Critical Access Hospitals

Medicare Reimbursement Issues

August 23, 2006

1. Method II CAHs and CRNA Cost Reimbursement:  CAHs on Method II for OP services that elected to retain CRNA cost reimbursement under Method II should continue to bill revenue code 379 for billing the professional charge (instead of revenue code 964).  Please continue to use 379 until the FSS is ready to reimburse 964 correctly.  The “PAR” or fix is in ‘work’ status which means it is going to the testing site before it is sent to the data centers.  There have been several comments on this PAR and, hopefully, it will not be too much longer.  We will need to complete testing on the fix before implementation.  

Important Point for Correct CRNA Cost Reimbursed Cost Report Settlement:  When preparing the cost report, ensure that all CRNA charges, coins and interim payments are identified and reported properly for the CRNA cost settlement.  This is very important to ensure the CRNA cost settlement is correct.  CRNA costs should be matched with the correct CRNA charges.  Cost reimbursed Method II CAHs should not overlook any CNRA that was fee reimbursed in the interim.  This is not a problem for Method I CAHs or for Method II CAHs that included CRNA in Method II.

2. Method II CAH Specialty Care PSA bonus.  Bonus continues to pay even if specialty care services were not provided.  FSS looks to the zip code file for a qualifying primary care or specialty care zip code.  If either is present, the bonus is paid even if the service was not a specialty care service.  CMS has acknowledged there is a system problem and the FSS will address it at some point.  There has been no activity on this issue for quite some time.  

3. A Reminder for Method II CAHs:  We currently have 47 CAHs on Method II for OP services.  If a Method II CAH desires to add a professional to Method II during the year, we will need the completed 855R (reassignment of benefits form) for the individual.  The form can be obtained at: http://www.kansasmedicare.com/part_B/Enroll.htm
In addition, we will need a written assurance from the CAH that the 855I for each of the individual practitioners has been obtained and reviewed to ensure they have been approved to participate in Medicare.  

Off-site Zip Codes:  Because the bonus payments (HPSA and PSA) are based on the zip code of where the service was provided, we need to know the zip codes for any off-site OP services provided by the CAH.  If you add an offsite clinic during the year that is in a different zip code from the CAH, we need the zip code for the electronic provider file.  

4. CAH Ambulance Claims:  Claims submitted with Ambulance are still being held.  Note: The ambulance charge should be submitted separate from the rest of the claim.  The data center scheduled a fix, but it was pulled from the recent release and has not been rescheduled. Ensure the Ambulance portion of the claim is billed separate or the entire claim will be held.
5. Interim Rate Accuracy for CAH Cost Reports Settled This Fiscal Year:

a. Overall Ratio:  Interim payments were 98.26% of finalized costs.

b. CAH Ratio is 94.16% for IP, OP and Swing-bed Services.

c. We are moving some lower volume CAHs with a history of overpayments and extended repayment plans to cost-to-charge ratios for IP and Swingbed.

6. IPPS Final Rule Published August 18, 2006: Critical Access Hospitals, page 48123.

Sunset of Designation of CAHs as Necessary Providers:  There is a technical correction to clarify that a CAH designated as a necessary provider on or before December 31, 2005 (instead of October 1, 2006 as previously published) will maintain its necessary provider designation as of January 1, 2006.  This is an error correction.  CAHs designated as necessary providers prior to January 1, 2006 are grandfathered and retain that status January 1, 2006 and beyond.

7. CAH Audit Issues:  I pulled 5 recently settled CAH cost reports that had been audited in order to review the audit adjustments.  The adjustments follow:

CAH Audit #1 Adjustments

1.  To adjust to PSR (settlement).

2.  To reclass telephone costs from RHC to Administration and General to prevent a double allocation of the expense to RHC.

3.  To remove bad debts for pre-CAH (PPS) services.

4. To properly accrue expenses between CAH and PPS reporting periods.

5. To properly accrue salaries.

CAH Audit #2 Adjustments

1. To adjust to PSR (settlement).

2. To correctly report the gross salaries allocation statistic to reconcile to worksheet A, net of A-6 reclasses and A-8 adjustments.

3. To adjust for duplicate square footage reported in ancillary cost center.

4. To reclass ancillary cost center expenses from Medical Supplies Charged to Patients to the correct cost centers.  This was to match cost and charges.

5. To reduce charges associated with employee discounts for services provided to employees.

CAH Audit #3 Adjustments

1. To adjust to PSR.

2. To remove an extra month’s of ER physician contract expense from CAH period.

3. To properly accrue CAH/PPS expenses between periods (transition to CAH).

4. To correctly state the B-1 allocation statistic meals served for the allocation of Dietary cost center.

CAH Audit #4 Adjustments

1. To adjust to PSR.

2. To adjust bad debts to remove PPS related debts.

3. To properly state expense accruals between PPS and CAH periods.

4. To remove interest expense applicable to PPS period.

CAH Audit #5 Adjustments

1. To adjust to PSR.

2. To reverse LTCU Operation of Plant as a separate cost center as it does not meet the definition of a cost center defined at 2302.8.  LTCU Operation of Plant cost was reclassed based on square footage.  Salaries were reclassed based on square footage.

3. Adjustments to match billable medical supplies expense with charges.  The cost was in each ancillary cost center rather than in Medical Supplies Charged to Patients.

4. Time records were not maintained to support the split of compensation for ER physician on-call, ER and RHC.  Approval was not obtained for time studies.  Adjustment subsequently modified.

5. To offset employee revenue derived from use of exercise facility.

6. To record AHA and KHA lobbying expense for a portion of the year.

7. To reclassify employee drug screening cost from Employee Benefits to A&G (allowable A&G expense).

8. To disallow costs associated with services provided in PPS period.

9. To remove amounts not related to patient care, amounts undocumented or amounts associated with the prior cost reporting period.

10. To reclass expense from Employee Benefits to A&G.

11.   To reclass physician professional liability insurance from A&G to the cost center where the physician services were provided.

12. To adjust OR and Medical Supplies revenues to per audit amounts.

13.  To adjust year-end accruals.

14. To adjust depreciation expenses for the building additions due to AHA lifing variances and historical cost variances.

15. To adjust Dietary meals served to reflect missing monthly meals.

16. To correctly offset employee meals revenue.

17. To adjust departmental cafeteria meals.

18. To remove direct nursing hours (B-1 statistic0 for ancillary cost centers.

19. To disallow unverified “other time” included in the RHC (also mid-level time).  The time was not spent in the RHC
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