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3656.
COMPUTER PROGRAMS SUPPLIED BY HCFA

3656.1
Medicare Code Editor (MCE).--

A.
Implementation Requirements.--The MCE edits claims to detect incorrect billing data.  In determining the appropriate DRG for a Medicare patient, the age, sex, discharge status, principal diagnosis, secondary diagnosis, and procedures performed must be reported accurately to the Grouper program.  The logic of the Grouper software assumes that this information is accurate.  The Grouper does not edit the data for accuracy.  Only where extreme inconsistencies occur in the patient information will a patient not be assigned to a DRG.  Therefore, use the MCE to improve the quality of information given to Grouper.

Process all inpatient Part A discharge/transfer bills for both PPS and non-PPS facilities (including waiver States, long-term care hospitals, and excluded units) through the MCE. Process claims that have been reviewed by the PRO prior to billing through the MCE only for edit types 1, 2, 3, 4, 7, and 12.  Bills not to process through the MCE include:

o
Where no Medicare payment is due (amounts reported by value codes l2, l3, l4, l5, or l6 equal or exceed charges).

o
Where no Medicare payment is being made.  Where partial payment is made, editing is required.

o
Where PRO reviewed prior to billing (code Cl or C3 in FL 24-30).  You may process these exceptions through the program and ignore development codes or bypass the program.

The MCE software contains multiple versions.  The version of the MCE accessed by the program depends upon the patient discharge date entered on the claim.  

B.
Bill System/MCE Interface.--Install MCE online, if possible, so that prepayment edit requirements identified in subsection C can be directed to hospitals without clerical handling.

The MCE needs the following data elements to analyze the bill:

o
Age;

o
Sex;

o
Discharge status;

o
Diagnosis (5);

o
Procedures (3); and

o
Discharge date.

MCE provides you an analysis of "errors" on the bill as described in subsection C.  Develop your own interface program to provide data to MCE and receive data from it.

The MCE Installation Manual describes the installation and operation of the program, including data base formats and locations.
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C.
Processing Requirements.--Follow these procedures for each error code.  Where bills are returned to the hospital, consider the bill improperly completed for control and processing time purposes.  (See §3600.1C.)

l.
Invalid Diagnosis or Procedure Code.--The MCE checks each diagnosis code, including the admitting diagnosis, and each procedure code against a table of valid ICD-9-CM codes.  If the recorded code is not in this table, the code is invalid.

For a list of all valid ICD-9-CM codes see International Classification of Diseases, 9th Revision, Clinical Modification (ICD-9-CM), January l979, Volume I (Diseases) and Volume 3 (Procedures). Return the claim and request a corrected bill with a valid diagnosis or procedure.  

2.
Invalid Fourth or Fifth Digit.--The MCE identifies any diagnosis code, including the admitting diagnosis or any procedure that requires a fourth or fifth digit, which is either missing or not valid for the code in question.

For a list of all valid fourth and fifth digit ICD-9-CM codes see International Classification of Diseases, 9th Revision, Clinical Modification (ICD-9-CM), January l979, Volume l (Diseases) and Volume 3 (Procedures).  Return the claim and request a corrected bill with a valid diagnosis or procedure.

3.
E-Code as Principal Diagnosis.--E-codes describe the circumstances that caused an injury, not the nature of the injury, and, therefore, are not principal diagnoses. E-codes are all ICD-9-CM diagnosis codes that begin with the letter E.  For a list of all E-codes, see International Classification of Diseases, 9th Revision, Clinical Modification (ICD-9-CM), January l979, Volume l (Diseases).  Return the claim and request a proper principal diagnosis on a corrected bill.

4.
Duplicate of PDX.--Any secondary diagnosis that is the same code as the principal diagnosis is identified as a duplicate of the principal diagnoses, because the secondary diagnosis may cause assignment to a complication/comorbidity DRG in error. Delete the secondary diagnosis from your bill record.  Continue processing without it.
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5.
Age Conflict.--The MCE detects inconsistencies between a patient's age and the diagnosis.  Examples of conflicts are:

o
A 5 year old patient with benign prostatic hypertrophy.

o
A 78 year old delivery.

