule an MRI. But the order that you provide this patient for an MRI, they could - they should theoretically have multiple options. Right? 

	So even if you're confident that the vast majority of your patients will end up getting their MRIs or CT scans at a critical access hospital, you're still going to need to pay attention to this program because if the patient opts not to go to that critical access hospital because, perhaps, they're - that they're booked up, or whatever circumstance the patient chooses, they could end up going to a facility where the program is applicable. So again, as the ordering physicians, we can't bank on our patients going to the critical access hospitals and say, I don't have to worry about this.
 
	The last thing I'm going to talk about before we're going to take a brief break for some Q&As on this topic is the delegation of the consultation. Right? So this, in many respects, is additional clicks in the EHR or online portal, and ordering professionals might not be too keen on doing this themselves. CMS is allowing the ordering professional that, in this case, is the RHC practitioner, to delegate this duty of querying the system to staff clinical staff under the direction of the ordering professional. And the staff that this is being delegated to must have sufficient clinical knowledge to interact with both the portal - the CDSM portal and communicate the results of the CDSM queries with the ordering professional. 

	All right, so that's - it's a bit vague, and I think it's designed to be vague. I think most nurses - registered nurses would probably fit that definition that they work for the physician. You could even argue that a medical scribe would be clinical staff under the direction of the ordering professional that could perform this, but what CMS has been pretty clear about is that they do not want front-office staff, or the receptionist, with no, sort of, clinical education to be responsible for going through the system, all right, so it has to be clinical staff. So that is an option if your ordering professionals are just - refuse to add more clicks into their process with the computer, you can try to see if someone else that is clinical and works for the ordering professional might be able to put it into their workflow process.
 
	So with that, that is my abbreviated and brief discussion of the AUC program for RHCs, and we're going to go ahead and maybe spend five minutes here for Q&As on just this portion before we go to the second half. So Kerri, if you wouldn't mind putting the chat box over, and operator, if you wouldn't mind giving the instructions for a - over-the-phone questions?
 
Coordinator:	Sure, the phone lines are now open for questions. If you would like to ask a question over the phone, please press star1 and record your name. If you'd like to withdraw your question, press star2. Thank you.
 
Bill Finerfrock:	Nathan, do you want to take the questions to yourself that are written in or do you want me to read them?
 
Nathan Baugh:	You can read them.
 
Bill Finerfrock:	Okay.
 
Nathan Baugh:	I see multiple attendees are typing, so while they're putting their questions in, will - do we have anyone calling in over the phone, operator?
 
Coordinator:	I'm not showing any questions in the queue yet.
 
Nathan Baugh:	Okay.
 
Bill Finerfrock:	Okay, we'll start with the questions that are being posted from (Theresa). And again, if folks would take the opportunity to let us know where you're calling from, it just is helpful. Would a CMA be considered medical staff under the direction of the provider? I presume that means a certified medical assistant?
 
	Nathan Baugh:	There is not a hard-line definition. If you deem the CMA as clinical staff with sufficient clinical knowledge, then yes, there is no certifications that are officially allowed to do this and other people who aren't considered qualified. It's vague and I think it's vague for a reason. Now, I will say, in terms of delegating this, if the ordering professional - it's still their NPI. So if they're delegating it to someone who is really - doesn't know what they're doing, and is getting a lot of non-adhere responses, that's going to go on the ordering professional's records. 

	So the ordering professional is going to want to make sure that they're picking someone with clinical knowledge that is going to make sure that they're getting proper feedback from. So unfortunately, I can't say specifically, but as long as you think that this person has sufficient clinical knowledge to interact with the system, then it would be allowed.
 
Bill Finerfrock:	Okay, next up is (Terry Miller). Are the findings to be reported in a chart note, referral sheet, or other? So in other words, does the ordering provider have to notate the AUC response somewhere in the patient's chart or patient's records?
 
Nathan Baugh:	There is no requirement that the findings be put in the patient's record. 
 
