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The President’s View . . .

Michael McKeever

While finishing my entry for the winter edition of the Garden State Focus I was already 
looking forward to this, my last column as Chapter President.  At that time I couldn’t have 
begun to imagine all that has transpired in a few short months. The current pandemic 
has touched everyone, with major impact felt by healthcare providers and their business 
partners. We all long for a return to normal, but I’m not sure what the term “normal” will 
mean for the foreseeable future. One thing is sure, our healthcare delivery system, which is 
being strained during this time, will be quite different after the COVID-19 threat has been 
brought under control.

The Chapter has also felt the effects of the current crisis, in that events both local and 
national that we’ve traditionally held during the spring and early summer have been put 
on hold. The Annual Women’s Education Session was scheduled to take place on April 23, 
but is currently on hold. Lisa Weinstein and her committee have put together an exciting 
agenda, and I’d strongly recommend attending. And after much discussion, one of the 
Chapter’s most popular events, the Annual Golf Classic, has been cancelled for this year.  
See you all out on the course next year!  

The Association has traditionally held the Leadership Training Conference during the spring, and this year was to be no 
different.  Representatives from the NJ Chapter planned to meet with their peers from Region 3 as well as the other regions to 
plan for the upcoming year, share best practices, and network.  Originally scheduled to be held in Austin Texas on April 26 – 28, 
it was rescheduled to coincide with the Annual Conference in June in San Antonio.  But last week that event was also cancelled.  
The Association is presenting a virtual LTC on April 27, along with other virtual sessions. And the Annual Conference will 
also be held virtually this year. Finally, incoming Chapter President Stacey Medeiros had scheduled the Chapter LTC for the 
incoming Leadership Team on May 19, but now we’ll be meeting virtually on June 15 instead.          

But that’s not to say that the Chapter is sitting idle. Plans are in the works for several webinars that will present timely 
information for all providers as we navigate the uncharted waters ahead, some of which will be presented collaboratively by 
Chapters in Region 3. By the time you read this more information on all of these events will be available on the Chapter’s new 
website. Planning continues for the Annual Institute, which is scheduled for October 7 – 9 at the Borgata in Atlantic City. I 
feel we’ll all need a break by then.

As this is my last column, I wanted to take this opportunity to thank the Officers, Board Members, Committee Chairs and 
Co-Chairs, and especially the members for all of the support you gave me throughout the year.  It’s been both a pleasure and an 
honor to serve as President of the NJ Chapter.  And a special thanks has to go to Laura Hess, our Chapter Administrator.  As 
we move into the new Chapter year the only thing certain is that uncertainty will be part of the new normal.    

Sincerely,

Michael P. McKeever, CPA, FHFMA 
President
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From The Editor . . .

Scott Besler

Each year around this time we are in the midst of enjoying spring after a long cold 
winter.  Winter, for those that call our region home, is season that we schedule post-holiday 
gatherings until “the weather breaks”. We cannot wait for al fresca dining and windows 
down on our commutes home.  An event that has accomplished more than a snowstorm 
ever could is upon us. Masks are fast becoming a necessary part of our dress code and our 
commutes have been reduced to a flight or two of stairs. We were not as fortunate to witness 
a snowstorm that brought our lives to a halt – we have a pandemic – we have COVID-19.  

Our chapter year, which began with such promise has allowed, albeit forced, membership 
to operate in a manner that may become more common in the future.  In-person meetings 
will now be replaced by conference calls. Conference calls will more than likely include 
video formats that too will become more common as the year progresses. We are grateful 
to those that contribute mightily to the chapter.  We remain committed to keeping a sense 
of normalcy in our lives and continuing to demonstrate to others the resolve we have as 
professionals.

The edition discusses CMS waivers available for hospitals in response to COVID-19. Hospitals will need to prepare for the 
months ahead as services return to their facilities. An article inside explains the changes to the discharge planning process which 
will refine how we as financial service professionals deliver service to our patients and their families. Delays and extensions for 
projects have been encountered and given. However, there is only so far that a deadline can be extended. Price transparency, 
which is scheduled to take effect beginning January 1, 2021, and a hospitals preparation is offered in this edition.  

COVID-19 has created new challenges for our membership.  I have also witnessed a chapter that has embraced this time by 
sharing, not only their knowledge but their game plan towards a solution. This pandemic does not only affect healthcare – it has 
had an impact on all industries. Sadly. there will be no vaccine which will allow for a successful recovery for all. We all have our 
own opinions and forecasts for the remaining months of 2020.  Until this pandemic is controlled, we can each hope for the best 
and continue to help where needed.  Our method of communication may have been altered, but our ability to do so has not.

Thank you for being part of our chapter.
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One of the greatest areas of frustration we hear from 
healthcare providers is the complicated process of getting 
paid for their services, and being free from recoupments when 
they do.   They did everything by the book in getting services 
authorized, providing the treatment and submitting the claim, 
but the insurance company holds up payment or denies the 
claim for one or a combination of a myriad of reasons.  Or 
worse, the insurer pays the claim, only to claw it back when it 
decides at some future date it shouldn’t have paid the claim in 
the first place.  Often, the answer to the question “Can they 
really do that?” is “No, they can’t”.  

 This article will focus on common reimbursement issues, 
related state laws and regulations, and remedies providers can 
use to fight back with respect to commercially insured plans.  
Different remedies apply to self-insured plans subject to ERISA, 
and government programs like Medicaid and Medicare.

The Submitted Claim Seems Lost 
in Some Carrier Limbo

Carriers are required to pay 
clean claims within 30 calendar 
days after receipt of the claim 
electronically, or 40 calendar 
days after any other submission 
types.  If the claim is disputed 
or denied because of missing 
information or documentation, 
the carrier is required to pay 
within 30 or 40 calendar days 
of receipt of the missing information or documentation, as 
applicable.1

A “clean claim” is generally defined as a claim for a covered 
service for a covered person that includes all the information 
requested by the carrier on the claim form or in other 
instructions distributed to the provider or covered person.  

There is an exception for claims believed to be fraudulent.2  
If a carrier fails to pay a clean claim within the time limits 

set forth in this section, the carrier is required to add interest at 
the rate of 12 percent per year, and include the interest amount 
with the claim amount at the time the overdue claim is paid.

Providers who are being subjected to long claim delays 
should ensure that when a clean claim is eventually paid, it 
includes 12 percent interest on the delay, as provided by law.

In 2017, Horizon Healthcare of New Jersey was fined $1.5 
million based on findings of the New Jersey Department of 
Banking and Insurance (DOBI) that it engaged in, among 
other things, improper claim denials, claim payment errors, 
untimely claim processing, failure to promptly comply with 
stage 1 appeal decisions and failure to properly compute 
interest. 

The Carrier Keeps Denying, 
Asking for New and Different 
Documentation to Support the 
Claim.  

What is “all the information 
requested by the carrier on 
the claim form or in other 
instructions distributed to the 
provider or covered person” 
necessary to ensure a claim is 
clean when submitted?  Carriers 
are required to provide in a 
clear and conspicuous manner 

through a public website information concerning their 
requirements for the submission and processing of claims, 
including:

Can They Really Do That?  
A Healthcare Provider’s 
Guide to Common Insurer 
Reimbursement Problems

by Neil M. Sullivan Neil M. Sullivan

The carrier can’t deny or dispute a claim
for reasons other than those identified

in the first review after the claim is
entered, unless information or 

documentation relevant to the claim
is received after the first review that

leads to additional reasons to deny or 
dispute which were not present at the

time of that review.

continued on page 7
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• A list of the material, documents, or other information
 required to be submitted to the carrier with a claim for
 payment for health care services or supplies; and 
• A description of claims for which the submission of
 additional documentation or information is required
 for the adjudication of a claim fitting that description,
 and an explanation of the additional information
 required.
If the carrier does deny or dispute the claim, it has to pro-

vide the basis, including all reasons why the claim was denied 
or disputed. The carrier can’t deny or 
dispute a claim for reasons other than 
those identified in the first review after 
the claim is entered, unless information 
or documentation relevant to the claim 
is received after the first review that 
leads to additional reasons to deny or 
dispute which were not present at the 
time of that review.

If the claim is incomplete, the notice 
must include a statement specifically 
identifying the substantiating docu-
or other information that is required for adjudication of the 
claim.

If the carrier denies or disputes a claim in whole or in part 
and fails to provide the requisite notice within the timeframes 
under the prompt pay law, the claim is overdue and may 
require interest payment from the carrier.3 

If a carrier denies a claim for lack of documentation that was 
not noted as required on their website, or makes subsequent de-
nials for documentation that was not identified in the first deni-
al, providers can and should demand interest for payments made 
outside of the required 30 or 40 day prompt pay timeframe.

If a provider supplies the listed information with the 
claim submission, an unrelenting churning of the same claim 
requesting new and different information is a violation of New 
Jersey’s regulations.

 
The Claim was Authorized, but the Carrier Still Denied It

An HMO can’t reverse a utilization management decision 
if the provider relied on authorization of the HMO prior to 
providing the service, absent material misrepresentation or 
fraud.4  This isn’t a guarantee of payment – if the HMO no 
longer insured the patient when the service was delivered, or if 
the services billed vary from those pre-authorized, for example, 
the claim may still be denied.  But if the basis of the denial 
is the carrier changed its mind about whether the service was 
medically necessary, a provider can and should challenge that 
as a violation of the state regulation.

The Claim was Authorized or the Appeal Was Successful, but 
Payment is Still Delayed

Carriers are required to act promptly on claims, and act in 
good faith to effectuate prompt, fair and equitable settlements 
of claims in which liability has become reasonably clear.5  

In 2019, Horizon Healthcare of New Jersey was required by 
the DOBI to pay a penalty of $1,940,000 after the Department 
found that Horizon delayed payment on authorized medical 
supplies for two months after they had been authorized, while 
Horizon attempted to negotiate with the out-of-network supplier.

If a provider is successful in revers-
ing a carrier’s medical necessity denial 
through an appeal to an Independent 
Utilization Review Organization, the 
HMO is required to provide benefits    
pursuant to the IURO’s determination 
without delay.6  

The Carrier Says It Shouldn’t Have Paid, 
And Is Taking the Money Back

A carrier can request reimbursement 
for the overpayment of a claim, but the 

carrier has to follow a very specific process, and hold off on 
recouping the funds until any appeal by the provider plays out. 
The carrier must submit a written reimbursement request to 
the provider within 18 months of the date on which the first 
payment on the ‘overpaid’ claim was made, and the request 
must include:

• A clear identification of the claim;
• The name of the patient and the date of the service;
 An explanation of the basis upon which the carrier or its
 agent believes the amount paid on the claim was in
 excess of the amount due; and
• Notice to the provider of his or her right to contest the
 reimbursement request.

If the reimbursement request is submitted to the provider 
beyond 18 months, the request must also include:

• An explanation of the legal basis relied upon in making
 the request beyond the 18-month period; and
• A description of the appeal process related to the request.

A carrier can’t seek more than one reimbursement for 
overpayment of a particular claim.

Once it provides the notice, the carrier must wait 45 days 
before attempting to collect. But if the provider disputes the 
reimbursement request and initiates an appeal on or before the 
45th calendar day following the submission of the reimburse-
ment request to the health care provider, no collection can be 

continued on page 8

continued from page 6

Carriers are required to act 
promptly on claims, and act in 
good faith to effectuate prompt, 
fair and equitable settlements
of claims in which liability has 

become reasonably clear.5
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continued from page 7

made until and unless the appeal process is exhausted without 
a finding in the provider’s favor.

At that point, a carrier can offset against a provider’s future 
insured claims, but only if:

• The carrier submits to the provider in writing a detailed
 offset notice so that the provider is able to reconcile
 each covered person’s bill that is the subject of the offset
 action; and
• The provider was given 30 days after receipt of the
 offset notice to reimburse the health carrier or its agent
 for the overpayment and did not reimburse the carrier.

These rules don’t apply where an overpayment is the result 
of claims that were submitted fraudulently; a provider has 
demonstrated a pattern of inappropriate billing; or a claim(s) 
is subject to coordination of benefits (COB).7  

In 2017, Horizon Healthcare of New Jersey was fined 
$150,000 and required to pay restitution of $241,824.31 
for recovering claim overpayments from providers without 
providing statutorily required notice and appeal rights.

Providers who are being pursued for allegedly overpaid 
claims should check to see that the carrier met its requirements 
for making those requests and seeking those overpayments.

Know Your Rights!
If you think a claim has been inappropriately denied 

or underpaid, consider whether the carrier met its legal 
obligations:

• Was the claim submitted a ‘clean claim’?
• If so, was it paid, disputed or denied within statutory
 timeframes?
• If paid late, did it include interest?
• If not, did it properly describe the basis of the denial?
• Did it include appeal rights?  If so, make sure any appeal
 is filed in accordance with the appeal provisions included
 with the denial.
• Was a previously authorized service denied upon claim
 submission?
• If the carrier seeks to recover an ‘overpayment’, did it
 provide the required notice, time limits and opportunity
 to dispute the basis?