In the above cases, the diagnosis is clinically impossible for a patient of the stated age. Therefore, either the diagnosis or age is presumed to be incorrect.  Four age code categories follow.

o
A subset of diganoses are intended only for newborns and neonates. These are identified as "Newborn" diagnoses.  For "Newborn" diagnoses the patient's age must be 0 years.

o
Certain diagnoses are only considered reasonable for children between the ages of 0 and l7.  These are "Pediatric" diagnoses.

o
Diagnoses identified as "Maternity" are only coded for patients between the ages of l2 and 55 years.

o
A subset of diagnoses is considered valid only for patients over the age of l4.  These are identified as "Adult" diagnoses.  For "Adult" diagnoses the age range is l5 through l24.

Addendum E, pages E-2-17, contains listings for each category.  The listings include both the ICD-9-CM diagnosis codes and the corresponding English descriptions.

If you edit online, return the bill and request a proper diagnosis or correction of age as applicable. If you edit in batch operations after receipt of the admission query response, use the age based on HCFA records and return bills that fail this edit.  Request a proper diagnosis.

6.
Sex Conflict.--The MCE detects inconsistencies between a patient's sex and the diagnosis or procedure on the patient's record.  Examples of a conflict are:

o
Male patient with cervical cancer (diagnosis).

o
Male patient with a hysterectomy (procedure).

In both instances, the indicated diagnosis or the procedure conflicts with the stated sex of the patient. Therefore, either the patient's diagnosis, procedure or sex is incorrect.

Addendum E, pages E-18-38 contain listings of male and female related ICD-9-CM diagnosis and procedure codes and the corresponding English descriptions.  Return the bill. Request a corrected bill with the proper sex, diagnosis, and procedure.
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7.
Manifestation Code As Principal Diagnosis.--These describe the manifestation of an underlying disease, not the disease itself, and therefore, cannot be a principal diagnosis.  Addendum E, pages E-39-41, contains listings of ICD-9-CM diagnoses identified as manifestation codes.  Return the bill.  Request a corrected bill with the diagnosis for the underlying condition.

8.
Nonspecific Principal Diagnosis.--A set of diagnosis codes, particularly those described as "not otherwise specified," are identified by the MCE as nonspecific diagnoses.  While these codes are valid according to the ICD-9-CM coding scheme, more precise codes can be used for the principal diagnosis.

A diagnosis is considered a nonspecific principal diagnosis only if the patient was discharged alive. Deceased patients often do not receive a complete diagnostic workup, thus, the specification of precise principal diagnosis may not be possible.

Addendum E, pages E-42-50, contains listings of ICD-9-CM diagnosis codes identified as "nonspecific" when used as principal diagnosis.

Do not develop before payment.  Count bills monthly by provider and analyze them to determine whether educational contacts are needed.  If the number of bills containing nonspecific coding exceeds l0 percent, contact the provider to discuss proper coding.

9.
Questionable Admission.--There are some diagnoses which are not usually sufficient justification for admission to an acute care hospital.  For example, if a patient is given a principal diagnosis of:

40ll Benign Hypertension

then this patient has a questionable admission, since benign hypertension is not normally sufficient justification for admission.

Addendum E, page E-51, contains a listing of ICD-9-CM diagnosis codes identified as "Questionable Admission" when used as principal diagnosis.

PROs review on a post-payment basis all questionable admission cases.  Where the PRO determines the denial rate is sufficiently high to warrent, it uses the PRS to accomplish prepayment review.  

Do not interrupt processing based upon MCE identification of questionable admission.

10.
Unacceptable Principal Diagnosis.--There are selected codes that describe a circumstance which influences an individual's health status but is not a current illness or injury; therefore, these codes are unacceptable as a principal diagnosis.  For example, Vl73 (Family History of Ischemic Heart Disease) is an unacceptable principal diagnosis.
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In a few cases, there are codes that are not unacceptable if a secondary diagnosis is coded.  If no secondary diagnosis is present for them, the message "requires secondary dx" appears.  Codes that follow this rule are indicated with an asterisk (*) in Addendum E, pages E-52-57.

The PRO reviews claims with diagnosis V57l, V572, V573, V5789 and V579 and a secondary diagnosis.

If these codes are identified without a secondary diagnosis, return the bill.  Request a secondary diagnosis that describes the origin of the impairment.  Return bills containing other "unacceptable principal diagnosis" codes.  Request a principal diagnosis that describes the illness or injury.