Bill Finerfrock:	Okay?
 
Nathan Baugh:	Yes.
 
Bill Finerfrock:	If the CAH performs an advanced imaging service, is the AUC code still needed for the radiologist to be paid, when the service is performed at the CAH?
 
Nathan Baugh:	This is a brilliant question, (Kara). The answer is, it should be no, but CMS hasn't explicitly clarified what the radiologist is to do in this specific circumstance because the radiologist's claim, it's not necessarily clear that the image was performed in the CAH. So what is the radiologist to do to indicate to the MAC that this was performed in the CAH, and therefore, that's why I'm not providing an AUC information? It's not just a code, it's the three things that - the three pieces of information. So again, the answer is, the radiologist - it is exempt, but we do not yet have the instructions as to how they are to notate that exemption on the claim. 
 
Bill Finerfrock:	Okay, next is from (Sarah Grambling). Can we get the approved list - the list of approved software vendors? I think that was in your slides already, right?
 
Nathan Baugh:	Yes, so the approved list of software vendors, (Sarah), is always going to be most up-to-date listed at this link here. You can also always Google AUC QCDSMs, which is, again, stands for appropriate use criteria qualified clinical decision support mechanisms. As of today, that's what the chart on the right are the qualified clinical decision support mechanisms as of today, but that will be updated going forward. And I'll just note right here, you'll know that - you'll notice that several of these QCDSM software names have the same G-code. Those are the more recently qualified clinical decision support mechanisms.And CMS, we will eventually create a specific code for each of these. But just because they are brand new, they're - that's why they're sharing the G-code, G1011.

Bill Finerfrock:	Okay, (Sarah) had another question as well, I skipped over. Is this for traditional Medicare only or does this also apply to the Medicare Advantage plans?
 
Nathan Baugh:	This does not apply to Medicare Advantage, but it does apply to Medicare as a secondary payer, which is certainly a complication. But no, the Medicare Advantage plans are not going to require this.
 
Bill Finerfrock:	Next up is from (Justine Mushall). Can you provide the reference for decision not to allow front-office staff to query the AUC software? This is that - the delegation issue.
 
Nathan Baugh:	Right.
 
Bill Finerfrock:	(Unintelligible).
 
Nathan Baugh:	I don't - I'd have to go to the link, it's in the 2019 final rule. I can provide you the full language and exactly what CMS says about that in the 2019 final rule. But I don't have that link right off the top of my head. Email me, and I can get that exact language to you from the government, from CMS, in the Federal Register.
 
Bill Finerfrock:	Okay, next is from (Sheila) at Kaiser Ballad Health in Virginia. If the RHC patient has the advanced imaging done at a hospital facility, is this still required, because it was ordered by an RHC provider? And I think that's the point you're trying to make is that, yes, if you're the ordering provider, as a rural health clinic, you are still required to do the consultation.
 
Nathan Baugh:	Right. And I presume that this patient is getting an outpatient service and that this patient wasn't admitted inpatient. But yes, it's still required even though you are ordering it as an RHC.
 
Bill Finerfrock:	(Edith Berkhead) says, we contacted (eviCore), and they had no idea what we were talking about.
 
Nathan Baugh:	I don't exactly know who (eviCore) is, but that sounds like maybe something that we can talk about offline. That's not - oh, you're saying, were they one of the mechanisms? Well, hopefully, I mean, perhaps, it's a big organization. I can't really speak to what's going on there, (Edith). Operator, do we have any questions waiting on the line? I'm going to go about five more minutes, and then we're going to close down Q&A so we have enough time to cover the rest of the topics.
 
Bill Finerfrock:	And then, hopefully, we'll open up Q&A - we'll have time to open it up again at the end.
 
Coordinator:	I'm showing no phone questions at this time.
 
Bill Finerfrock:	Okay.
 
Nathan Baugh:	Okay.
 
Bill Finerfrock:	We'll take one more from the list, and then, we'll let you get back onto your presentation.
 