Dealing with any bureaucracy can be frustrating. A  
knowledgeable and trusted advisor can make a difference in 
enforcing your rights under the law.  
About the Author:
Neil M. Sullivan is Counsel in the Healthcare Department at 
Greenbaum, Rowe, Smith & Davis LLP. Mr. Sullivan served as 
the Assistant Commissioner for Life and Health at the New Jersey 
Department of Banking and Insurance from March 2010 to March 
2014. Greenbaum, Rowe, Smith & Davis is a 100-attorney law 
firm with offices in New Jersey and New York.  Neil can be reached 
at NSullivan@Greenbaumlaw.com. 

Footnotes
1N.J.A.C.11:22-1.5.
2N.J.A.C. 11:22-1.2.
3N.J.A.C. 11:22-1.6.
4N.J.A.C. 11:24-8.3.
5N.J.S.A.  17B:30-13.1b, N.J.S.A.  17B:30-13.1c and N.J.S.A.  
17B:30-13.1f.
6N.J.A.C. 11:24-8.7(k).
7N.J.A.C. 11:22-1.8.
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The Value of Auditing 
Organizational Charge 
Capture Processes

by  Anna Barnes- CPC, CGSCS, CEMC, CPMA, CRCR

Anna Barnes

Comprehensive, accurate charge 
capture is essential for organiza-
tions to receive full and appropri-
ate reimbursement for the care they 
provide. And yet, many organiza-
tions struggle to achieve consistent 
performance in this area, increasing 
the risk of regulatory problems and 
less-than-optimal reimbursement. 

Auditing the charge capture process can help
Engaging in periodic, retrospective charge capture audits 

is a key strategy for improving claims accuracy, reliability and 
consistency. A well-executed audit can protect an organization 
against criminal and financial penalties associated with know-
ingly or unknowingly committing fraud, waste or abuse. Not 
only will a detailed, retrospective audit uncover issues, the mere 
fact that an organization conducts one demonstrates its due 
diligence in assessing processes.  Conversely, if an organization 
does not perform periodic audits, it may inadvertently commu-
nicate that it is negligent.

An audit also helps an organization on its quest to generate 
clean, compliant claims that require little or no manual inter-
vention. These are the ideal types of claims from a care quality 
and cost-to-collect perspective because they are fully accurate 
and do not slow cash flow, swallow staff time or delay reimburse-
ment. By performing regular audits, organizations validate that 
the people, processes and technologies 
involved in generating claims are work-
ing as expected, and if not, information 
from the audit allows the organization 
to target corrective actions that improve 
performance. Over time, this reduces the 
number of claims that require a manual 
touch and improves cash flow.

Another advantage is that audits al-
low an organization to dig down into the root cause of an is-

sue and design corrective action 
plans to address them, preventing 
recurrence. This effort involves 
repeatedly asking “why?”, which 
promotes discovery and investi-
gation into processes. Often an 
organization finds out more than 
they thought they knew. If you 
do not engage in the performance 
improvement aspect of auditing, 

then the same issues will continue to arise, which is inefficient, 
potentially risky from a compliance standpoint and can nega-
tively impact revenue.

With the current influx of charge capture technology, orga-
nizations may think that audits are unnecessary. A hospital or 
health system may believe that their automated solutions are 
not as fallible as humans and thus do not need a regular review. 
However, even if an organization is using the latest, most ad-
vanced technology to streamline charge capture, there is no way 
to know if that technology is functioning as expected without 
an audit. Technology is only as good as its programmed to be, 
and as much as we test different scenarios when implementing 
technology, things fall through the cracks.

Strategies for ensuring a successful auditing program
The value an organization receives from auditing is directly 

related to the thoroughness and comprehensiveness of the au-
diting process. To realize strong perfor-
mance, organizations should keep the 
following best practices in mind.  

 
Use technology to audit by exception. 
Audits done manually are extremely 
labor intensive and limited in their 
effectiveness. Since they only include a 
percentage of claims, with the auditor 

continued on page 10

Not only will a detailed, retrospective 
audit uncover issues, the mere fact 
that an organization conducts one 

demonstrates its due
diligence in assessing processes. 

Conversely, if an organization
does not perform periodic 

audits, it may inadvertently 
communicate that

it is negligent.
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spot checking for performance issues, it is unlikely that a manual 
audit will capture the full accounting of an organization’s 
charge capture shortfalls. So, even though a manual process 
takes significant time and resources to complete, it is inherently 
flawed, leaving the organization open to compliance and 
revenue integrity risks.

By using software to automate aspects of the auditing 
process, organizations can ensure a more complete assessment. 
The technology reviews all claims and remit data, leveraging 
analytics to uncover missing, inaccurate and noncompliant 
charges and producing a list of issues. An auditor can then 
dig deeper, examining policies and procedures and conducting 
interviews to figure out why the problems are happening.

Technology allows you to audit by exception, focusing on
specific issues as opposed to random sorting to uncover 
problems. Not only is this more efficient, it is more accurate 
as you are able to review a large volume of data faster, uncover 
and trend concerning patterns, and hyper focus your attention 
on troubling areas. 

Ensure suitable staff qualifications.  It is important for the 
person performing an audit to have the appropriate skillset. 
Although they don’t have to be licensed auditors, they do need 
to be knowledgeable in billing, coding and the charge capture 
process. They should be able to review and understand medical 
documentation and know whether something is missing. A 
sense of curiosity is also vital. Even if individuals do not have 
the trifecta of coding, billing and clinical experience, they 
will succeed if they know how and to whom to ask the right 
questions. They also need to be strong communicators, valuing 
active listening and avoiding finger pointing. They should be 
able to make others feel comfortable and express that they want 
to make things better for the department and organization.

Communicate expectations ahead of time. Organizations 
may find that some departments are hesitant to have an 
outsider examine their services—in part because they may 
not appreciate what the auditor is doing and why. The word 
audit can have negative connotations, and staff may feel the 
organization is checking up on them. It’s essential to set the 
right tone before beginning work. Instead of indicating these 
reviews are negative or potentially punitive, you should pitch 
them as a way for the organization to uncover improvement 
opportunities, so that the coding and charge capture functions 
are more effective and yield more revenue, which may be 
funneled back into patient care.  

Establish the right cadence. There is no definitive requirement 
for how often an organization must conduct an audit, but it 
is wise to think through a possible schedule. There are many 
factors that can influence this decision. For example, complex 
areas at risk for charge error may warrant more frequent audits 
than those that are less involved. Or, if an organization is 
onboarding a new clinical system, conducting audits before the 
conversion can lay the foundation for good practice from the 
start. Note that if an organization’s compliance plan dictates 
annual audits, then it is important that the organization follow 
its own policy. Oftentimes, entities are not certain what their 
compliance plan requires or if they even have a set schedule for 
audits. Taking the time to determine the right frequency, write 
that into policy and make arrangements to ensure that audits 
occur on schedule is critical to enable robust charge capture 
and avoid compliance risks.  

Leverage the expertise of a knowledgeable partner. Although 
organizations can conduct audits on their own, it may be help-
ful to engage a third party with extensive auditing and consul-
tative experience. Not only is this resource more efficient and 
effective in conducting an audit, it is a source of authoritative 
knowledge on potential issues and able to share industry best 
practices for corrective actions. Partnering with an external re-
source also increases the likelihood an organization will com-
ply with its compliance plan. One of the biggest roadblocks 
to regular audits is a lack of staffing resources and skillsets to 
conduct them. An outside expert has the technology, staff and 
know-how to efficiently and effectively conduct audits, allow-
ing organizations to fully realize the benefits of this critical per-
formance improvement exercise.  

About the author:
Anna Barnes is Director of Product Management at Craneware.  
She can be reached at a.barnes@craneware.com.

continued from page 9
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CMS Changes to hHospital 
Discharge Planning

by  Mary Devine

As part of the IMPACT (Improving Medicare Post-Acute 
Care Transformation) Act of 2014, CMS issued a final rule 
that empowers patients to make informed decisions about their 
care as they are discharged from acute-care to post-acute care.

New regulations associated with IMPACT went into ef-
fect on November 29, 2019 and the requirements are part of 
the conditions of participation for providers in the Medicare 
program. The intention of the regulations is to help patients 
achieve their care and treatment preferences.

Changes to discharge planning requirements
The final rule revises the discharge planning requirements 

for:
• Acute-care hospitals
• Long-term Care Hospitals (LTCHs)
• Inpatient psychiatric facilities
• Children’s hospitals
• Cancer hospitals
• Inpatient Rehabilitation Facilities (IRFs)
• Critical Access Hospitals (CAHs)
• Home Health Agencies (HHAs)

The new requirements mandate providers to assist patients, 
their families, or the patient’s representative in selecting post-
acute care services and suppliers. As part of the requirement, 
providers must use and share post-acute care data related to 
quality and resource use measures.

A comprehensive list of facility choices must be made 
available to patients. CMS expects all providers to utilize 
and share publicly available information with their patients. 
The information shared need only be relevant to the specific 
discharge needs of the patient with the treatment goals at the 
forefront.

Changes to the discharge planning process
The facilities mentioned above must now discharge their 

patients with all of their current treatment information and 
goals. This must be done regardless of which type of facility a 
patient is discharged to and is inclusive of outpatient services 
and physicians.

HHAs must also share 
this information when they 
discharge a patient or transfer 
them to another HHA. In order 
to fulfill the conditions of program participation, information 
must be shared at the time of transfer and not when specifically 
requested.

CMS’ push for interoperability
CMS is mandating this type of information sharing between 

facilities as an effort to improve interoperability. Interoperability 
is defined as the ability of health information systems to work 
together within and across organizational boundaries in order 
to advance the effective delivery of healthcare for individuals 
and communities. This allows patients and providers to have 
access to all the information necessary to properly treat and 
care for the patient, not just a specific test or result.

Hospitals must ensure and support patients’ rights to access 
their medical records in the format requested by the patient 
when possible. This includes hardcopy or electronic access to 
all of their information upon request.

The new rules are intended to improve provider and pa-
tient engagement in choices that affect the continuity of care 
across all healthcare settings, not just acute-care. The current 
presidential administration is committed to empowering pa-
tients and CMS is committed to supporting that goal. Access 
to critical health information is now available to patients like 
never before.

About the Author:
Mary Devine is a Senior Director of Revenue Cycle with BESLER.  
She can be reached at MDevine@BESLER.com.

Mary Devine
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Overview of CMS Waivers 
for Hospitals in Response to 
COVID-19

by Michael Newell and Paul Holden

Michael Newell

Paul Holden

The Centers for Medicare and Medicaid (CMS) has issued 
waivers and flexibilities for hospitals and other select health 
care organizations in the wake of COVID-19 to ease their 
burden in providing care during the pandemic.

An overview of the Section 1135 blanket waivers follows, as 
well as operational considerations your organization—particu-
larly hospitals—should keep front of mind as it makes decisions.

Section 1135 Waiver Background
As described in the Social Security Act (the act), Section 

1135 intends to “enable the secretary [of Health and Human 
Services] to ensure to the maximum extent feasible, in any 
emergency area and during an emergency period…that 
sufficient health care items and services are available to meet 
the needs of individuals in such area enrolled in the programs 
under titles XVIII, XIX, and XXI.”

The section also allows “heath care providers that furnish 
such items and services in good faith, but are unable to comply 
with one or more requirements described in subsection (b), may 
be reimbursed for such items and services and exempted from 
sanctions for such noncompliance, absent any determination 
of fraud or abuse.”

On January 31, 2020, the secretary of the Department of 
Health and Human Services (HHS) declared a public health 
emergency under the Public Health Service Act. The president 
then declared a national emergency on March 13, 2020, under 
the National Emergencies Act and the Stafford Act. As a result 
of the declarations, waivers in Section 1135 were permitted.

Blanket Waivers
Subsequent to the president’s national emergency declara-

tion, CMS issued a series of so-called blanket waivers (http://
www.cms.gov/about-cms/emergency-preparedness-response-
operations/current-emergencies/coronavirus-waivers) that 
cover a range of areas. These 1135 blanket waivers apply to 
federal requirements and don’t apply to state requirements for 

licensure or conditions of par-
ticipation. Once approved, the 
waivers apply automatically.

The waivers discussed be-
low relate to hospitals, psy-
chiatric hospitals, and critical 
access hospitals (CAHs)—in-
cluding cancer centers and 
long-term care hospitals 
(LTCHs). Please note, these 
blanket waivers don’t require 
requests to be filed.

Many, if not most, of these 
items apply to situations in 
which an organization experiences a surge or surge capacity is 
needed. In addition, most if not all, should be consistent with a 
state’s emergency preparedness or pandemic plan. For more in-
formation regarding the definition of surge and surge capacity, 
see the Department of Health and Human Service’s surge re-
sources at https://www.phe.gov/Preparedness/planning/mscc/
handbook/chapter1/Pages/whatismedicalsurge.aspx. 

Patients
CMS waived the requirement to enforce Section 1867(a) of 

the Emergency Medical Treatment and Labor Act (EMTALA) 
regarding the screening of patients offsite from the hospital’s 
campus.