11.
Nonspecific O.R. Procedures.--A set of O.R. procedure codes, particularly those described as "not otherwise specified" are identified by the MCE as nonspecific. While these codes are valid according to the ICD-9-CM coding scheme, more precise codes must be used.  For example, 8020 (Arthroscopy NOS) is identified as a nonspecific O.R.procedure because the site is not specified by the code.  Codes 802l-8029 specify the precise site.

MCE reports the nonspecific O.R. procedure condition only if all the O.R. procedures performed have been coded as nonspecific.

Addendum E, page E-58, contains a listing of ICD-9-CM procedure codes identified as "Nonspecific O.R. Procedure."

Do not develop before payment.  Count bills monthly by provider for this exception. Analyze to determine whether educational contacts are needed.  If the number of bills containing nonspecific coding exceeds l0 percent, contact the provider to discuss proper coding.

12.
Noncovered O.R. Procedures.--There are some O.R. procedures for which Medicare does not reimburse.

Addendum E, page E-59, contains a listing of ICD-9-CM procedure codes identified as "Noncovered O.R. Procedure."

Return the bill.  Request the following appropriate action:

o
A no pay bill, 

o
A correction in the procedure code, or

o
A bill indicating the covered and noncovered procedures.  (See 





§3101.14.)

If the hospital indicates that there are covered and noncovered procedures, refer the bill to the PRO for prepayment review.  Upon receipt of the PROs response, either delete the noncovered procedures and charges or require the hospital to delete them.  Do not process the noncovered procedures through Grouper (see §3656.2) or the noncovered charges through Pricer.  (See §3656.3.)
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Do not return procedure code 375 without first checking to determine if the bill is from an approved heart transplant center.  (See §3613 where the bill is from an approved heart transplant center.)

13.
Open Biopsy Check.--Biopsies can be performed as open (i.e., a body cavity is entered surgically), or closed (percutaneously or endoscopically).  The DRG definitions assign different DRGs depending upon whether or not the biopsy was open.  In general, for most organ systems, open biopsies are performed infrequently.  

Effective October 1, 1987 there are revised biopsy codes that distinguish between open and closed biopsies.  It is no longer necessary to request O.R. reports for all open biopsy procedures identified in the MCE.  However, to make sure that hospitals are using the new ICD-9-CM codes correctly, request O.R. reports on a sample of 10 percent of claims with open biopsy procedures (see Addendum E) for review on a postpayment basis.

If the O.R. report reveals that the biopsy was closed (performed percutaneounsly, endoscopically, etc.) change the procedure code on the bill to the closed biopsy code and process an adjustment bill. Some biopsy codes (3328 and 5634) have two related closed biopsy codes, one for closed endoscopic and for closed percutaneous biopsies.  Assign the appropriate closed biopsy code after reviewing the medical information.  If the hospital's biopsy coding error rate exceeds 10 percent, place the hospital on prepayment review for these claims until its error rate is below 10 percent.

14.
Medicare as Secondary Payer - MSP Alert.--Addendum E, pages E-61-68, identifies situations that may involve automobile medical, no-fault or liability insurance. See §§34l9.5 and 3489.4B for processing instructions and tolerances.

15.
Bilateral Procedure.--There are certain codes that do not accurately reflect performed procedures in one admission on two or more different bilateral joints of the lower extremeties.  A combination of these codes show a bilateral procedure when, in fact, they could be single joint procedures (i.e., duplicate procedures).

If two more more of these procedures are coded, and the principal diagnosis is in MDC 8, they are flagged for post-pay development. Process the bill as coded but request an O.R. report.  If the report substantiates bilateral surgery, no further action is necessary. If the report does not substantiate bilateral surgery, prepare and process an adjustment bill. Code it appropriately.

If the error rate for any provider is sufficiently high, you may develop claims prior to payment on a provider-specific basis.

16.
Invalid Age.--A patient's age is usually necessary for an appropriate DRG determination.  If the age reported is not between 0 years and l24 years, the MCE assumes the age is in error.

Reenter the bill with the proper age.  If the beneficiary's age is established at over l24, reenter it with l23.
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17.
Invalid Sex.--A patient's sex is sometimes necessary for appropriate DRG determination.  The sex code reported must be either l (male) or 2 (female).

18.
Invalid Discharge Status.--A patient's discharge status is sometimes necessary for appropriate DRG determination.  Discharge status must be coded according to the HCFA-1450 conventions.

The following HCFA-1450 discharge status codes are considered valid by the MCE.