Nathan Baugh:	Sounds good.
 
Bill Finerfrock:	Is that all right? Okay, so this is from (Amy Speilman). So if your - if our RHC is ordering images to facilities that are not CAH, we will need our own approved software, we will not be entering this information in the rendering facility system, correct?
 
Nathan Baugh:	Yes, I mean, you're going to be responsible for performing this consultation, for verifying, again, that your MRI, or your CT scan, is in fact appropriate for this patient. Right? They will probably want this information in some format, and I would presume that the facility that's rendering the image isn't going to want it in just free text, you know, where you write on the order that you use Cranbury Peak ezCDS. They would probably, rather, prefer the G-code, but that's a decision that each facility is going to make. 

	And no, you shouldn't be responsible for entering in information into someone else's system. You are simply providing them the information that they need in order to provide the advanced image, and you'll probably provide that by putting that information on your order. So hopefully, I answered your question, Amy. But again, if - you will all get my email at the end of this, so if you have additional questions, I'm happy to answer those. With that, we'll come back to...
 
Bill Finerfrock:	So just go ahead and get back to your presentation. Okay?
 
Nathan Baugh:	Yes, we'll come back to the Q&A, but we're going to take the box away, just for now, so we don't get distracted, and we can focus on the latter half of the proposal. All right, so real hard stop. We're going to be talking about different subjects now. 
 
	Principal care management. This one is very straightforward. The short and sweet story here is that we cannot bill for principal care management services in 2020. Principal care management services are essentially, chronic care management services for patients with only one chronic condition. Chronic care management services require the patient to have two chronic conditions, principal care management for those patients with only one chronic condition. There is some confusion, conflicting language, in the final rule about whether or not we could bill for this using our chronic care management code, which is G0511 for RHCs. CMS clarified that, indeed, principal care management services are not billable through G0511 in 2020. We're working with CMS to figure out how we can potentially expand this benefit to RHCs in 2021. But just for this year, this calendar year, we cannot bill for principal care management services. So again, just anytime you're doing the G0511 billing, you need to make sure that your patients have at least two chronic conditions. Okay?
 
	Moving on to the next subject, which is virtual care communications. And I did debate whether or not I should put this in here because this is a benefit that started January 1 of 2019. But I do want to make folks aware of it. Virtual care communications is, essentially, a payment for RHCs, where the patient either calls in, or uses your patient portal, to ask a question of your RHC practitioner, not your nurse, not your front-office staff, but talk to the PA, nurse practitioner, physician, clinical social worker, themselves. Right? There's a number of caveats on this, and you can see them listed here. It can't be a follow-up discussion for a visit that the patient had in the past week, past seven days. It also can't lead to a visit at the RHC in the next 24 hours. So if the patient calls in and talks to the doctor, and the doctor says, I need you to come in immediately, or come see me tomorrow, then that communication would not be billable. But if the patient is asking for advice and/or help on any of their conditions, and the provider spends five minutes giving them that advice, either on the phone, or through a patient portal, writing an email or text, that is now something that you can bill Medicare for. Okay? The idea here is to encourage new types of communications between the patient and the provider. 

	We want to really empower the patient to know that they can use the patient portal, or just call the office, and talk to the doctor and get a quick, hey, you know, I'm not feeling so good, do you think this is worth me coming in, do you think I need to go to the emergency room, etc. Just getting that quick, sort of, advice from the provider is, sort of, a new type of communication that we want to promote. Theoretically, it would lead to less unnecessary visits, and save Medicare money, but also, potentially, pay you as the, sort of, primary care frontline providers with some additional money for, you know, providing that advice as to what the patient should do directly to that patient. So that's the goal of the program. Again, this started for RHCs last year.
 