For hospitals impacted by widespread outbreak of 
COVID-19, patients’ rights requirements aren’t mandatory for 
the following areas:

• Timeframes in providing medical record copies
• Requirements related to patient visitation
• Requirements regarding seclusion

Certain requirements related to the provision of information 
concerning discharge planning are also waived.

continued on page 15
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All limiting detailed discharge planning for hospitals’ re-
quirements of 42 CFR 482.43(c)—related to post-acute care 
services—are waived that cover:

• Including a list of post-acute settings available to the
 patient
• Informing the patient or representative of their freedom
 to choose
• Disclosing financial interest in home health agencies
 (HHAs) or skilled nursing facilities (SNFs) recom-
 mended in the discharge plan

Certain telemedicine regulatory provisions for hospitals 
and CAHs are waived to make it easier to provide telemedicine 
services with an offsite hospital.

Requirements that Medicare patients be under the care of 
a physician are waived, but care procedures must be consistent 
with the state’s emergency preparedness plan.

Certain requirements regarding the development and main-
tenance of nursing care plans for patients are waived.

Reporting Waivers
The following provisions are 

waived in relation to reporting:
• Certain requirements of  
 verbal orders to allow more
 efficient treatment of pa-
 tients in surge situations;  
 specific regulations impli-
 cated include 42 CFR
 482.23, 482.24 and
 482.635(d)(3)
• Requirements related to ICU deaths and the use of soft
 wrist restraints; this is to allow more focus on patient
 care demands due to a surge
• Requirements for hospitals to provide patients informa-
 tion about advance directive policies

Certain requirements related to utilization review plans
• Certain requirements regarding written policies and
 procedures to use when evaluating emergencies; this is
 applicable to surge facilities only
• The development and implementation of emergency
 preparedness policies and procedures for surge sites
• Certain requirements to provide details of various as-
 pects of quality assurance and performance improve-
 ment programs
• Certain requirements related to therapeutic diet manu-
 als approved by the dietitian and medical staff at surge
 capacity sites

Flexibilities
CMS is providing flexibility for inpatient rehabilitation 

facilities (IRFs) regarding the 60% rule—a Medicare facility 
criterion that requires each IRF to discharge at least 60% of its 
patients with one of 13 qualifying conditions.

Inpatient rehabilitation hospitals or units that don’t comply 
with the 60% rule will lose the IRF payment classification and 
instead be categorized as general acute care hospitals.

CMS is also allowing extended neoplastic disease care hos-
pitals to adjust the calculation of the 20-day length of stay re-
quirement for inpatient stays for which the hospital admits and 
discharges patients.

Staffing Waivers
The following areas are waived in relation to staffing:
• Certain medical staff requirements related to physicians
 whose privileges will expire or for new privilege grants
 to address workforce concerns related to COVID-19
• Provisions of the regulations concerning the staffing

  and organization of med-
  ical records departments
• Minimum personnel qualifica-
  tions for clinical nurse special-
  ists, nurse practitioners,  and
  physician assistants at CAHs
• Certain requirements regard-
  ing staff licensure, certi-fica-
  tion, and registration at the
  federal level for CAH staff

• Requirements that out-of-state practitioners be licensed
 in the state in which they’re providing services

CMS has also waived or modified a number of provider 
enrollment-related provisions including:

• Screening requirements such as application fee, criminal
 background check, and site visit waivers
• Postponing revalidation actions
• Expediting applications

Additional Focus Areas Waivers
Waivers are also in place for additional areas including the 

following:
• Requirements that certified registered nurse anesthetist
 (CRNA) be under supervision of a physician; this also
 applies to CAHs and ambulatory surgery centers and
 must be consistent with the state’s emergency pre-
 paredness plan

continued from page 14
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• Requirements that CAHs be located in a rural area; this
 allows the CAH to establish surge site locations
• CAH requirements regarding the number of permitted
 beds and maximum length-of-stay
• Certain requirements for Medicare conditions of
 participation and provider-based department require-
 ments where hospitals apply during the PHE

Flexibilities
Permissions are now allowed for the following activities:
• Reusing face masks during the same shift in the
 compounding area
• Using non-hospital buildings and space for patient care
 and quarantine sites during surges, provided the
 location is approved by the state

• Housing acute care patients in excluded
 distinct part inpatient rehabilitation
 units or inpatient psychiatric facility units
• Moving hospital patients from an excluded
 distinct part psychiatric unit to an acute
  bed
• Excluding patient stays in an LTCH
 from the calculation of the 25-day
 average length-of-stay requirement
• Moving hospital patients from an exclu-
 ded distinct part rehabilitation unit to an
 acute bed
• Providing hospital services in other health
 care facilities and setting up temporary
 expansions sites to increase capacity and
 allow the creation ofsurge capacity

The deadline to provide data for the 2019 
Occupational Mix Survey has been extended 
to August 3, 2020.

Considerations
It’s important to note that this summary 

isn’t all-inclusive and generally addresses 
waivers and flexibilities related to hospital 
settings. There are a number of other waiver 
provisions that address other aspects of the 
healthcare system.

Additionally, each item invokes waivers 
to specific legal and regulatory text that must 
be examined in detail to determine the exact 
nature of what’s being waived or relaxed, and 
a thorough examination of the underlying 
legal and regulatory framework is required.

Timeframes
Relief under these waivers and other 

flexibility measures is generally permitted 
until the emergency is over.

It’s important that providers track actions 
taken in response and act accordingly. Pro-
viders will want to ensure that they have sys-

continued on page 17
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tems in place to return to normal laws, regulations, and rules 
as soon as the pandemic subsides.

Documentation and Information Tracking
Relief under the waivers is the direct result of the emergency 

itself, so it’s important that providers document how they’ve 
applied the waivers specifically to operations or controls.

Actions providers take as a result of dealing with the 
emergency should allow protection under applicable waivers 
granted. If the two can’t be tied together, providers risk running 
afoul of the rules even if they’ve been waived.

Clinical and financial documentation will be key throughout 
the emergency, which may be challenging during such a 
trying time. This is important not only to ensure that you’re 
appropriately benefiting from the waiver, but that you also 
receive proper reimbursement for your services as necessitated 
by the emergency.

When submitting claims covered by the blanket waiver, the 
Disaster Related (DR) condition code should be used. For Part 
B, the catastrophe and disaster-related (CR) modifier should 
be used.

Follow-Up Action Plans
Plan to develop a follow-up action plan related to waivers, 

such as provider enrollment, where some of the controls were 
reduced.

Consider how your organization will document what was 
in place during the emergency and then how to validate the 
enrolled physicians so they now meet your medical staff poli-
cies and procedures.

Billing and Front-End Tracking
Applicable billing modifiers and other related billing 

requirements for institutional providers and noninstitutional 
providers should be used to track and identify claims that are 
subject to the emergency and applicable waivers.

Front-end tracking is key. It will be more difficult to unpack 
activity after the fact once the emergency is declared over 
and the waivers no longer apply. Tracking information such 
as daily census of patient type will be challenging during the 
emergency, but even more so afterward.

This information, however, is a critical statistic for things 
like cost reporting and DSH determinations. This is especially 
true when acute patients are treated in non-acute or non-
licensed areas of the hospital due to the emergency.

It’s also important that hospitals maintain discrete records 
of added costs incurred so that in the event there are additional 
funding pools available to help defray additional costs or lost 
revenue associated with emergency preparedness, hospitals will 
be in the best position to relay that data for such purposes.

An example includes the payroll related to the emergency, 
which would be extraordinary costs due to the emergency.

About the Authors:
Paul and Michael are both Partners in the Health Care Consulting 
Practice of Moss Adams.  Michael has worked in health care 
financial management since 1982. He specializes in helping 
hospitals prepare and review Medicare DSH and Worksheet S-10 
for cost report filings. He can be reached at  michael.newell@
mossadams.com.

Paul has been in public accounting since 2003. He provides 
business assurance and reimbursement consulting services to 
health care providers in acute and post-acute settings throughout 
the western United States. He can be reached at paul.holden@
mossadams.com.
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•Who’s Who in NJ Chapter Committees•
2020-2021 Chapter Committees and Scheduled Meeting Dates

*NOTE: Committees have use of the NJ HFMA conference Call line.
If the committee uses the conference call line, their respective attendee codes are listed with the meeting date.

PLEASE NOTE THAT THIS IS A PRELIMINARY LIST - CONFIRM MEETINGS WTH COMMITTEE CHAIRS BEFORE ATTENDING.

COMMITTEE PHONE DATES/TIME/ ACCESS CODE MEETING LOCATION 

CARE (Compliance, Audit, Risk, & Ethics)
Chair: Danette Slevinski – slevindl@uhnj.org (516) 617-1421  First Thursday of the month Conf Call Line: 
Co-Chair: Leslie Boles – lboles21@gmail.com (732) 877-9864 9:00 AM (712) 770-5393
Board Liaison: Lisa Maltese-Schaaf –LMaltese-Schaaf@childrens-specialized.org (732) 507-6533  Access Code: 473803

Communications / FOCUS
Chair: Scott Besler (Editor) – Scott.Besler@atlanticare.org (609) 383-2117 First Thursday of each month  Conference Calls (712) 775-7460
Board Liaison: Brian Herdman – bherdman@cbiz.com (609) 918-0990 x131         10:00 AM        Access Code: 868310  In-person Meetings by Notification

Education
Chair: Jane Kaye – jane@hcfadvisors.com (732) 233-3144 Second Thursday of the Month 
Co-Chair: Sandra Gubbine – Sandra.Gubbine@atlanticare.org (609) 484-6407 10:00 AM Conference Calls
Co-Chair: Hayley Shulman – hshulman@withum.com (973) 898-9494  Access Code: 131556 (712) 770-5044
Board Liaison: Hayley Shulman – hshulman@withum.com (973) 898-9494

Certification (Sub-committee of Education)
Chair: Amina Razanica – arazanica@njha.com (609) 275-4029 Second Thursday of the Month Conference Calls
Board Liaison: Hayley Shulman – hshulman@withum.com (973) 898-9494 10:00 AM    Access Code: 131556 (712) 770-5044

FACT (Finance, Accounting, Capital & Taxes)
Chair: Alex Filipiak –afilipiak@newbridgehealth.org (609) 240-5946 Third Wednesday of each month          
Co-Chair: Spiro Leunes – sleunes@bdo.com (917) 816-0601  8:00 AM  Conference Call
Board Liaison: Dave Murray – murrayd@ihn.org (856) 298-6629  Access Code:   294782 (712) 770-4952

Institute 2020
Chair: Mike McKeever – m.mckeever2@verizon.net  (609) 731-4528 Third Friday of each month                  
Co-Chair: Sandra Gubbine – Sandra.Gubbine@atlanticare.org (609) 484-6407 10:00 AM Conference Call
Co-Chair: Jill Squiers – Jill.Squiers@AmeriHealth.com (609) 662-2533 Access Code:   865290 (712) 770-4957
Board Liaison: Stacey Medeiros – Stacey.Medeiros@pennmedicine.upenn.edu (609) 423-8731  

Membership Services/Networking
Chair: Nicole Rosen – nrosen@acadia.pro (862) 325-5906 Third Friday of each month Conf Cals  (712) 770-5335 
Co-Chair: John Byrne – john.byrne@pena4.com (610) 737-6683  9:00 AM In-person Meetings 
Board Liaison: Heather Stanisci – hstanisci@ArcadiaRecovery.com (862) 812-7923 Access Code:   267693  by Notification

Patient Access Services
Chair: Daniel Demetrops – ddemetrops@medixteam.com (845) 608-4866 Contact the committee leaders Aetna offices
Co-Chair: Jacqueline Lilly – jacqueline.lilly@atlanticare.org (609) 385-3105 Access Code: 196273  Parsippany
Board Liaison: Amina Razanica – arazanica@njha.com (609) 275-4029   Conf Call Line:  (712) 770-5377

Patient Financial Services
Chairman: Steven Stadtmauer – sstadtmauer@csandw-llp.com (973) 778-1771 x146 Second Friday of each month Conference Call (712) 770-4908
Co-Chair: Michael Berger – mberger10@comcast.net (908) 794-8994 10:00 AM  In person Meetings
Co-Chair: Ruby Ramos – ruramos77@yahoo.com (908) 884-7259 Access Code:   120676 by Notification
Board Liaison: Maria Facciponti – facciponti.maria@gmail.com (973) 583-5881

Payer/Provider Collaboration
Chair: Michelle Merchant – Michelle_Merchant@horizonblue.com (973) 466-4048 Third Wednesday of each month Contact Committee
Co-Chair: Holly Fritz – holly.fritz01@aetna.com (973) 244-3539 2:00 PM  (712) 770-5006
Board Liaison: Jill Squiers – Jill.Squiers@AmeriHealth.com (609) 662-2533 Access Code:   183192

Physician Practice Issues Forum
Chair: Michael McLafferty – michael@mjmaes.com (732) 598-8858 Third Wednesday of the Month Wilentz, Spitzer & Goldman offices
Board Liaison: Erica Waller – erica.waller@pennmedicine.upenn.edu (609) 620-8335 8:00AM   In person with call in available 90 Woodbridge Center Dr
   WebEx: https://meetingsamer7.webex.com/meet/michael91 Woodbridge, NJ

Regulatory & Reimbursement
Chair: Jason Friedman – Jason.friedman@atlantichealth.org (973) 656-6951 Third Tuesday of each month Conference Call (712) 770-5354
Co-Chair: Chris Czvornyek – chris@hospitalalliance.org (609) 989-8200 9:00 AM In Person Meetings
Co-Chair: Christine Gordon – cgordon@virtua.org (856) 355-0655  Access Code:  382856 by Notification
Board Liaison: Scott Besler – Scott.Besler@atlanticare.org (609) 383-2117

 Revenue Integrity
Chair: Tiffani Bouchard – tbouchard@panaceainc.com (651) 272-0587                Second Wednesday of each month Conference Call (712) 770-5021
Co-Chair: Jennifer Daniels – jdaniels@panaceainc.com (651) 424-4233  9:00 AM In Person Meetings
Board Liaison: Jonathan Besler –   jbesler@besler.com (732) 392-8238 Access Code:   419677 by Notification

CPE Designation
Chair: Lew Bivona – lewcpa@gmail.com (609) 254-8141

CLE Designation
Chair: Michael P. McKeever, CPA – m.mckeever2@verizon.net (609) 731-4528
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CMS Final Price 
Transparency Rule: 
TAKE HEED IN 2020         

by Frederick Stodolak

Frederick Stodolak

Effective January 1, 2019, CMS required that a hospital 
publish their chargemaster online for consumers. At the time 
it was made clear by CMS that this would be the first of po-
tentially many initiatives geared toward increasing transpar-
ency around hospital and other provider fees. The goal of all of 
these changes is to improve the ease and accuracy with which 
consumers can understand the expected out-of-pocket expen-
ditures for patient care.   