01
Home, self-care (routine)

02
Short term hospital

03
SNF

04
ICF

05
Other facility

06
Home health service

07
Left against medical advice

20
Died (or did not recover if CSCs are involved)

30
Still a patient

19.
Invalid Discharge Date.--An invalid discharge date is a discharge date that does not fall into the acceptable range of numbers to represent either the month, day or year (e.g., 13/03/87, 12/32/87).  If no discharge date is entered, it is also invalid.  When an invalid discharge date is entered, version 4.0 of the MCE automatically edits the claim.

3656.2
DRG GROUPER Program.--Pay for inpatient hospital services on the basis of a rate per discharge that varies according to the DRG to which a beneficiary's stay is assigned. Each DRG represents the average resources required to care for a case in that particular DRG relative to the national average of resources consumed per case.  The DRG weights used to calculate payment are in the PRICER DRGX file.

Use the GROUPER program to assign the DRG number.  GROUPER is the software that determines the DRG from data elements reported by the hospital.  This applies to all inpatient discharge/transfer bills received from both PPS and non-PPS facilities, including those from waiver States, long-term care hospitals, and excluded units.

The PRICER (PPSMAIN) driver program calls the correct GROUPER based upon the discharge date.  If you write your own driver program, access the correct GROUPER.  GROUPER does not determine the DRG price.  GROUPER input/output are specified below.  Determine the best place in your total system to place the GROUPER program.
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Input


Output
1.
Principal and up to eight other
1.
Major diagnostic 

diagnoses. 

category.

2. 
DRG number.

2.
Principal and up to five additional
3.
GROUPER return code procedures.(one position code indicating the action taken by the program).

3.
Age (at last birthday on admission
4.
Procedure code used in date, 
verified by the 0 trailer).

determining the DRG.  





4.
Sex (l=male, 2=female).
5.
Diagnosis code used in 





determining the DRG.

5.
Discharge destination.
6.
Secondary diagnosis used, if applicable, in determining DRG.

HCFA-l450 sex coding is M for male and F for female while GROUPER is l for male and 2 for female.  Discharge destination codes are similar except codes 20-29 are summarized as 20.  Calculate age at admission.  GROUPER needs age rather than date of birth.  

3656.3
PPS PRICER Program.--

A.
General Description.--HCFA provides a PRICER program to determine the price upon which to base payment under prospective payment.  A separate PRICER installation guide is provided.  Use the PRICER appropriate for the date of discharge.

The PRICER program relies upon your system to call the appropriate GROUPER depending upon the discharge date.  After the DRG is determined by GROUPER, your system calls the PRICER program.  PRICER determines the price to pay and prepares a report.

Four data files are included.  HCFA maintains three:

o
DRGX file -- contains DRG weights, average length of stay and outlier cutoff points.

o
MSAX file -- contains urban and rural wage indexes used in calculating payment. HCFA may request that you make interim changes to this file when index changes are issued for individual hospitals after issuance of PRICER for the period.

o
RATE file -- contains census division values and updating amounts used in calculating payment.

You maintain the provider-specific file, (PROV file).  This contains information about the facts specific to the provider that affect computations, e.g., effective dates for PPS, type of provider (for application of special computation rules), census division, MSA, adjusted cost per discharge, disproportionate share adjustment percentage, and capital data.
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PRICER also calculates the disproportionate share adjustment and adds it to the DRG payment.  Correct calculation depends upon the accuracy of related information you include in the PRICER PROV file.

The PRICER program applies the DRG relative weights, hospital urban or rural and census division location, provider-specific data, and beneficiary hospital data from the bill to determine the amount payable for each PPS discharge bill.

PRICER uses the Intern-to-Bed ratio in calculating the indirect teaching adjustment for operating costs for you to accumulate and use in related payments.  PRICER uses the intern-to-average daily census ratio to calculate the indirect teaching adjustment for capital costs.  Ensure that these ratios are available for PRICER to compute payment for teaching hospitals.  Include the ratios in your PROV file to ensure that cost outliers are not overpaid to your teaching hospitals.

PRICER does not calculate utilization days required for the PS&R, UNIBILL, CWF, or cost report. It does not determine the amount to pay after deduction for deductible, coinsurance, or the primary payment where Medicare is secondary.  Calculate the price and make adjustments to the price furnished before making payment.

See your PRICER implementation guide for information concerning PRICER processing reports, input parameters and data requirements.