	We have a specific G-code that we use that's different than what our fee-for-service peers use. And that specific G-code is G0071. The payment for this is about $14, so I know it's low. It's one of the reasons, I think, that a lot of folks haven't started doing it, but the payment for that can always change going forward, so it's something that you should have on your radar. Finally, there's a relevant FAQ, which I put the link for here. And this FAQ is not the generic virtual care communications FAQ. This is the FAQ specifically for RHCs and FQHCs. So I highly recommend you taking a look at that if you're interested at all in this program. Hopefully, that program makes sense. Happy to take questions on this. 

	Again, this is designed to encourage, hey, use the patient portal to ask a question, you don't have to schedule a visit with us just to, you know, ask a simple question of the doctor or the PA, or the NP. Use the patient portal, we're happy to respond, call us, we're happy to respond. It's trying to promote that new style of providing care and communication between provider and patient. So I don't think it's used quite a lot yet because the payment is only $14. So the cost-benefit for most people doesn't necessarily work out, but it is something that I do think is not going away, and is probably what medicine looks like more and more in the future.
 
	All right, moving on, those are, sort of, new benefits that, in the case of principle care management, we can't yet participate in, virtual care communication, we can participate in. In the last year, there was also some regulatory changes that I want to briefly go over. The Trump administration, HHS, did finalize last year in September some changes to our regulations. And basically the logic here was to try to reduce certain things that we have to do all the time in half. 

	And they really did that by changing annual requirements, annual review requirements to every other year requirements, or bi-annual year requirements. There's a few things that don't necessarily fall in that category, such as the fact that we are no longer required to document our communication with emergency preparedness officials. But by and large, everything else is, sort of, trying to reduce things that you have to do every year, to every other year. Also, in terms of emergency preparedness exercises, the - it used to be that we had to do two emergency preparedness exercises per year, and now, it's only one. All right? The next space here, I have some of the specific regulation here for your review. As you can see, the policies are to be reviewed at least bi-annually. The clinic or center carries out or arranges for a bi-annual evaluation of its total program. The RHC must develop and maintain emergency preparedness plan every two years, updates every two years, right, so it's pretty straightforward. That is the link to the final rule where all these changes were made. If you want to look specifically at the government's rationale.
 
	On the testing portion -- which is, again, the emergency exercises you are required to do -- it's a little bit more complicated than just going from two to one. They there are different types of exercises. Right? We have the full-scale community-based exercise. Then, we also have, like, a mock disaster drill or a tabletop exercise where, again, you're, sort of, sitting at a table, and you're not necessarily running around in the field, but you're, sort of, talking through a scenario and what would occur. All right? So they're not - what they are trying to avoid is, you can't just do one tabletop exercise every year. They want you to still participate in a full-scale exercise that is community-based every other year, and then, in the, sort of, the off-year, you are allowed to do a tabletop exercise. All right? 

	So this is, again, it's not as straightforward and as simple as going from two to one. They still want you to do those community-based exercises at least every other year. And then - so the "off-year", you can do the easier exercise in order to meet this requirement, and now, it could be a mock disaster drill or a tabletop exercise. Hopefully, that makes sense, but that's the full language and the regulation right there on your screen. So if you need to consult that, I put it in the slide.
 
	Another nice thing - nice change that we got was a revision to our Appendix G. Now Appendix G, for those of you who need a reminder, is the instructions to surveyors that are surveying rural health clinics. And previously, rural health clinics were required to stock drugs and biologicals from - and they had to have a drug and biologicals from five specific categories. And those categories are listed on your screen, but there are analgesics, local anesthetics, antibiotics, anticonvulsants, antidotes, medics, serums, and toxoids. There was - we had been pushing CMS to change this because the Appendix G implied that the only way you could meet the antidote portion of this, was to have snake anti-venom, which is costly. 