On November 15, 2019 CMS issued its Final 2020 Price 
Transparency rules, which expands the current requirements 
that will be effective January 1, 2021.

While the industry is challenging the rule as unconstitutional 
and exceeding the administration’s authority, there are strong ar-
guments on both sides and the clock is ticking. Providers should 
not put preparations on hold due to a false sense of security that 
the rule will be overturned or pushed 
out to later years.

There are two new requirements:
• Annually, hospitals must pro-
 vide a machine-readable file
 containing negotiated charges
 (rates) for ALL items and
 services.
• For 300 shoppable items and
 services only, including 70 defined by CMS if they are
 provided by the hospital, hospitals must provide a con-
 sumer-friendly display of gross charge and negotiated
 charges (rates).

Machine-Readable File Rule Highlights
Under the new rule, hospitals will be required to provide on 

their website without barriers, and for each provider within a 
health system, a machine-readable file containing the following 
data elements for ALL items and services:

• Description of each item or service (including both
 individual items and services and service packages).
• The corresponding gross charge for each item or service

 with indication of the inpatient or outpatient depart-
 ment setting;
• The corresponding payer-specific negotiated charge (rate) 
 for items, services, and service packages with indica-
 tion of the inpatient or outpatient department set-
 ting AND clear indication of the payer name and plan.
• De-identified minimum negotiated charge (rate) for
 items, services, and service packages with indication of the
 inpatient or outpatient department setting;
• De-identified maximum negotiated charge (rate) for items,
 services, and service packages with indication of the
 inpatient or outpatient department setting; 
• The corresponding discounted cash price, if any, that
 applies to these same services above; where no dis-
 counted cash price is offered include the gross charge.

Users must be able to digitally 
search the data and CMS-specified 
naming convention for the file must 
be used: <ein>_<hospital-name>_
standardcharges. (json or xml or 
csv). Additionally, the file must be 
updated no less than annually with 
the date of the last update clearly 
identified.

Consumer-Friendly Display Highlights
When displaying gross charges, negotiated charges (rates) and 

discounted cash prices for the 300 shoppable items in a consum-
er-friendly manner the following data elements must be included:

• Plain language description of each shoppable service.
• An indication of when one or more of the 70 CMS
 shoppable services are not offered by the hospital. The
 hospital must replace such service with other shop-
 pable service to achieve 300 if feasible to do so;
• The negotiated charge (rate) for each item or service
 package with third-party payer name and plan clearly
 identified;

continued on page 20
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• The discounted cash price that applies to each shoppable
 service (and corresponding ancillary services if applica-
 ble). If a discounted cash price is not offered for an item,
 the undiscounted gross charge should be displayed;
• The de-identified minimum negotiated charge that ap-
 plies to each shoppable service (and corresponding anci-
 llary services if applicable);
• The de-identified maximum negotiated charge that ap-
 plies to each shoppable service (and corresponding ancil-
 lary services if applicable);
• Indication of inpatient or outpatient setting of shoppable
 service;
• Any primary code used by the hospital for purposes of
 accounting or billing for the shoppable service, includ-
 ing, as applicable, the CPT code, the HCPCS code, the
 DRG, or other common service billing code. For the 5
 CMS shoppable MS-DRG codes 216, 460, 470, 473,
 and 743, hospitals may also use an APR-DRG code.   

The consumer-friendly dis-
play does not have to be an 
interactive tool for consum-
ers. If a hospital has an online 
price estimation tool on their 
site that includes 300 or more 
shoppable items and services 
and also provides an out-of-
pocket estimate for patients, 
such a tool could be an accept-
able alternative according to 
CMS. 

However, implementing the consumer-friendly display may 
be a lower cost or more expeditious solution than the interac-
tive price estimation tool option. Alternatively, the consumer-
friendly display may be considered as a pre-cursor phase to im-
plementing the interactive price estimation tool. Under either 
method providers are required to produce the machine-read-
able file and to analyze data to determine the 300 (or more) 
shoppable items and services for the consumer display or tool.

These transparency initiatives may burden many hospitals 
with high costs, high charges, and higher than average negotiated 
rates—often for good reasons such as inadequately reimbursed 
teaching costs, high federal payer utilization where less than cost 
is reimbursed, and/or atypically high uncompensated care costs, 
etc. This puts these providers at a competitive disadvantage.

Accordingly, identifying those areas where charges, rates, or 
quality of care can be favorably presented against other market 
areas or comparable providers may be useful enhancements to 
your online consumer display.  

4-Step Workplan To Ensure Preparation
With only ten months to go before the required implemen-

tation date, providers should take heed and begin to prepare 
now. The following 4 step workplan should be considered.

1. Develop Your List of 300 or More “Shoppable” Items 
and Services.

The CMS final rule requires that each provider within a 
health system determine its own unique list of non-urgent 
“shoppable” items and services. This list needs to consider vol-
ume and/or revenue in the process. 

It would be prudent to take a step back from the detail 
requirements and guidance provided by CMS (and lack there-
of ). The initial focus should be on identifying your hospital’s 
“shoppable” services and service packages as well as gathering 
the data required for the consumer-friendly display.  

It’s important to remember that providers can go beyond 
the minimum required by CMS. If additional information will 
be helpful to consumers or your team when they are trying to 

determine which items and 
services will be easiest to dis-
play to the consumer, consider 
collecting and providing more 
information than required.  

For example, in your anal-
ysis and selection process, iso-
late first the items and services 
that are most often directly 
related to a simple and single 
fee schedule rate, DRG rate, 

or other case rate without multiple contract provisions and cal-
culations required such as carve-outs, additional per diems for 
excess days, etc. Gathering additional information for the con-
sumer, even though NOT required by CMS, such as showing 
the average range of inlier charges and payments and disclos-
ing related items and service categories that they may fall into 
would also be useful. For example, you could show with CC, 
with CC and MCC, and without CC or MCC rates or show 
average LOS for per diem-based items and services. 

To perform optimum analytics in this step leveraging the pow-
er of technology with hierarchical disaggregation logic to process 
12 months of claims and payment data is highly recommended.

2. Establish Rational and Defensible Chargemaster Prices 
with Consideration of “Shoppable” Items.

The final rule requires that hospitals display the gross 
charge(s) for the “shoppable” items and services. It is impor-
tant to note that, as with the list of 70 shoppable items 

continued on page 21
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consider collecting and providing more 
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Spring  2 0 2 0

Focus     21

required by CMS, many items will be single chargemaster
level items utilized by private outpatients.  

Accordingly, hospitals should continue to update their 
chargemasters in a rational and defensible manner with gross 
and net revenue modeling considered—but with new consider-
ation given to the selected and complete list of shoppable items. 
Many hospitals will have 50% or more of their 300 items listed 
in their CDM with sometimes 200% or more items being relat-
ed (e.g., with contrast, without contrast, and with and without 
contrast). This makes rational pricing scrutiny and modeling 
on more than those items required to be listed by CMS critical.

Providers can consider tagging those CDM items included 
in each of their hospital’s final unique shoppable list to allow for 
“what-if ” modeling and to determine the extent that such prices
can be further decreased with little or no impact on net revenue.

Providers may want to also consider implementing split 
pricing where prices for outpatients are established at levels 
below inpatients for like “shoppable” items and services but 
where gross and net revenue modeling is prepared prior to 
implementation.   

3. Create a Consumer-Friendly Display.
With your “shoppable” list developed and chargemaster 

prices aligned, you are now ready to pull together the charges 
and/or negotiated rates from your payer contracts in accor-
dance with the rule outline above. 

It is likely you will have difficulty aligning all of your shop-
pable items and services in strict compliance with CMS re-
quirements, especially for items and services with varied and 
multiple payment methodology provisions. For example, for 
a hip replacement one payer may be paying a per diem, an-
other a percentage of charges, and a third a case rate but with a 
carve-out for the implant and stop-loss provision. There will be 
no way to display a comparable negotiated rate/charge for the 
consumer display nor in the machine-readable file.  

Based on a recent call with the CMS Price Transparency 
team we expect further guidance from them in the future.  
However, in the meantime and based on CMS feedback pro-
viding information such as the average inlier payment resulting 
from those disparate payer terms as this option is more mean-
ingful to a consumer anyway.

4. Publish a Machine-Readable File.  
Providers will require more guidance from CMS on this 

item for the same reasons described under the consumer dis-
play. Nonetheless, as a starting point, providers can summarize 
their contract terms for each payer. Where commonality exists, 
they can begin to lay out the information in accordance with 
the requirements.   

There will be many instances—such as for private outpatient 
items and services having HCPCS codes—where the code, de-
scription, and negotiated single item’s fee schedule amount for 
each payer can be displayed, as required, and where the gross 
charge from the CDM can be displayed (if paid charges for cer-
tain payers). From this information the lowest/minimum and 
highest/maximum negotiated charge or rate can be included 
along with the setting. Absent further guidance from CMS, 
for those items that simply do not align, the best you may be 
able to do is to include a tab(s) summarizing the negotiated 
terms or rates, in the most user-friendly and comparable way 
possible.

It is important to mention that in the event the final rule 
is overturned or modified, much of the data being pulled to-
gether can be very useful to consumers regardless of the CMS 
requirements. For example, providing consumers the average 
charges and payments or range of charges and payments across 
all payers and for the top 300 or more “shoppable” items is 
certainly more helpful than providing only the chargemaster. 
Splitting this out further between in-network and out-of-net-
work categories would be another welcome addition for build-
ing a consumer-friendly display. Finally, stay tuned to any fur-
ther guidance likely to be provided by CMS in coming months 
to determine if your own workplan needs to be modified.

About the Author:
Fred Stodolak is CEO of Panacea Healthcare Solutions.  He can 
be reached at FStodolak@panaceainc.com.

Editor's Note
On June 23, 2020, the US District Court of DC upheld the 
price transparency rules, and the requirements will go into 
effect as scheduled.

continued from page 20
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Significant Changes Coming to 
Forms 1099 in 2020

Bill Hemmer

•Focus on Finance•

By Bill Hemmer

Q.
A.

Forms 1099 are information returns that report various 
types of income other than traditional salaries and wages. One 
of these forms, Form 1099-MISC, is used to report payments 
of $600 or more for rents, services provided by nonemployees, 
medical and healthcare payments and payments made to 
attorneys, among others. While the general rules surrounding 
the types of income to be reported have remained the same, the 
Internal Revenue Service (“IRS”) has split the original Form 
1099 used to report nonemployee compensation (“NEC”) 
from other miscellaneous income types beginning in 2020.

How are Forms 1099 changing?

The most significant change to Forms 1099 in 2020 
is the breakout of NEC from Box 7 of Form 1099-
MISC to its own Form 1099-NEC. NEC still includes 

payments of $600 or more for services of nonemployees and 
attorneys, but these types of payments will now be reported 
in Box 1 of the new 2020 Form 1099-NEC. Starting with the 
2020 forms, you should not attempt to report NEC on Form 
1099-MISC. Payments of $600 or more for rent, prizes and 
awards, gross proceeds to attorneys, certain medical and health 
care payments and royalties over $10 should still be reported 
on Form 1099-MISC.

These changes to the Forms 1099 have corresponding 
filing deadlines. The 2020 Form 1099-NEC will be due to 
both recipients and the IRS by February 1, 2021, regardless 
of whether filing electronically or by paper. 2020 Form 1099-
MISC is also due to recipients by February 1, 2021; however 
they are due to the IRS by March 1, 2021 for paper filing or by 
March 31, 2021 for electronic filing. 

The IRS also modified the threshold for the required 
electronic filing of most information returns, such as Forms 
W-2 and 1099. The threshold remains at 250 or more forms 
filed for the tax year 2020, but drops to 100 forms in tax year 
2021, and 10 forms in tax year 2022.

Are there conse-
quences for not filing 
Forms 1099?