B.
Provider-Specific File.--The PROV file contains needed information about each provider to enable the pricing software to calculate the payment amount.  Maintain the accuracy of the data in accordance with the following criteria.

Whenever the status of any element changes, prepare an additional record showing the effective date. For example, when a hospital's FY beginning date changes as a result of a change in ownership or other "good cause," make an additional record showing the effective date of the change.  

The format and data shown below are required by the PRICER program and by the provider-specific file you submit to HCFA every 3 months.  (See §3850.)  

File Position
Format
Title 
Description

1-8
X(8)
National Provider
Alpha-numeric 8 character Identifier (NPI)
provider number.

9-10
X(2)
NPI Filler
Blank.

11-16
X(6)
Provider Oscar No.
Alpha-numeric 6 character provider number.

17-24
9(8)
Effective Date
Must be numeric, CCYYMMDD.  This is the effective date of the provider's first PPS period, or for subsequent PPS periods, the effective date of a change to the PROV file.  If a termination date is present for this record, the effective date must be equal to or less than the termination date. 
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File Position
Format
Title 
Description

25-32
9(8)
Fiscal Year
Must be numeric, CCYYMMDD. 

Beginning Date
Month: 01-12

     
Day: 01-31

Year: Greater than 81, but not greater than current year.  Must be updated annually beginning October 1, 1991, to show the current year for PPS pricing purposes.

33-40
9(8)
Report Date
Must be numeric, CCYYMMDD. Date file created/run date of the PROV report for submittal to CO.

41-48
9(8)
Termination Date
Must be numeric, CCYYMMDD. Termination date in this context is the date on which the reporting intermediary ceased servicing the provider in question.  Must be zeros or contain a termination date.  Must be equal to or greater than the effective date.

49
X
Waiver Indicator
AN means not waived (under

PPS) and AY means waived (not

under PPS).

50-54
9(5)
Intermediary
Intermediary #

Number

55-56
X(2)
Provider Type
This identifies providers that require special handling. Enter the appropriate code:

Must be blank or 00, 02-08, 13‑18, 21-23, or 32-38.


00
or blanks = Short Term  Facility

02
Long Term

03
Psychiatric

04
Rehabilitation Facility

05
Pediatric

06
Hospital Distinct Parts

07
Rural Referral Center

08
Indian Health Service

13
Cancer Facility 

14
Medicare Dependent Hospital (During cost reporting periods that began on or after 4-1-90.) 


15
Medicare Dependent Hospital        / Referral Center (during cost       reporting periods that began          
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File Position
Format
Title 
Description

on or after 4-1-90.  Invalid 10-     1-94 through 9-30-97.) (See §3610.17B.)





16
Rebased Sole Community Hospital

17
Rebased Sole Community Hospital/Referral Center

18
Medical Assistance Facility

21
Essential Access Community Hospital

22
Essential Access Community Hospital/Referral Center

23
Rural Primary Care Hospital

32
Nursing Home Case Mix Quality Demonstration Project - Phase II

33
Nursing Home Case Mix Quality Demonstration Project - Phase III - Step 1

  



34
Reserved

35
Hospice

36
Home Health Agency

  



37
Critical Access Hospital

38
Skilled Nursing Facility (SNF) -For non demo PPS SNFs - eff. for cost reporting periods beginning on or after 7/1/98  

57
9
Current Census
Enter the appropriate code for

 


Division
the current census division (based on the standard amount location MSA):

1  New England

2  Middle Atlantic

3  South Atlantic

4  East North Central

5  East South Central

6  West North Central

7  West South Central

8  Mountain

9  Pacific

NOTE:  When a facility is reclassified for purposes of the standard amount, change the census division to reflect the new standardized amount location.

58
X
Change Code for
Enter "Y" if the hospital's wage index

Wage Index
location has been reclassified for the

Reclassification
year.  
Enter "N" if it has not been reclassified for the year.  Adjust annually.
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File Position
Format
Title
Description
59-62
X(4)
Actual Geographic
Enter the appropriate code for MSA,

Location--MSA
0040-9965, or the rural area, (blank)

(blank) 2-digit numeric State code, such as     3 6 for Ohio, where the facility is physically located.