	And so we had been asking CMS to make this change. And they released a revision of Appendix G, where they clarified that each category of drugs and biologicals must be considered, but not all are required to be stored. So essentially, this is turning over the authority to the RHCs themselves, to determine what drugs and biologicals they need for emergencies, which is a nice change, just sort of provides that flexibility that we were looking for. So I have the link, again, to the specific document that made this change. But - and I know a lot of people call this their "emergency kit". In what you have in your emergency kit, you have to simply consider all those categories. But then you can decide, well, you know, having emetics in our clinic doesn't make sense for X, Y, and Z reasons, therefore, we're not going to have it. Or having snake anti-venom makes sense, or doesn't make sense in our clinic, and these are the reasons why. 

	And so again, it just, sort of, gives the RHCs themselves, to determine what's appropriate for that emergency kit. Another thing - and that one is already final. Sorry, I should go back. This Appendix G, this was in effect as of September 3rd.
 
	This next topic is something that is proposed but not final in any sense. So this has not yet happened. But several years ago, I did one of these webinars on the Section 1550, sorry, Section 1557 provisions of the Affordable Care Act, which you will recall requires you to post taglines and notices that your clinic offers English translation services free of charge. Right? And it's supposed to -- depending on whether it's a notice or a tagline -- be in the top two or top ten foreign languages in your state, etc.. You should have one in your waiting room now. This is - this entire requirement is proposed to be entirely eliminated, but it has not yet been finalized. 

	So we still need the taglines and notices on all significant documents, etc., so do not stop doing that, but it could go away in the next year, So to the extent that you are printing out extra pages with taglines and notices written in a bunch of different languages that, sort of, inflate your printing costs, or any way that you find this burdensome, it might go away and you can eliminate that from your process. I think we should still do our best to follow the intent of this program. And so if a patient shows up at our clinic, and clearly does not speak English, you know, you need to make them aware however you can that you do provide language services free of charge. 

	And by the way, this proposal would not eliminate the requirement that healthcare providers have this service free of charge. The proposal from the Trump administration is simply to eliminate the taglines and notices that have to go on certain documents that sort of expand your EOBs, or expand your notices. Several pages with just different language caveats. So again, you're going to still have to provide this service free of charge. You just don't have to have taglines and notices explaining that everywhere. If this were to be finalized - I can't emphasize this enough, it's still in the proposed phase, so it's just something to look out for in the coming year whether or not this indeed does get finalized. Okay? 
 
	And then, finally, this is our last subject, and then we'll open it up for another Q&A. There was a recent Trump administration request for information asking folks for ideas of - or examples of regulations, federal regulations that unnecessarily restrict PAs and MPs to work to the top of their licenses. NARHC did submit comments on this. And where there are some regulations that are federal in nature -- because they apply for the RHC program -- that do limit PAs, and NPs that practice, and RHCs, from, essentially, practicing to the top of their license. So we simply noted those and it's something that could - the Trump administration, and HHS, CMS, could move forward with, you know, based on these ideas that they're getting in the next year or so. Say, all right, here are the ideas that we have that, sort of, better align state scope-of-practice laws with federal scope-of-practice, is something to be on the lookout for, but again, nothing solid has been proposed in this yet. It's more of an FYI for something to look out for in the coming year.
 
	There are some updates to important documents. The - again, the Appendix G, I mentioned that earlier in regards to the snake antidote. The Appendix G was expanded significantly from about 26 pages to 90 pages in the beginning of 2018. So if you haven't seen that document, definitely take the expanded document. I have the link there. I highly recommend you look at it. It was updated again. I should have changed that, of course, on September 3, with that clarification about the emergency kit, drugs, and biologicals. 

	And then, more recently, we had an update to the Medicare Benefit Policy Manual, Chapter 13. This was updated just last month and there, quite frankly, weren't that many significant changes, but there was some language changes in regards to physical-therapy services provided in a rural health clinic and a few other things like that. So always good whenever Chapter 13 is updated, to make sure you just take a look at those changes, which are always highlighted in red, just so you understand what the latest policy is. And for those of you who are completely new to RHCs, or need a reminder what the Medicare Benefit Policy Manual, Chapter 13 is, it is absolutely - if there's one document that you need to save as a bookmark, in terms of RHC rules and regulations, it's RHC Medicare Benefit Policy Manual, Chapter 13, and I have the link for you there. This is the thing to save on your browser and (unintelligible).
 