Yes! Due to increased awareness from current cases 
regarding employment misclassification, Form 1099 
audits are becoming more common. This is especially 

true in the healthcare industry where the IRS routinely audits 
organizations for employment tax issues, including Forms 
W-9 and 1099 compliance. In addition, various states, such 
as California, New York, and New Jersey are becoming much 
more aggressive in targeting those who misclassify workers as 
independent contractors rather than employees. Regardless of 
whether the misclassification was intentional or unintentional, 
the new legislation proposed in the aforementioned states 
poses serious consequences for noncompliance.

The IRS penalty rates and maximums for not filing correct 
Forms 1099 are assessed per form and vary based on how late 
the forms are filed. Generally, Forms 1099 filed within 30 days 
after the due date are subject to a $50 penalty per form. For 
organizations with hundreds to thousands of vendors needing 
to be issued Forms 1099, these penalties can quickly add up.

What are some best practices for accounts payable 
tax compliance?

A best practice relating to accounts payable tax 
compliance is to obtain a Form W-9 from all vendors. 
A completed Form W-9 is valid indefinitely, unless the 

IRS or a taxpayer notifies a reporting entity that changes are 
required. Form W-9 provides important information such as the 
vendor’s name, taxpayer identification number (“TIN”), and 
specifies Federal tax classification (type of business entity). Form 
W-9 also contains a certification that the person filling out the 
form is not subject to backup withholding, which is currently 
24% for tax years 2018 – 2025. Moreover, an organization will 
not be subject to backup withholding if it fails to issue a Form 
1099 but has a completed Form W-9 on file for the vendor.

Q.
A.

Q.
A.

continued on page 24
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cure for the common business
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withum.com/healthcare

Are there planning opportunities available to 
healthcare organizations with respect to Form 
1099 compliance?

Absolutely! The transition to new Forms 1099 
creates a timely planning opportunity for healthcare 
organizations to revamp their Form 1099 tax 

compliance. Here are some ways that a healthcare organization’s 
internal working group, including the finance, compliance 
and legal departments, can proactively plan the organization’s 
compliance:

1. Review all accounts payable vendors to ensure each 
vendor has a completed Form W-9 on file.

2. Update the written accounts payable policy to reflect 
the changes for the new forms.

3. Review vendors internally and make decisions as to 
which vendors should be issued a new Form 1099-
NEC or the revised version of Form 1099-MISC.

About the author
Bill Hemmer is a Staff Accountant with WithumSmith+Brown.  
He can be reached at bhemmer@withum.com.

Q.
A.

continued from page 23
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Improve Care, Reduce 
Health Care Costs, and 
Increase Physician 
Revenue Through Remote 
Patient Monitoring

by John Whitman and Peri Avitan

John Whitman

Peri Avitan

Abstract: Given the rapid increase in the number of seniors 
with chronic health conditions and the associated costs of emer-
gency room visits and hospitalizations, the current industry norm 
of monitoring high-risk seniors through regular office visits must 
change. The o nly way to effectively monitor large numbers of 
high-risk seniors is by utilizing highly effective, low-cost remote 
monitoring. CMS recognizes that more frequent, automated mon-
itoring can identify negative changes in a senior’s medical read-
ings and serve as an “early warning system.” This system allows 
the physician to intervene before it becomes a true medical crisis. 
CMS has approved multiple codes allowing physicians to bill for 
remote monitoring. This not only provides their high-risk patients 
with greater protection, but also generates significant additional 
net revenue for their practice.

The Problem: Historically, our healthcare system hinders phy-
sicians from providing in-depth comprehensive care services 
for our nation’s seniors. Reimbursement (or lack thereof ) has 
often been a significant barrier to physicians, especially for 
those physicians and nurse practitioners providing medical 
home visits to the medically isolated seniors in their communi-
ties. Adding to this challenge is the rapidly growing number 
of seniors, especially in the 85+ cohort. Based on U.S. Census 
data, the 85+ cohort is the fastest growing segment of the U.S. 
population and is expected to continue to grow as the Baby 
Boomer cohort (people born between 1964 and 1984) reach 
their 65th birthdays. The Census Bureau data also confirms 
that roughly 10,000 people a day in the U.S. turn 65 years old. 
In the next ten years, that number will reach 12,000 a day. By 
2020, the number of seniors in the US will exceed the number 
of children under 18. Managing chronic conditions in the se-
nior population is one of the major challenges’ physicians face 
in today’s healthcare environment.

The Centers for Disease 
Control estimate that 85% 
of all seniors have at least one 
chronic condition and 60% 
have two or more. As the num-
ber of seniors grows, so will 
the number of seniors in need 
of regular monitoring of their 
chronic conditions. The rec-
ognized shortage of primary 
care physicians in America, especially in rural makets, will also 
make monitoring through office visits more and more chal-
lenging. The Association of American Medical Colleges pre-
dicts a shortage of between 21,100 and 55,200 primary care 
physicians by 2032. 

From a simple 
cost standpoint, 
in 2019 the per 
person healthcare 
spending for the 
65 and older pop-
ulation was over 
$20,000. This is 
over 5 times high-
er than spending 
per child ($3,749) 
and almost three 
times the spending 

per working-age person ($7,153). Our economy cannot sus-
tain this level of spending as the number of seniors grows so 
dramatically. Our healthcare system must find ways to become 
 continued on page 26
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more efficient to reduce cost spending. One such opportunity 
is to take advantage of proven technology services available for 
chronic care management that are both highly effective and low 
cost. CMS appears to agree and has approved a series of bill-
ing codes specifically for remote patient monitoring that allow 
physicians to significantly increase their net practice revenue.

Adding to the challenge for seniors in rural America is the 
often-significant distances they need to travel to be seen in their 
physician’s office. For many seniors, the challenge is not only 
the distance, but the limited mobility and or access to trans-
portation that makes traditional office visits extremely difficult 
if not impossible. The NCOA chart below shows the top ten 
common chronic conditions impacting America’s seniors. 

  According to 
NCOA, heart 
disease and can-
cer have been the 
two major causes 
of death for peo-
ple 65 years of 
age and older for 
the past two de-
cades, account-
ing for nearly a 
million deaths a 
year. Nearly one-

third (35%) of all deaths are due to heart disease, including 
heart attacks and chronic ischemic heart disease. As a result, 
regular monitoring of blood pressure for high risk seniors 
can help identify potential problems earlier allowing time for 
medical interventions.

In a recent interview with Dr. Erik Ilyayev, an Associate 
Professor at Touro College of Medicine and practicing in New 
York City, he confirmed that hypertension is the leading cause 
of stroke among seniors. For this reason, daily monitoring of 
blood pressure readings is critical to identify negative changes 
as early as possible allowing for effective medical intervention. 
Without the ability to identify negative changes early enough, 
effective intervention is not possible and these otherwise avoid-
able situations will escalate to a true medical crisis that result 
in emergency room visits, hospital admissions, or worse. The 
currently accepted industry standard for monitoring high-risk 
patients is through regular office visits. Even if these visits are 
only a week apart, there are significant periods of time be-
tween visits when no one is monitoring these high-risk seniors. 
Should their blood pressure significantly increase between of-
fice visits when no one is monitoring, their risk for a stroke, 
heart attack, or death increases. The following factors are ma-
jor components of this article:

Why Remote Patient Monitoring is Needed, Effective and 
Why Every Physician Practice Serving Seniors Should be 

Advocating for the Use of Remote Patient Monitoring
• The senior population is growing rapidly, especially the
 85+ cohort.     
• Chronic disease conditions are prevalent in seniors,
 meaning doctors will be caring for more and more 
 seniors with multiple chronic conditions.   
• The number of physicians available to care for this grow-
 ing number of seniors is insufficient and significant
 shortages are projected, especially in rural America.
• The currently accepted industry norm for monitoring
 high-risk patients is through regular office visits, which
 leaves big gaps between office visits when no monitoring
 is being done.
• Continuing to use office visits to monitor chronic pa-
 tients will result in more emergency room visits and hos-
 pitalizations and significantly add costs to our healthcare
 system based on the sheer increase in the number of
 seniors alone.
• Because CMS recognizes the ability of effective remote
 patient monitoring to prevent avoidable emergency room
 visits and hospital admissions, a wide range of billable
 codes have been approved and provide physicians caring
 for these high-risk patients an opportunity to generate a
 significant level of additional net revenue for their prac-
 tice.

The Solution: While addressing the issue of physician short-
ages is beyond the scope of this article, the reality of using 
technology to improve the way in which seniors with chronic 
diseases are monitored is not. Nor is evaluating the increased 
revenue a physician can generate using remote monitoring. 
Historically, physicians have monitored their patients through 
regular office appointments. While few would question the 
value of face- to-face visits between the patient and their phy-
sician, from a monitoring perspective, this practice is flawed 
when the health of a high-risk senior with chronic conditions 
is concerned.

Most office visits are scheduled four weeks or more apart. 
Even if they are scheduled a week apart, that means that for 
the one hour the patient is in the office, there are 167 hours 
where their key medical readings are not being monitored. 
Given the sheer number of high-risk seniors, there is no rea-
sonable way for a physician to provide regular and ongoing 
monitoring in the traditional manner. However, a solution is 
available and should be considered by every physician that is 
caring for high-risk seniors with chronic conditions. The solu-
tion is utilizing technology by implementing remote patient 
 
 

continued on page 27
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monitoring. The technology surrounding remote monitoring 
has become so effective and so inexpensive that every physi- 
cian should be evaluating this approach not only for the good 
of their high-risk seniors but also for their own practice from a 
revenue perspective.

What is Remote Patient Monitoring?
Often abbreviated as RPM (and sometimes known as remote 
patient management), remote patient monitoring is a method 
of healthcare delivery that uses the latest advances in informa-
tion technology to gather patient data outside of traditional 
healthcare settings.

While remote patient monitoring has been available for some 
time, the level of sophistication and the effectiveness of the tech-
nology has been constantly evolving. Based on my evaluation, 
the advances made have elevated remote monitoring to a level 
where every physician treating high-risk seniors with chronic 
conditions should consider im-
plementing remote monitoring 
to support their patients and 
generate practice revenue.

How Does it Work:  A pro-
gressive company in New York 
has created the first two-way, 
real time audio/video device 
that qualifies as a Personal 
Emergency Response System 
(PERS). Adding audio/video 
capabilities is a milestone in 
PERS programs. The quality of the video on their business 
card sized pendant is nothing less than amazing. Even more 
incredible is the fact that this PERS pendant can link to a wide 
range of FDA approved remote monitoring devices using Blue-
tooth technology. When a senior takes a reading, the results 
are automatically sent by Bluetooth to the pendant. The pen-
dant immediately transmits that reading to the Continuous 
Monitoring Platform where the readings are compared to the 
physician’s predetermined, patient specific, acceptable ranges. 
If those ranges are violated, an alert is immediately sent to the 
physician (or designated party) so an appropriate medical in-
tervention can take place.

The physician can easily access a HIPAA compliant graph 
showing the reading that triggered the alert, and additionally, 
all readings for as long as the patient has been monitored. Hav-
ing the ability to see weeks or months of readings allows the 
physician to better understand the patient’s medical condition 
and how to respond. On many of the earlier Continuous Mon-
itoring Platforms the patient was required to take their own 

readings, open an app on their phone, tablet or computer, and 
enter the readings. The complexity of this process was difficult 
for some. Also, there was a concern over seniors self-reporting 
and the potential for intentional and/or unintentional mis-
takes in reporting their readings.

There are also combinations of a pendant and remote mon-
itoring devices used in conjunction. These smart Hub/Gate-
way linking FDA approved remote monitoring devices mea-
sure daily readings for hypertension, diabetes, obesity, SPO2 
with heart rate, and temperature in a simple to use, accurate 
automatic process.

Example: An 85-year-old woman (let’s call her Sara) has been 
treated for hypertension by her physician for several years. 
Her physician ordered the two-way audio/video PERS pen-
dant which Sara can use in case of an emergency. It also has 
a built-in fall detector and a GPS locator especially designed 
for patients with early dementia and a tendency to wonder. 
Given her medical history of blood pressure issues, Sara’s phy-

sician also ordered a simple to 
use blood pressure cuff and 
asked Sara to take her blood 
pressure twice a day. When 
she takes her blood pressure 
every morning and every eve-
ning, it is automatically sent 
by Bluetooth to the Personal 
Emergency Response Service 
(PERS) pendant. The pen-
dant then instantly transmits 
the readings to the Continu-

ous Monitoring Platform.
Immediately upon receipt, the current measurements are 

compared to the ranges approved by her physician. If Sara’s 
blood pressure falls outside the preset ranges, an alert would 
be immediately sent to her physician. This action would allow 
time for an early medical intervention that could prevent an 
escalation of her condition to the point where an emergency 
room visit, or hospitalization was needed. Several weeks ago, 
Sara’s blood pressure peeked and her physician immediately 
received an alert. Upon receiving the alert, her physician pulled 
up Sara’s blood pressure readings for the past 30 days allowing 
him to better see and understand what was happening and how 
best to treat his patient. Sara’s physician contacted her on her 
two-way audio/video pendant, where they could see and talk 
to each other in real time. Her physician shared his findings 
and treatment plan, called the pharmacy for a change in medi-
cation dosage, and asked Sara to continue taking her blood
pressure readings and to increase the frequency from twice a 

continued on page 28
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day to four times a day. It was a very productive call. The doc-
tor continued to monitor Sara’s blood pressure daily for the 
next two weeks and on two separate occasions, the doctor ad-
justed her medications again. Without remote monitoring, the 
doctor would never have been able to make such medication 
refinements that benefited his patient. 