 
63-66
X(4)
Wage Index
The appropriate code for the MSA,

Location--MSA
0040-9965, or the rural area, (blank) (blank) (2 digit numeric State code) such as  _ _ 3 6 for Ohio, to which a hospital has been reclassified due to its prevailing wage rates.  Leave blank or enter the actual location MSA if not reclassified.  PRICER will automatically default to the actual location MSA if this field is left blank.

67-70
X(4)
Standardized Amount
The appropriate code for the MSA, 




MSA Location
0040-9965, or the rural area, (blank) (blank) (2-digit numeric State code) such as  _ _ 3 6 for Ohio, to which a hospital has been reclassified.  Leave blank or enter the actual location MSA if not reclassified.  PRICER will automatically  default to the actual location MSA if this is left blank.

71-72
X(2)
Sole Community
Leave blank if not a sole community

or Medicare Dependent
hospital (SCH) or a Medicare 

Hospital 
Hospital dependent hospital (MDH) effective with cost reporting periods that begin on or after April 1, 1990.  If an SCH or an MDH, show the base year for the operating hospital specific rate, the higher of either 82 or 87.  See §3610.17.  Must be completed for any SCH or MDH that operated in 82 or 87, even if the hospital will be paid at the Federal rate.

73

X
Change Code
Enter an "L" if the MSA has 




for Lugar
been reclassified for wage 




Reclassification
index purposes under §1886(d)(8)(B) of the Act.  These are also known as Lugar reclassifications, and apply to ASC-approved services provided on an outpatient basis when a hospital qualifies for payment under an alternate wage index MSA.   
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File Position
Format
Title 
Description

Leave blank for hospitals if there has not been a Lugar reclassification. 





For hospice providers only, enter a 6, 7, 8 or 9 if the hospice is located in one of the four special hospice MSAs.

74
X
Temporary Relief
Enter a Y if this provider qualifies for



Indicator
a payment update under the temporary relief provision.  Blank if not Y.


75


  X

     Federal PPS Blend 

SNF: Enter the appropriate code for the 







     Indicator 
                        blend ratio between federal and facility rates.  For PPS SNFs eff. for cost reporting period beginning on or after 7/1/98.

Federal %
Facility %

1

 25
75

2

 50
50

3

 75
25

4

100
00





HHA: Enter the code for the appropriate percentage payment to be made on HH PPS RAPs.  Must be present for all HHA providers, effective on or after 10/01/2000.





0 =  Pay standard percentages





1 =  Pay zero percent

IRF:  Effective for all providers with cost reporting periods beginning on or after 1/1/2002.  Must be 3 or 4.

3 = blend (66 2/3 and 33 1/3)

4 = 100% Federal

All IRFs are 100% Federal for cost reporting periods beginning on or after 10/01/2002.

LTCH: Enter the appropriate code for the blend ratio between federal and facility rates.  Effective for all LTCH providers with cost reporting periods beginning on or after 10/1/2002.
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File Position
Format
Title
Description



Federal %
Facility %

1

20
80

2

40
60

3

60
40

4

80
20

5       100
00

76-80
X(5)
Filler
Blank.

81-87
9(5)V9(2)
Case Mix Adjusted
For PPS hospitals and waiver state

Cost per Discharge/PPS 
nonexcluded hospitals, enter the 

Facility Specific Rate 
base year cost per discharge divided by the case mix index. Enter zero for new providers.  See §3610.17 for sole community and Medicare-dependent hospitals on or after 04/01/90.  Must be updated effective October 1, 1994. For PPS SNFs that qualify for the transition period eff. with cost reporting periods beginning on or after 7/1/98, enter the facility specific payment rate.

88-91
9V9(3)
Cost of Living
Enter the appropriate cost of 



Adjustment
living adjustment for the current fiscal year as published in the Federal Register.

92-96
9V9(4)
Intern/Beds
Enter the provider's intern/resident to

Ratio
bed ratio.  Calculate this by dividing the provider's full-time equivalent residents by the number of available beds (as calculated in positions 97-101).  Do not include residents in anesthesiology who are employed to replace anesthetists or those assigned to excluded units.  Base the count

upon the average number of full-time equivalent residents assigned to the  hospital during the fiscal year.  Correct cases where there is reason to believe that the count is substantially in error for a particular facility.  You are responsible for reviewing hospital records and making any necessary changes in the count at the end of the cost reporting period. Enter zero for nonteaching hospitals. 