	With that, we have some time for questions. I know that this is - there's my information. We might have additional time past 3 o'clock. Kerri, do we have any time, like, maybe 15 minutes, just in case the questions are flowing in?
 
Kerri Cornejo:	I think we do have a short amount of time, 15 minutes should be okay.
 
Nathan Baugh:	Okay, so we're going to go a little bit past 3:00, you know, as long as the questions are coming in. Again, there is my information, so if I - if you want to ask me any question directly, or email me, I'm always happy to take and answer questions there as well. Before we get to the Q&A portion, I do want to give out the NARHC CRHCP course CEU credit, which for this is ST395BW, again, that is ST395BW, and...
 
Bill Finerfrock:	Hey, Nathan, can you...
 
Nathan Baugh:	...that is - go ahead. 
 
Bill Finerfrock:	...give that with words attached to the letters? Can you - what words - some of the letters don't come through clearly, so, like, S as in Steven, or whatever.
 
Nathan Baugh:	Okay, sure. S as in Sam, T as in tall, 395, B as in boy, and W as in woman.
 
Bill Finerfrock:	Okay, thank you.
 
Nathan Baugh:	Okay. So with that, we're going to go back to the Q&As. Bill Finerfrock, I don't know where you left off, but if you want to...
 
Bill Finerfrock:	Yes, I can pick it up. So (unintelligible)...
 
Nathan Baugh:	And actually, Bill, hold on, sorry. Do we want to get the instructions one more time from the operator for folks who want to ask questions over the line?
 
	Coordinator:	Sure. Again, if you would like to ask a question over the phone, please press star1 and record your name. Thank you.
 
Nathan Baugh:	All right.
 
Bill Finerfrock:	One of the questions, back on the AUC, is does this apply to non-RHC providers as well?
 
Nathan Baugh:	Yes. Yes, absolutely. All - or anyone who's ordering an advanced image for a Medicare patient, it applies.
 
Bill Finerfrock:	The next was more technical. Will the presentation be available so we can share with others in our organization, and/or refer back? Yes, all of the webinars are recorded and made available, along with a transcript, as well as a copy of the slides, on the World Health Information Hub Web site. That's RHIhub if you just Google it. There's a Rural Health Clinic Technical Assistance Section there. Not only - it usually takes a few days before the information is up and available, but it would be a recording of the webinar, the slides, and a transcript of the webinar would be available. And you could also see previous webinars that have been held and get that information for those as well. 

	So go to RHI World Health Information Hub, and just search for rural health clinics, and you should be able to find it on their Web site.
 
	Next up - again, with regard to the slides, those would be there as well. Kerri, can they download the slides directly from this presentation? In the past, I know we've had a link where they could download them, but I don't see that here today.
 
Kerri Cornejo:	Yes, it doesn't look like you can download them directly from this presentation page, but you can go to the link that I put up in the notes section on the top left, and you'll be able to download them from there.
 
Bill Finerfrock:	Yes, there's your Rural Health Information Hub link for those who you have - just follow that link and I'll take you to the RHC technical assistance page. Next up, any update on the RHC cap being increased? It's from (Kathy Beasley), no location.
 
Nathan Baugh:	Sure, but actually, I just wanted to answer (Ellen)'s second question, which is, it sounds - it seems like you want something to point to. When you sit down with your ordering professionals, I'm guessing that you're anticipating that they're not necessarily going to be happy and they're going to say, all right, well, I'm just going to have the front office deal with this. And you, as an office manager, want to point to something very official that says actually, I'm sorry, Dr. So-and-so, or nurse practitioner, or PA So-and-so, but as you can see here, clearly the front office is not allowed to do that. Unfortunately, that document doesn't exist in that, sort of, just on its own. The point to, it is a section in a very large final rule, which I am happy to put a link to, or you can email me with. I don't believe I have the capability to send that via email to everyone who was on the call today. But if you reach out to me, and I can get that section of a very long rule to you so you can show the provider, no, you know, Mrs. Jones, or whoever, at the front desk can't be the one that does these - that does this query for you, it has to be someone clinical. So I just wanted to put that out there first.
 