Financial Opportunity for Physicians: From a financial re-
imbursement perspective, CMS recognizes the importance of 
remote monitoring and its ability to prevent high cost emer-
gency room visits and hospital admissions and the savings that  
will be generated for our healthcare system. As a result, CMS 
has approved a series of remote monitoring billing codes. A few  
key codes are shown on the above table. 

The monthly cost of the pendant, and as many remote 
monitoring devices needed to address each senior’s chronic 
conditions, is currently capped at $45.00 per patient. Based on 
this cost, net revenues a physician could generate are conserva-
tively estimated at $95,700, $287,100 and $547,200 for 100, 
300 and 600 patients respectively.

While face-to-face visits in the physician’s office do have 
certain advantages, the simple reality is that periodic moni-
toring of high-risk seniors is a far second to daily monitoring 
available by using remote patient monitoring. Daily monitor-
ing provides the senior with greater protection and provides 
the physician with an early warning alert allowing for medical 
intervention before a medical crisis arises. Avoiding the medical 
crisis of course reduces emergency room visits and hospitaliza-
tions, which has meaningful impact on America’s health care 
spending. Finally, in addition to the positive outcomes for our 
nation’s high-risk seniors and the positive economic impact on 
our health care system, remote monitoring offers physicians an 
excellent opportunity to increase their net revenue. While this 

should be beneficial to any physician or physician’s practice 
that cares for a large geriatric population, it will be especially 
helpful for those practices that focus on the homebound senior 
cohort. In home-based practices, total revenue is dictated by 
the number of home visits made which is often limited due to 
the time lost in traveling from patient to patient instead of the 
patient coming to the physician’s office. With remote patient 
monitoring, not only can the physician provide greater pro-
tection for his high-risk patients, but also generate additional, 
well deserved practice revenue. 

About the Authors: 
John Whitman is a faculty member at the Wharton MBA Health 
Care Management Program specializing in senior care services. 
John is the founder and Executive Director of The TRECS In-
stitute. For the past five years he has been aggressively evaluating 
the ability of telemedicine and remote monitoring to improve care 
for high-risk seniors, reduce costs for our health care system, and 
improve revenue opportunities for those providers utilizing tele-
medicine and remote monitoring services.
John can be reached at jjw19006@aol.com.

Peri Avitan is the CEO of LiveCare, a company in New York City 
that has created a robust remote patient monitoring system. He can 
be reached at Peri@LivecareUSA.com.
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The COVID-19 Pandemic -
How is the U.S. doing?

by John Dalton, FHFMA

John Dalton
 The COVID-19 pandemic 
has disrupted American 
lives like no event since the 
Spanish flu pandemic of 
1918-19 that originated in 
Kansas and took 675,000 
American lives and roughly 

50 million lives worldwide. The SARS-CoV-2 virus is highly 
contagious, stealthy, insidious and potentially lethal, especially 
to older adults with multiple underlying conditions. First 
reported by China on December 31, 2019 after emerging in 
Wuhan, it rapidly spread throughout the world, with the first 
U.S. case confirmed on January 21, 2020.

Governmental responses to the threat varied widely, with 
some countries taking aggressive measures to prevent infec-
tion while others delayed action and resorted to implementing 
mitigation measures to “flatten the curve.” As I write today, the 
world is four months into the greatest public health threat in 
more than a century,  the federal government’s “Stay at Home” 
order is expiring and at least 58,500 Americans have died dur-
ing April alone, more than the 58,220 who perished during the 
entire Vietnam War. In comparison, the eight month 2017-18 
flu season was the worst in the past 10 years killing an esti-
mated 61,000 Americans.

Here at the epicenter of America’s epidemic, hospital ICUs 
have been overwhelmed as the disease ravaged the New York 
City Metro area. Many more months will pass before judgments 
can be made on how well or poorly various countries dealt with 
the pandemic, but some evidence already is emerging.

As a metrics-driven engineer deprived of the distractions 
of playing golf and watching Yankee baseball, I have instead 
been monitoring COVID-19 data from several sources while 
sheltering in place. The COVID-19 daily updates have report-
ed on data elements that include tests conducted, cases con-
firmed, positivity rates, ICU beds and ventilator needs, and the 
numbers of patient deaths and recoveries. Some calculate a raw 
fatality rate (% of deaths/# of confirmed cases) as an indicator, 
but that has significant limitations. The number of confirmed 
cases depends on the extent of each country’s testing program 
and the scope varies widely. The author believes that the most 

important key performance indi-
cator (KPI) of a country’s effec-
tiveness in combating the pandemic will be an outcome mea-
sure - the fatality rate per 100,000 residents. 

 Using COVID-19 data 
from the World Health Or-
ganization (WHO), I fo-
cused on the performance 
of the 37 member coun-

tries of the Organisation for Economic Co-operation and De-
velopment (OECD) as of April 30. With a total population 
of 1.3 billion, the 37 OECD member nations had recorded 
200,646 fatalities. Chart 1 illustrates the current results for 20 
of the member countries. Data for all 37 countries are con-
tained in Table 2 - COVID-19 Confirmed Cases and Fatalities, 
4/30/2020.

The range of results among the world’s most developed 
economies is shocking. Four countries (Australia, Japan, Korea 
and New Zealand) were able to stop the virus in its tracks with 
fewer than one death per 100,000 residents. At the other ex-
treme, five European countries (Belgium, France, Italy, Spain 
and the United Kingdom) are experiencing fatality rates of 
more than 30 deaths per 100,000 residents. With a current 
fatality rate of 19.4 deaths per 100,000 residents, the U.S. sits 
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The range of results among the world’s most developed economies is shocking. Four countries (Australia, Japan, 
Korea and New Zealand) were able to stop the virus in its tracks with fewer than one death per 100,000 
residents. At the other extreme, five European countries (Belgium, France, Italy, Spain and the United Kingdom) 
are experiencing fatality rates of more than 30 deaths per 100,000 residents. With a current fatality rate of 19.4 
deaths per 100,000 residents, the U.S. sits in 29th place. Were I a college professor grading on a curve, America 
would receive a “C-” grade.  Among the largest Western Europe nations, only Germany earns a “B” grade at 7.8 
per 100,000. With fatality rates per 1,000 ranging from 37.5 to 52.2 per 100,000 residents, France, Italy, Spain 
and the United Kingdom are at the bottom of the barrel. 

Public health experts, doctoral candidates and Congressional Committees will spend the next several years 
conducting post-mortem dissections of the COVID-19 pandemic. I will leave the second-guessing to them and 
limit my comments to four countries that earned an “A” grade and the U.S. response, then discuss briefly about 
what the new normal might look like.  

Lessons from the “A” Nations 

Among the OECD’s 37 member nations, densely populated Japan and Korea and sparsely populated Australia 
and New Zealand clearly stand at the head of the class. Why were these four countries, with differing cultures 
and governance, able to prevent COVID-19 from reaching epidemic proportions? Did Japan and Korea’s 
proximity to China and their Oriental culture play a role? Did Australia and New Zealand’s location in the 
Southern Hemisphere where it was summer affect their results?  

Korea’s first confirmed COVID-19 case on January 21 coincided with the U.S.’s first case. How did this country of 
50.4 million succeed in quickly flattening the curve? The key steps taken were: intervene fast, before it’s a crisis; 
test early, often and safely; implement contact tracing, isolation and surveillance; and enlist the public’s help. 
Korea’s highest daily new cases occurred on 2/29 and have been dropping since. 

In protecting its 127.3 million residents, Japan acted quickly to prevent an influx of cases from overseas. On 
February 3, it barred the entry of people who had a history of traveling to Hubei province, or Chinese nationals 
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in 29th place. Were I a college professor grading on a curve, 
America would receive a “C-” grade.  Among the largest West-
ern Europe nations, only Germany earns a “B” grade at 7.8 per 
100,000. With fatality rates per 1,000 ranging from 37.5 to 
52.2 per 100,000 residents, France, Italy, Spain and the United 
Kingdom are at the bottom of the barrel.

Public health experts, doctoral candidates and Congressional 
Committees will spend the next several years conducting post-
mortem dissections of the COVID-19 pandemic. I will leave 
the second-guessing to them and limit my comments to four 
countries that earned an “A” grade and the U.S. response, then 
discuss briefly about what the new normal might look like. 

Lessons from the “A” Nations
Among the OECD’s 37 member nations, densely populated 

Japan and Korea and sparsely populated Australia and New 
Zealand clearly stand at the head of the class. Why were these 
four countries, with differing cultures and governance, able to 
prevent COVID-19 from reaching epidemic proportions? Did 
Japan and Korea’s proximity to China and common aspects 
of their cultures play a role? Did Australia and New Zealand’s 
location in the Southern Hemisphere where it was summer 
affect their results? 

Korea’s first confirmed COVID-19 case on January 21 
coincided with the U.S.’s first case. How did this country of 
50.4 million succeed in quickly flattening the curve? The key 
steps taken were: intervene fast, before it’s a crisis; test early, 
often and safely; implement contact tracing, isolation and 
surveillance; and enlist the public’s help. Korea’s highest daily 
new cases occurred on 2/29 and have been dropping since.

In protecting its 127.3 million residents, Japan acted 
quickly to prevent an influx of cases from overseas. On 
February 3, it barred the entry of people who had a history of 
traveling to Hubei province, or Chinese nationals with a Hubei 
province-issued passport. A month later, the entry restrictions 
were expanded to include people from certain regions of South 
Korea, Italy, and Iran as well as two-week quarantines for all 
visitors coming from China and South Korea. Japan’s central 
policy has been to focus on providing medical attention to 
those who are severely ill in order to prevent the nation’s health 
care infrastructure from becoming overwhelmed, and to do 
extensive contact tracing to identify infection clusters.

With fewer ICU beds per capita than hard-hit Italy, New 
Zealand had to act decisively and fast after its first case of 
coronavirus was confirmed on February 28. Prime Minister 
Jacinta Ardern announced on March 14 that anyone entering 
the country would need to self-isolate for two weeks, then on 
March 19 banned foreigners from entering the country. On 
March 23, when Ardern announced that the country of 4.5 
million was going into lockdown, there were 102 confirmed 

cases -- and no deaths. Since April 1, there has been only one 
new confirmed case.

Following global criticism of his handling of Australia’s 
wildfires last Fall, Prime Minister Scott Morrison’s response 
to the pandemic has largely centered on shutting its borders, 
limiting public gatherings and conducting large-scale testing 
and contact tracing. Social gatherings of more than two people 
were also forbidden and leaving the house is permitted only 
for essential reasons like buying food and exercising. Travelling 
overseas is banned, foreigners are not allowed to enter the 
country, and Australians who return from other countries are 
kept in mandatory quarantine at specially designated hotels for 
two weeks. Australia also launched an app to track COVID-19 
cases among its 23.5 million residents that may help to speed 
up the process of easing social distancing measures.

How do the U.S. Results Stack Up?
At 19.4 fatalities per 100,000 residents, the U.S. is 29th out 

of the 37 OECD member nations compared with the OECD 
average of 15.3 fatalities per 100,000 residents. 

Four years ago, I wrote a series of articles, “American 
Healthcare: Worst Value in the Developed World?” that examined 
the following paradox: America has the best-equipped hospitals 
and most thoroughly trained physicians in the world, spends a 
higher percentage of GDP on healthcare, yet according to the 
Commonwealth Fund, delivers “High cost care of mediocre 
quality.” The articles compared 22 OECD member countries 
with differing approaches to universal healthcare and found 
that, in the aggregate, countries with government funded 
single payer systems produced the best outcomes on four key 
health indicators: life expectancy at birth, both sexes, infant 
mortality rate, child mortality rate  and adult mortality rate. 
Next, the series moved on to compare the U.S. with three 
major industrialized countries with characteristics similar to 
the United States – Germany, France and the United Kingdom 
(UK) – to explore some of the underlying reasons for the 
disparity between America and its OECD counterparts. Table 
1, on next page, displays healthcare spending and key health 
indicators for the four countries. 

With the best-equipped hospitals and most thoroughly 
trained physicians in the world, America excels at treating and 
curing illnesses. However, it lacks the robust commitment to 
public health and prevention of France, Germany and the UK. 
Despite that commitment, France and the UK have not fared 
well during the stress test of the global pandemic with fatality 
rates per 100,000 of 37.5 and 41.0, respectively. Germany has 
fared far better at 7.8 per 100,000.

How has Germany done so well? In her 4/4/20 article in the 
New York Times (A German Exception? Why the Country’s 

continued from page 29
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Coronavirus Death Rate Is Low)1, Katrin Bennhold asserted 
that a key reason for the low fatality rate is that Germany has 
been testing far more people, catching many with few or no 
symptoms.  Charité Hospital in Berlin developed a test mid-
January, posted the formula online and laboratories throughout 
the country built up a stock of test kits. Germany’s public 
health system has 34 ICU beds per 100,000 residents, more 
than double the OECD average of 15.9, so surge capacity was 
not an issue. 

Germany has had universal healthcare since 1883 and 
achieved full interoperability in 2008. Medical insurance is 
mandatory, and Germans can choose from more than 100 not-
for-profit insurance plans. There is a government buy-in for 
low income and unemployed.

