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Medicare 2010 Final Rule
Overview



A Applies to discharges beginning October 1, 2009
A Rural Facilities Requesting Reclassification

2010 106% 86%
2011 106% 88%




A AWI-
A Occu
A MGC

_abor Share Change to 68.8%
pational Mixno penalty for nofreporting

RB reclassifications

A 508 Reclassifications: Expired on September 30, 200!
No extension of provision

A Lugar Reclassifications: Hospitals qualifying for both
Lugar and MGCRB must choose and withdraw
MGCRB Iif they want Lugar to apply



Texas Rural AHW Trend

Yearly AHW Increase

6.00%
5.00%
\ *F

= 4.00% \ —
z AN _a_

2.00% ~

1.00%

0.00%

2007 2008 2009 2010

==¢==National Average =@==Rural Texas Average

A Wage Index increase changeldd %translates into estimated
Medicare payments 5.3 Million




ARur al Referral Centers,
rural hospitaldNo Cap on DSH %

A Rural hospitals under 500 beds are capped at 12%
unless MDH or RRC

A IP Observation daysxcludedand Labor room
days are nowincludedin federal DSH formula




A Operating bed conversions

A Internal controls for capturing and reporting
observation days and labor room days

A Loss of MDH or RRC status



A Capital
I Postpone the adoption of a coding adjustment to the capital
rate

I May apply prospective adjustment based on FFY 2008 and
2009 data analysis



A GME
I Graduate Medical Educatiddew Programs

A'1s program director new?
A Is the teaching staff new?
A Are there new residents?

A IME

I Observation beds days are not included in the IME
adjustment and bed count for DSH qualification
purposes

I Capital IME reinstated



A Rural Referral Centers

I Hospitals with fewer than 275 beds can qualify for RRC
status if CMI is at least:

A 1.4667, or, the Median CME value for the census region where
hospital is located. Median value for Texas is 1.4692

A Cost report 2007 has at least 5,000 discharges or Median number o
discharges of 7,254.

A Effective for services provided on or after January 1,
2010, rural hospitals and SCHs having 100 or fewer
beds will no longer be eligible for hold harmless TOPs



A Clinical Diagnostic Laboratory

" Clinical lab is paid 101% of cost effective for services July 1
2009.

Must meet provider based requirements

Patient does not have to be physically present in the CAH a
time specimen Is taken

Modifier code to be used for tracking payments for these
types of services

Consolidated billing rules still apply



A Optional Payment Methad
I Method 2 paid at 100% of costs, not 101%
A Ambulance servicesNo Change in 2010

| Paid at reasonable costs if furnished by a CAH or
entity owned or operated by a CAH; and,

I If only supplier or provider within the 35 mile drive
rule.



A CAH gets 100% of bad debt expense

A Contractors disallow bad debts if not returned from
collection agency

A Review writeoff procedures to claim bad debt

A Review prior year bad debts not claimed



A Inpatient and outpatient services/admissions on or
after December 1, 2009: 101% cost reimbursement

A Subject to lower of costs or charges limitation



A Paid higher of 25% federal and 75% hospital specific
rate

A Clarification effective 10/1/200®ayment includes
budget neutrality adjustment of .982557 for DRG year
19931 2002

APotential |l oss in paymen
hospital specific rate Is below federal rate.



A State Disproportionate Share 2010
I DSH participation fee assessment
I Incorporation of required CMS audit rule
I Other technical changes for state DSH calculation
I Timing and implementation considerations
I Delay in state DSH paymenrisnuary 2010
I Financial statement considerations



A New cost report, effective for periods beginning
middle of 2009

A New cost centeimplantable devicedan 1, 2010

A Data used for 2013 IPPS rule making
I Medical Supplies Charged to Patients

I Implantable Devices Pacemakers, Intraocular
Lens), Other Implants, Investigational Devices

I Capture charges & costs



A As a provider or supplier you are also required to
revalidate the accuracy of your provider enrollmer
Information every FIVE (5) years or face potential
deactivation of your Medicare billing privileges.

A42CFR8 24.515 mandates:
supplier [after the initial enrollment] then enters a
5-year revalidation cycle once a completed
enrol |l ment applicati on



APPEALS



A Fundamental shift in the appeals process

A Became effective August 21, 2008 for existing appeals

A Applicable to cost reports filed on or after December 31, 2008
V Protest Line (specific issues with estimates)
V Specific Audit Adjustment

A Timely filed if receivedwithin 180 days from the NPR date

A Only 60 days to add any additional items (240 days total)

A Medicaid Appeals, timely filed if within 120 days of Medicaid
NPR



QUESTIONS & DISCUSSION




RevenueGydie:
Wihat Should You Know



mportance of Revenue CycCi

A Affect on reimbursemerit charge capture

A Managed Care contractiiigrepresentation of
services

A Coordination of care



The Revenue Cycle
Overview



Clinical Departments Administrative Support

ACharge capture A Executive Management

AData entry A Information Technology
ACharge reconciliation APricing

AClinical documentation R EVE N l ' E A Government Reimbursement
AOrder documentation A Financial Services
Patient Access Services CY C L E

A Registration BusinessOffice Services
A Patient Demographics P R O C E S S AClaim edits
AFront End Collection AClaim submission
Alnsurance Verification ACollections
A Precertification ACustomer service
ARe-certification ABilling adjustments
AEligibility services ACollection Agency management
Health Information Management
ACoding

ARecords maintenance
A Chartcompliance and Audits
ARelease of Information




Impact or Poor Revenue Cycl

Oﬂe rations

Reimbursement
A Missed revenue opportunity (all methodologies)
A Delayed payment; increased baakd rework
A Increased days in accounts receivable
A Inadequate data for contract negotiation

Regulatory Compliance Patient Satisfaction
A Expensive penalties A Incorrectly billing or rebilling
A Inaccurate billing leading to patients, leading to patient
payer denials dissatisfaction
A Medicare (RAC/MAC/MIC
iInquires
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