	(Jennifer), (Kathy), we're not - this is more to be a regulatory call today. The - we're not allowed to do advocacy on this call. There is legislation that would increase the AIR cap. If you want to talk to me about that, you can contact me, and I'm happy to talk offline. But this, we are not allowed to do advocacy on these calls, so I want to keep it strictly on regulations for the remainder of the call.
 
Bill Finerfrock:	Okay, next up is (Tina Davis). Please confirm, policy review every other year or twice a year?
 
Nathan Baugh:	Yes, (Tina) raises a great point, which is the term bi-weekly, or bi-annually, or bi-monthly, refers to both twice a month, twice a week, or every other month, every other week. In this particular case, I think the intent is pretty clear to be a reduction of burden. The title of the federal - the regulation is Burden Reduction, so it's every other year. That's my answer. But yes, the term bi-annually, it's tricky, because it has dual meanings.
 
Bill Finerfrock:	From (Scott Hershberger), CSRHA, for the RHC program evaluation, now that it has changed from annual review to bi-annual review, are we required to review the previous 12 months, the previous 12 years, or something else, or previous 2 years, I'm sorry, or something else?
 
Nathan Baugh:	I mean, I don't think that - (Scott), I might not fully grasp your question. I don't think it's a review of the history of your last 12 months or 2 years but certainly, it can be a component, but it's more a analysis of your policies and procedures: are they up to date, are they working as intended, do they make sense? And that's something that you have to do every other year now. There's not a look-back period, like, where you have to analyze as a part of this, at least as far as I'm aware. So I'm not - maybe I'm not grasping your question. Bill, do you want to chime in on that one?
 
Bill Finerfrock:	Yes, I think you're right. It's not - it's reviewing the policies. It's not necessarily - and it's: where are your policies now, are your policies relevant, do you need to change policies, what are we doing now that, perhaps, we want to change, or is everything fine? So I wouldn't think of it as in the context of 12 months, 2 years, but more so, here we are, we made these changes or we last updated them. Our policy is still relevant. Or do we need to consider making some changes? Do you have a sense -- from also from (Scott) -- of when the Appendix G, the online version, will be updated or has it been updated? If you went online for - with the...
 
Nathan Baugh:	Yes.
 
Bill Finerfrock:	...(unintelligible) information be available on the downloadable version?
 
Nathan Baugh:	I - the last time I checked, I believe it still did not include the change to the emergency drugs and biologicals, but I could be wrong on that. You have to, sort of, pair that document with the more recent and much shorter document -- which I linked to here -- together to get the, sort of, current policy. But sorry, I don't know exactly when this change will be in the longer Appendix G.
 
Bill Finerfrock:	Yes, I'm going to skip ahead. (Patty Harper) is listening in, and so we mentioned something, I think it's a fair point. Some states will have their own rural health clinic requirements and they'll refer to them often as a licensing requirement. So often, in the federal standards, you'll say, you know, meet those federal or state requirements that are applicable to rural health clinics. And the point she's making in the state of Louisiana, they have RHC licensing requirements, and in the licensing requirement is an annual review. So even though the Feds are relaxing it to every other year, Louisiana is not adopting that. So Louisiana's RHC licensing requirement is still an annual review. So if you are in a state -- Louisiana is one, there are a couple of other states that have RHC-specific licensing or certification state requirements -- you do need to make sure that the state is continuing to reflect the federal requirements. And the fact that the Feds have relaxed something, if your state has a requirement that has not been relaxed, you would still be required to meet your state requirements.
 