However, to many, the “secret sauce” in Germany’s low 
mortality rate has been the leadership of Chancellor Angela 
Merkel, a scientist by training, who has communicated 
clearly, calmly and regularly throughout the crisis. Prof. Hans-
Georg Kräusslich, head of virology at University Hospital in 
Heidelberg, summed it up: “Maybe our biggest strength in 
Germany is the rational decision-making at the highest level 
of government combined with the trust the government enjoys 
in the population.” 

Although well behind Germany’s fatality rate, the U.S. has 
produced better results than France or the UK thus far. In his 
4/1/20 BBC News article (Coronavirus: Things the US has 
got wrong - and got right)2, Anthony Zurcher first cited the 
following mistakes:

• Testing delays due to the administration’s disregard of
 pandemic response plans and failure to staff its public
 health bureaucracy;
• Medical supply shortages (masks, gloves, gowns and
 ventilators) due both to the government’s failure to

 maintain the stockpile and failure to move quickly when
 the crisis became apparent;
• Messaging “whiplash” and political squabbles, down-
 playing the threat during January and February; and
• Social distancing failures like the packed Florida beaches
 during spring break.
On a more positive note, Zurcher cited strong state 

leadership with many governors “taking decisive early steps 
to close schools and issue shelter in place orders.” He also 
cited America’s research firepower and its ability to devise new 
strategies to defeat the pandemic including rapid-response 
tests, vaccine development and treatment options. Although 
swamped by the pandemic surge, the New York City Metro 
healthcare industry has been learning on the fly. Successes to 
date include development of the Rutgers Saliva Test for the 
SARS-CoV-2 virus that received emergency use authorization 
from the FDA on 4/13. Using easy-to-collect saliva samples 
instead of the more difficult deep nose swabs reduces the need 
for health care workers to wear and discard precious gowns and 
masks.

Other promising developments include the use of conva-
lescent plasma (CP) therapy in severe COVID-19 patients and, 
most recently, preliminary data showing that remdesivir speeds 
up the recovery of some COVID-19 patients: median time 
to recovery was 11 days for patients treated with remdesivir 
compared with 15 days for those who received placebo.

Additional efforts are identifying which symptomatic 
patients are more likely to progress to acute respiratory distress 
syndrome (ARDS), a type of lung failure identified in the 2003 
outbreak of the SARS coronavirus. Many patients seeking 
treatment are in worse shape than they realize. Their blood 
oxygen saturation levels are exceedingly low although they 

continued from page 30
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from entering the country. On March 23, when Ardern announced that the country of 4.5 million was going into 
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Following global criticism of his handling of Australia’s wildfires last Fall, Prime Minister Scott Morrison’s 
response to the pandemic has largely centered on shutting its borders, limiting public gatherings and conducting 
large-scale testing and contact tracing. Social gatherings of more than two people were also forbidden and 
leaving the house is permitted only for essential reasons like buying food and exercising. Travelling overseas is 
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track COVID-19 cases among its 23.5 million residents that may help to speed up the process of easing social 
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How do the U.S. Results Stack Up? 

At 19.4 fatalities per 100,000 residents, the U.S. is 29th out of the 37 OECD member nations compared with the 
OECD average of 15.3 fatalities per 100,000 residents.  

Four years ago, I wrote a series of articles, “American Healthcare: Worst Value in the Developed World?” that 
examined the following paradox: America has the best-equipped hospitals and most thoroughly trained 
physicians in the world, spends a higher percentage of GDP on healthcare, yet according to the Commonwealth 
Fund, delivers “High cost care of mediocre quality.” The articles compared 22 OECD member countries with 
differing approaches to universal healthcare and found that, in the aggregate, countries with government 
funded single payer systems produced the best outcomes on four key health indicators: life expectancy at birth, 
both sexes, infant mortality rate, child mortality rate  and adult mortality rate.  

Next, the series moved on to compare the U.S. with three major industrialized countries with characteristics 
similar to the United States – Germany, France and the United Kingdom (UK) – to explore some of the 
underlying reasons for the disparity between America and its OECD counterparts. Table 1, below, displays 
healthcare spending and key health indicators for the four countries.  

Table 1 - Healthcare Spending and Key Health Indicators, France, Germany, UK and U.S. 
       

Healthcare 
% of GDP - 

2013 (2) 

Health 
Spending per 
Capita, 2011 

(3) Country 
Type of Universal 
Health Care (1) 

Life Expectancy 
@ Birth, both 

sexes 2012 (4) 

Infant Mortality 
Rate per 1000, 

2012 (4) 

Child Mortality 
Rate, per 

1000, 2012 (4) 
10.9 $4,111  France Two-Tier 82 3 4 
11.0 $4,495  Germany Insurance Mandate 81 3 4 
8.5 $3,405  United Kingdom Single Payer 81 4 5 
16.4 $8,508  United States None 79 6 7 

 
1. Modern Healthcare, February 8, 2016, p. 34   
1. Modern Healthcare, February 8, 2016, p. 34
2. OECD Health Statistics, 2015, FOCUS. on Health Spending, July 2015
3. Commonwealth Fund, 2014, “Mirror, Mirror on the Wall: How the U.S. Health Care System Compares Internationally”
4. World Health Statistics, 2014, PART III, Global Health Indicators, WHO
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are hardly gasping for breath, a condition known as “silent 
hypoxia.” Home use of a pulse oximeter can detect lower blood 
saturation levels so that treatment can begin earlier.
The COVID-19 pandemic is neither a sprint nor a marathon, 
but an ultra-marathon. Fatality rates per 100,000 residents 
will continue to rise until an effective vaccine is developed 
and enough doses administered to attain herd immunity to 
the SARS-CoV-2 virus. Until then, I am confident that the 
combination of the world’s best equipped hospitals and most 
thoroughly trained physicians will continue to minimize the 
number of American deaths resulting from this insidious virus.

About the Author:
 John J. Dalton, FHFMA, Senior Advisor Emeritus at BESLER and 
Executive Director of the Healing American Healthcare Coalition, 
is a former Chapter President, National Board member, and 
HFMA’s 2001 Morgan Award winner for lifetime achievement 
in healthcare financial management, the only New Jersey Chapter 
leader to receive that honor.  He serves on the Finance Committee 
at Children’s Specialized Hospital and was named 2017 Hospital 
Trustee of the Year by NJHA.  Feel free to contact him with your 
thoughts and comments at jjdalton1@verizon.net.

Footnotes:
1https://www.nytimes.com/2020/04/04/world/europe/ger-

many-coronavirus-death-rate.html
2https://www.bbc.com/news/world-us-
canada-52125039
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Table 2 – COVID-19 Confirmed Cases and Fatalities, 4/30/2020 

Confirmed 
Cases (1) 

Fatalitie
s (1) 

Fatality 
Rate (%) 

37 OECD 
Countries Population (2) Cases per 

100,000 
Fatalities 

per 100,000 
14,088  415  2.9% Japan 127,298,000  11.1  0.3 

6,746  90  1.3% Australia 23,491,000  28.7  0.4 
1,391  22  1.6% Slovak Republic 5,415,949  25.7  0.4 
1,129  19  1.7% New Zealand 4,509,000  25.0  0.4 

10,765  247  2.3% South Korea 50,423,000  21.3  0.5 
5,949  269  4.5% Colombia 49,650,000  12.0  0.5 

849  15  1.8% Latvia 1,920,000  44.2  0.8 
14,885  216  1.5% Chile 17,556,820  84.8  1.2 

2,576  139  5.4% Greece 11,090,000  23.2  1.3 
16,752  1,569  9.4% Mexico 118,395,100  14.1  1.3 

1,375  45  3.3% Lithuania 2,794,329  49.2  1.6 
12,640  624  4.9% Poland 38,533,790  32.8  1.6 

7,579  227  3.0% Czech Republic 10,524,820  72.0  2.2 
2,775  312  11.2% Hungary 9,886,774  28.1  3.2 
1,797  10  0.6% Iceland 310,013  579.7  3.2 
4,906  206  4.2% Finland 5,440,000  90.2  3.8 
1,666  50  3.0% Estonia 1,320,174  126.2  3.8 
7,667  202  2.6% Norway 5,137,000  149.3  3.9 

117,589  3,081  2.6% Turkey 76,054,620  154.6  4.1 
1,418  89  6.3% Slovenia 2,061,623  68.8  4.3 

15,782  212  1.3% Israel 4,609,600  342.4  4.6 
15,364  580  3.8% Austria 8,468,570 181.4  6.8 

159,119  6,288  4.0% Germany 80,645,810  197.3  7.8 
9,008  443  4.9% Denmark 5,614,932  160.4  7.9 

50,363  2,904  5.8% Canada 34,880,490  144.4  8.3 
24,505  973  4.0% Portugal 10,457,300  234.3  9.3 

3,769  89  2.4% Luxembourg 530,946  709.9  16.8 
29,324  1,407  4.8% Switzerland 7,912,398  370.6  17.8 

1,062,492  61,931  5.8% United States 318,857,000  333.2  19.4 
20,302  2,462  12.1% Sweden 9,609,000  211.3  25.6 
20,253  1,190  5.9% Ireland 4,609,000  439.4  25.8 
38,802  4,711  12.1% Netherlands 16,804,430  230.9  28.0 

127,066  24,054  18.9% France 64,062,000  198.3  37.5 
165,225  26,097  15.8% United Kingdom 63,650,000  259.6  41.0 
203,591  27,682  13.6% Italy 61,178,360  332.8  45.2 
212,917  24,275  11.4% Spain 46,464,000  458.2  52.2 

47,859  7,501  15.7% Belgium 11,128,250 430.1  67.4 
2,440,283 200,646 8.2% Total OECD  1,311,294,098 186.1  15.3 
3,235,276 229,669 7.1% Global Total    

       

Data Sources:
1. World Health Organization, CDC
2. Organisation for Economic Co-operation and 
    Development
Data are as of 4/30, the day that the federal govern-
ment's "Stay at Home" order expired.
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The Doctor Will “See” 
You Now
The Temporary Expansion of 
Telehealth Services During the 
COVID-19 Pandemic        

by  John W. Kaveney 

John Kaveney

With the spread of the COVID-19 virus across the Unit-
ed States, both the federal government and many individual 
states, including New Jersey, have relaxed statutory and regula-
tory restrictions on telehealth services. These efforts have al-
lowed health care providers the ability to remotely treat pa-
tients thereby ensuring access to medical care while limiting 
the exposure risk for the general public and those that treat 
them. While healthcare providers have been put on notice that 
these changes are only temporary and in effect for the duration 
of the public health emergency, it is possible this could be a 
glimpse into the future of the delivery of healthcare.

Expansion of Medicare Telehealth Services by the Federal 
Government

On March 17, 2020, the federal Department of Health 
and Human Services (HHS), through its Centers for Medicare 
and Medicaid Services (CMS) and Office of Civil Rights 
(OCR), took action to expand telehealth benefits for Medicare 
beneficiaries while also exercising its enforcement discretion 
and, effective immediately, waiving penalties for providers 
using telehealth in the event of noncompliance with the 
regulatory requirements under the Health Insurance Portability 
and Accountability Act (HIPAA).

Under this temporary expansion of permitted telehealth 
services, CMS has permitted Medicare to pay for office, hospital 
and other visits furnished via telehealth regardless of where they 
are accessed across the country, including in the patient’s own 
home.1  This change is a significant expansion of the federal 
telehealth law, which has historically restricted Medicare 
reimbursement for telehealth services to persons receiving 
care in designated remote rural areas where healthcare access 
is limited, and only when the patients leave their homes to 
travel to a clinic, hospital or specific type of medical facility for 
the care.2 With these changes, providers are now able to reach 

a much broader population of patients right in their homes. 
Thus, while telehealth was historically limited only to remote 
areas where access to care was a challenge, its recent expansion 
evidences the government's effort to provide practical access to 
care while limiting exposure risks.  

In its website posting, CMS emphasizes the three types 
of virtual services for which it will now permit Medicare 
reimbursement.