(Semini Seagore), can you build health care communications when corresponding with a nursing home, or a home health visit, or patient? In other words, you made the point that if there was an RHC visit 24 hours, or seven days prior, what I'm guessing here is, does that apply as well if there was a skilled nursing facility or a home health visit in the mix?
 
Nathan Baugh:	That's not exactly how I'm taking the question, so, perhaps...
 
Bill Finerfrock:	Okay, all right.
 
Nathan Baugh:	...we could correspond offline? But they can go to another facility type within the next 24 hours. So if the call is, hey, doc, I'm bleeding and, you know, I'm not I'm feeling things. The doc says immediately go to the emergency or call 911, and they go to the hospital, that advice to go to the hospital is technically now billable as a virtual care communication. So they can go to other entities as long as it's not the RHC within the next 24 hours. But I'm not sure that that's what they're talking about here. But, perhaps, we can touch base offline. I think some of these virtual care communication questions are tricky and I need to get more context.
 
Bill Finerfrock:	(Andrea Larson) says, are there any provider note requirements that need to be met to bill the G0071?
 
Nathan Baugh:	I don't want to answer this because I don't know exactly off the top of my head what those would look like. I mean, certainly, the provider would have to certify in some capacity that they spent five minutes responding to the patient, whether it's on the phone, or via the patient portal, that they certainly would have to note that. I don't know if there is additional notation requirements off the top of my head. That FAQ that I have a link to might have something about that, but I think that's something that I would have to research together with you.
 
Bill Finerfrock:	Okay, there was some questions about the code but I think those were answered if you look in the chat box.
 
Nathan Baugh:	Yes.
 
Bill Finerfrock:	(Jon Stewart), who, I guess, now that he's no longer doing comedy, is working at the Freestone Medical Clinic, so welcome, Jon.
 
Nathan Baugh:	Oh, gosh.
 
Bill Finerfrock:	Next, from (Jen Mellouli), the slides are on the RHC hub? Yes, we mentioned. And then, last, from (Scott), none of this involves any change to the QAPI requirements, correct, the QAPI?
 
Nathan Baugh:	I'm not...
 
Bill Finerfrock:	Quality Assurance Program and (unintelligible) Initiatives.
 
Nathan Baugh:	I'm not familiar with it. I don't suspect that it has changed this - anything I mentioned today has changed anything in the QAPI, but I'm not going to act like I know exactly what the QAPI is and all its ramifications. So with that, do we have any calls on the line, operator? I don't want to leave those people hanging.
 
Coordinator:	I'm showing no phone questions at this time.
 
Bill Finerfrock:	Okay.
 
Nathan Baugh:	All right.
 
Bill Finerfrock:	Do you want to close it out?
 
Nathan Baugh:	Sure. Since there are no further questions, again, there's my email. If you didn't get a chance to ask, or you want to ask a more detailed question, please do so. I think, is there another slide here that I should put up? That is the end, okay. So I'd like to thank everyone on today's call, and Office of Rural Health Policy for sponsoring this Rural Health Clinics Technical Assistance Series. 

	Again, please encourage others who could benefit from this information, who might be interested to register for the Technical Assistance Series, and to check out this presentation and webinar on RHIhub. In addition, if you have any thoughts or suggestions for a future call topic, you can please email us those suggestions at bf, boy, friend, or Bill Finerfrock, @narhc.org, and be sure to put RHCTA Topic in the email subject line so he knows that you are suggesting a future topic. I'll go over - I'm going to say the course code one last time, which is S as in Sam, T as in Tom, 395, B as in boy, W as in woman. That is the - again, the CEU code for the Certified Rural Health Clinics Professionals.
 
	We are in the process of scheduling the next TA call. A notice is going to be sent out to you, by email, to all those who have registered for the call series, with the details on the next call. And with that, we thank you all for your participation, and that concludes today's call.
 
Coordinator:	This concludes today's call. Thank you for your participation. You may disconnect at this time. Speakers, please stand by.
 
 
END