1. Medicare Telehealth Visits – This is a broad category 
which includes office and hospital visits along with 
other services generally provided in-person. CMS em-
phasized the broad range of practitioners able to utilize 
these types of visits including physicians, nurse practi-
tioners, physician assistants, nurse midwives, certified 
nurse anesthetists, clinical psychologists, clinical social 
workers, registered dietitians and nutrition profession-
als. CMS though made clear that for such visits to be 
reimbursable they must utilize a real-time interactive 
audio and video telecommunications system. Finally, 
CMS indicated that while the law requires a patient to 
have a prior established relationship with a practitio-
ner to utilize telehealth services, HHS will not be con-
ducting audits to confirm prior established relation-
ships existed during this public health emergency.3 

2. Virtual Check-Ins – These encounters are considered 
more brief communications that may occur via tele-
phone or exchange of information through video or 
images that are initiated by the patient. CMS will re-
imburse these communications as a means of helping 
to avoid a patient making an unnecessary trip to the 
doctor’s office. CMS emphasized these patients must 
be established with the physician and the communica-
tion must not be related to a medical visit within the 

continued on page 34
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 previous seven days and cannot lead to a medical visit 
 within 24 hours of the virtual check-in (or soonest ap-
 pointment available). Moreover, the patient must ver-
 bally consent to the virtual check-in services and gen-
 erally the Medicare coinsurance and deductible will
 apply to these services.4

3. E-Visits – Established Medicare patients may have 
non-face-to-face patient-initiated communications 
with their doctors without going to the doctor’s of-
fice by utilizing online patient portals. Once again, 
the patient must initiate the inquiry. And, the com-
munications can occur over a seven-day period if nec-
essary. Medicare coinsurance and deductibles would 
also apply to these services. CMS has provided guid-
ance that these services may be billed using CPT codes 
99241-99243 and HCPCS codes G2061-G2063, as 
applicable. Further, Medicare Part B will also pay for 
E-Visits or patient-initiated online evaluation and 
management conducted via a patient portal.5

Furthermore, CMS announced that the HHS Office of the 
Inspector General (OIG) will provide flexibility to healthcare 
providers to reduce or even waive cost-sharing for telehealth 
visits paid by federal healthcare programs despite the poten-
tial anti-kickback, and other, legal ramifications of such ac-
tions.6 Once again, this is a significant divergence from his-
torical practices as it has been the government’s position that 
a practitioner who routinely waives cost-sharing obligations of 
patients runs the risk of violating the Anti-Kickback statute or 
otherwise illegally incentivizing patients to utilize a particular 
practitioner because of the financial benefit to the patient of 
no out-of-pocket payments. This change further underscores 
the focus of the federal government on ensuring patients can 
obtain the medical care they need regardless of the potential 
unintended consequences that might result. 

For additional information, CMS has provided a frequently 
asked questions page on its website to further explain its tele-
health expansion.7 

To help encourage providers to utilize these expanded tele-
health services and avoid the need for patients to visit health-
care offices and facilities, on March 17, 2020, OCR advised 
it would immediately stop imposing penalties on providers 
utilizing telehealth in the event of a potential noncompliance 
with the numerous HIPAA regulatory requirements.8 HIPAA 
includes an expansive set of federal regulations that governs 
how the health information of patients must be secured to en-
sure it is not improperly disclosed to third-parties.9 The re-
quirements are significant and therefore practitioners who are 
generally less familiar with telehealth technology would almost 
certainly run afoul of one requirement or another despite their 

best intentions to comply. Thus, this announcement by OCR 
alleviates that concern and allows providers the ability to offer 
these services without fear of penalties. 

One of the most critical aspects of the relaxation of the 
HIPAA requirements is the ability of providers to use general 
commercial video and audio software, such as Apple FaceTime, 
Facebook Messenger, Google Hangouts or Skype, to provide 
the telehealth services without the risk that OCR will seek to 
impose a HIPAA penalty given the potential lack of sufficient 
security of these video technologies.10

However, while OCR has relaxed its enforcement efforts, 
it has expressly advised against providers utilizing Facebook 
Live, TikTok, Twitch and other public communications soft-
ware as a means of providing telehealth services to patients. By 
doing so, OCR has made a clear point that while it will relax 
its standards, it does not want providers utilizing technologies 
that place patient interactions overtly in the public space. In 
other words, there must be at least some effort at maintaining 
privacy and confidentiality. OCR has also recommended, but 
not mandated, that providers utilizing commercial software 
programs notify patients of the potential security risks along 
with attempting, to the extent possible, to secure HIPAA busi-
ness associate agreements with the technology companies who 
offer the software. These suggestions are intended to provide 
an additional layer of protection for, and disclosure to, pa-
tients.11

Expansion of Telemedicine and Telehealth Services in New 
Jersey

The state government here in New Jersey has also taken 
action to expand telehealth and telemedicine services12 to help 
limit patient and practitioner exposure to the COVID-19 vi-
rus. On March 19, 2020, Governor Phil Murphy signed two 
telehealth/telemedicine bills that were passed by the Legisla-
ture, Assembly Bills A-3860 and A-3843.   

Assembly Bill A-3860 authorizes the use of telemedicine by 
both New Jersey licensed practitioners and out-of-state prac-
titioners, when provided in accordance with the standard of 
care, regardless of whether rules and regulations had been pro-
mulgated by the various licensing boards to the contrary. Per 
the bill, unless a practitioner has a preexisting provider-patient 
relationship, the telemedicine services must be limited to those 
related to screening for, diagnosing, or treating COVID-19. 
However, if a preexisting provider-patient relationship does ex-
ist, then a practitioner is able to provide a much broader range 
of services. Further, the amount charged by a practitioner for 
services provided using telemedicine or telehealth pursuant to 
the bill must be reasonable and consistent with the ordinary 
fees typically charged for those services.13

continued on page 35
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To ensure payment for these expanded telehealth/telemedi-
cine services, Assembly Bill A-3843 was signed into law and 
requires health insurance carriers, employee health benefit 
programs, and Medicaid to provide coverage for expenses re-
lating to tests for COVID-19 and delivery of telehealth and 
telemedicine services provided in accordance with the New 
Jersey telemedicine and telehealth statute (N.J.S.A. 45:1-61, 
et seq.). The legislation also makes clear that there will be no 
cost-sharing imposed on the patient for these services. And, as 
with Assembly Bill A3860, this bill will remain in effect during 
the pendency of the state public health emergency.14

Through the above, every effort is being made on the 
federal and state levels to allow healthcare to continue being 
provided to patients while limiting exposure risks to the CO-
VID-19 virus. Many who have worked in telehealth would ar-
gue these expansions and relaxations of the laws are overdue 
given the changing virtual world we live in. While both federal 
and state governments have expressly indicated these changes 
are only temporary while we fight the current pandemic, the 
longer they are in place the greater the call will likely be to 
maintain these new norms of providing healthcare to patients. 
Only time will tell whether we will look back one day on these 
changes as the tipping point toward a shift to greater remote 
virtual medical care. 

About the Author
John W. Kaveney is a Partner in the Healthcare Department at 
Greenbaum, Rowe, Smith & Davis LLP. He represents a broad 
range of healthcare clients and his practice includes work on 
matters concerning Medicaid and Medicare reimbursement, 
corporate compliance, fraud and abuse issues, HIPAA compliance 
and breach notifications, civil litigation and general healthcare 
regulatory matters. John Kaveney can be reached at jkaveney@
greenbaumlaw.com.

Footnotes
1https://www.cms.gov/newsroom/fact-sheets/medicare-tele-
medicine-health-care-provider-fact-sheet
2See 42 U.S.C. 1395m(m)
3https://www.cms.gov/newsroom/fact-sheets/medicare-tele-
medicine-health-care-provider-fact-sheet
4Id. 
5Id. 
6Id.
7https://edit.cms.gov/files/document/medicare-telehealth-fre-
quently-asked-questions-faqs-31720.pdf
8https://www.hhs.gov/hipaa/for-professionals/special-topics/
emergency-preparedness/notification-enforcement-discretion-
telehealth/index.html
9P.L.  104-191; 45 C.F.R. 160.101 et seq., 45 C.F.R. 164.102 
et seq., and 45 C.F.R. 164.500 et seq.
10https://www.hhs.gov/hipaa/for-professionals/special-topics/
emergency-preparedness/notification-enforcement-discretion-
telehealth/index.html
11Id.
12Telemedicine refers specifically to remote clinical services 
whereas telehealth can refer to a broader ranch of remote 
healthcare services including both clinical and non-clinical ser-
vices.
13A3860 - https://www.njleg.state.nj.us/2020/Bills/A4000/
3860_I1.PDF
14A3843 - https://www.njleg.state.nj.us/2020/Bills/A4000/
3843_I1.PDF

Watch for updates on all of these events,

or visit the Chapter website at hfmanj.org
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Combating EVALI Through 
Appropriate Data Capture

by Amber Owens, RHIA, CICA, CCS

Amber Owens
During the current pandemic crisis, much of our attention 

to major healthcare issues has been turned away, with a renewed 
focus on surviving the day-to-day challenges of COVID-19. 
However, it is more important than ever that we continue our 
pursuit to understand the big picture in patient health, spe-
cifically that our daily habits, whether good or bad, impact our 
ability to maintain good health. The widespread problem of 
vaping continues to impact patient health in significant ways. 
The Centers for Disease Control and Prevention (CDC) is re-
porting as of February 18, 2020, a total of 2,807 hospitalized e-
cigarette or vaping product use-associated lung injury (EVALI) 
cases in the 50 states, the District of Columbia, and two U.S. 
territories (Puerto Rico and U.S. Virgin Islands).  According to 
an article published by the New Jersey Hospital Association’s 
Center for Healthcare Analytics, Research and Transformation 
(CHART), New Jersey hospital claims data indicates hospital-
izations for e-cigarette usage starts at age 11, and peak e-ciga-
rette use happens between the ages of 18-24.  E-cigarettes work 
by heating a liquid to produce an aerosol that users inhale into 
their lungs. The liquid can contain various chemicals, includ-
ing nicotine, tetrahydrocannabinol (THC) and cannabinoid 
(CBD) oils, and other substances, flavorings, and additives.  
This is concerning when combining the threat of EVALI and 
COVID-19, because vaping liquids can impair the immune 
function of the lung cells, making patients more susceptible to 
lung infections (Cleveland Clinic 2020).  

In an effort to completely understand the impact of vaping 
on our communities, it is critical that clinicians document con-
sistently and coders accurately capture the presence of e-ciga-
rette usage in a patient’s record and use the recommended codes 
for vaping.  On October 17, 2019, the CDC published the 
ICD-10-CM Official Coding Guidelines Supplement, Cod-
ing encounters related to E-cigarette or Vaping Product Use.  
For the purposes of correct data capture, documentation for 
e-cigarettes can include the use of vapes, e-hookahs, vape pens, 
tank systems, mods, and electronic nicotine delivery systems 
(ENDS).  Specifically, for vaping of nicotine, coders should as-
sign code F17.29-, Nicotine dependence, other tobacco prod-
ucts, adding that ENDS are non-combustible tobacco prod-
ucts. To complete the F17.29- codes, coders need to add a 6th 
character from this list:

•	 1, uncomplicated
•	 2, in remission
•	 3, with withdrawal
•	 8, with other nicotine-induced disorders
•	 9, with unspecified nicotine-induced disorders

In addition to this guidance, a new International Classifi-
cation of Diseases, Tenth Revision (ICD-10) emergency code 
has been established by the World Health Organization. U07.0, 
Vaping-related disorder, has been implemented by the Centers 
for Disease Control and Prevention’s National Center for Health 
Statistics (CDC/NCHS) into the International Classification of 
Diseases, Tenth Revision, Clinical Modification (ICD-10-CM), 
effective April 1, 2020. New code U07.0, Vaping-related dis-
order, is used for dabbing related lung damage and injury, e-
cigarette or vaping product use associated lung injury [EVALI], 
electronic cigarette related lung damage, and electronic cigarette 
related lung injury. Physicians should also document any clinical 
manifestations associated with EVALI so that coders can cap-
ture the severity of illness caused by the disease. Coders should 
capture additional codes to identify manifestations, such as 
abdominal pain (R10.84), acute respiratory distress syndrome 
(J80), diarrhea (R19.7), drug-induced interstitial lung disorder 
(J70.4), lipoid pneumonia (J69.1) and weight loss (R63.4).

Managing several health crises occurring at the same time 
is taxing even the most seasoned professionals. Whether it is 
COVID-19, EVALI, or another community health threat, it is 
essential to continue to educate staff and share important infor-
mation with your clinicians, physician advisors, clinical docu-
mentation improvement specialists, coders, and other revenue 
cycle and health information professionals.  It is only through 
our combined efforts can we hope to mitigate the impact of 
vaping on the health of our communities. Complete documen-
tation and accurate coding are the keys to educating the public 
and combating EVALI.  

About the author
Amber Owens has been a healthcare professional for 20 years fo-
cusing on improving health information, revenue cycle manage-
ment, and compliance at health systems across New Jersey. She 
presently holds the position of Director of Health Information 
Services at the New Jersey Hospital Association. Amber can be 
reached at AOwens@NJHA.com.



Elizabeth G. Litten, Esq.
Partner and HIPAA Privacy & Security Officer 
609.895.3320  |  elitten@foxrothschild.com

Princeton Pike Corporate Center
997 Lenox Drive, Building 3
Lawrenceville, NJ 08648

www.foxrothschild.com

800 attorneys  |  21 offices nationwide

Fox Rothschild’s health law attorneys help 
clients meet the challenges of a continually 
transforming health care system.

Known for our client responsiveness and 
agility in problem solving, we offer practical, 
cost-effective solutions to regulatory and 
business risks.

“Everything is theoretically impossible, 
until it is done.” - Robert A. Heinlein



www.besler.com/RI

Only 1/3 of the nation’s hospital
leaders believe DRG optimization 
is a solved problem*
While current technology solutions identify many coding issues,
we’ve proven there is still room to optimize revenue potential. 

No costly software implementations. 
No learning curves. 
No hassles.
Only results.

BESLER combines best-in-class healthcare finance expertise with proprietary technology 

to help hospitals improve revenue integrity. Our dedicated service team pinpoints 

opportunities to optimize DRGs, enhancing revenue capture while lowering

compliance risks.

*Insights into Revenue Cycle Management,   HIMSS Media Research Report, sponsored
  by Besler, October 2018.