97-101
9(5) 
Bed Size
Indicate the number of adult hospital beds and pediatric beds available for lodging inpatients.  (See Provider Reimbursement Manual, §2405.3G.) 
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File Position
Format
Title
Description 

If there is a change during the year, make an adjustment if it would make a significant difference in the payment amount.


102-105
9V9(3)
Operating Cost to 
Derived from the latest settled cost 




Charge Ratio
report and corresponding charge data from the billing file.  Compute this amount by dividing the Medicare operating costs by the Medicare covered charges.  Obtain Medicare operating costs from the Medicare cost report Form HCFA-2552-96, Supplemental Worksheet D-1, Part II, Line 53.  Obtain Medicare covered charges from your billing 





file, i.e., PS&R record.  For hospitals for which you are unable to compute a reasonable cost-to-charge ratio, use the appropriate urban or rural statewide average cost-to-charge ratio calculated annually by CMS and published in the Federal Register.  These average ratios are used to calculate cost outlier payments for those hospitals where you compute cost-to-charge ratios that are not within the limits published in the Federal Register.

106-110
9V9(4)
Case Mix Index
The case mix index used to complete positions 81-87.  In most cases, this is the case mix index that has been calculated and published by CMS for each hospital (based on 1981 cost and billing data) reflecting the relative cost of that hospital's mix of cases compared to the national average mix.

111-114
V9(4)
Supplemental 
SSI ratio used to determine if the

Security Income
hospital qualifies for a 

Ratio
disproportionate share adjustment and to determine the size of the capital and operating DSH adjustments.

115-118
V9(4)
Medicaid Ratio
Medicaid ratio used to determine if the hospital qualifies for a disproportionate share adjustment and to determine the size of the capital and operating DSH adjustments.

119
X
Provider PPS Period
This field is obsolete as of 4/1/91.  Leave blank for periods on or after 4/1/91.
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File Position
Format
Title
Description
120-125
9V9(5)
Special Provider
Zero fill for all hospitals after FY91.

Update Factor
This field is obsolete as of FY92.

126-129
V9(4)
Operating DSH
Disproportionate share adjustment percentage.  PRICER calculates the operating DSH effective 10/1/91 and bypasses this field.  Zero fill for all hospitals 10/1/91 and later. 


130-137
9(8)
Fiscal Year End
This field is no longer used.  If present, must be CCYYMMDD.

138-160

138-160
X(23)
Filler
Blank.


161-166
9(4)V99
Pass Through
Per Diem amount based on the 



Amount for Capital
interim payments to the hospital.  (See Provider Reimbursement Manual §2405.2.)  Used for PPS hospitals prior to their cost reporting period beginning in FY 92, new hospitals during their first 2 years of operation FY 92 or later, and non-PPS hospitals or units.  Zero fill if this does not apply.


167-172
9(4)V99
Pass Through 
Per Diem amount based on the 



Amount for Direct 
interim payments to the hospital.



Medical Education
(See Provider Reimbursement Manual §2405.2.)  Zero fill if this does not apply.


173-178
9(4)V99
Pass Through 
Per Diem amount based on the 




Amount for Organ 
interim payments to the hospital.




Acquisition
Include standard acquisition amounts 

for kidney, heart and liver transplants. Do not include acquisition costs for bone marrow transplants.  (See Provider Reimbursement Manual §2405.2.) Zero fill if this does not apply.


179-184
9(4)V99
Total Pass Through
Per Diem amount based on the



Amount, Including
interim payments to the hospital.



Miscellaneous
(See Provider Reimbursement Manual §2405.2.)  Must be at least equal to the three pass through amounts listed above.  The following are included in total pass through amount in addition to the above pass through amounts:  certified registered nurse anesthetists (CRNAs) are paid as part of miscellaneous pass through for rural hospitals that perform fewer than 500 surgeries per year; and nursing and 
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File Position
Format
Title
Description




allied health professional education 




when conducted by a provider in an approved program.  Do not include amounts paid for indirect medical education, hemophilia clotting factors, or DSH adjustments.  Zero fill if this does not apply.


185
X
Capital PPS
Type of capital payment 



Payment Code
methodology: for hospitals:

A=Hold harmless-cost payment for old capital

B=Hold harmless-100% Federal rate

C=Fully prospective blended rate

Blank if a "Y" is entered in

position 207.

      186-191              9(4)V99      Hospital-Specific

Numeric. Hospital’s allowable

Capital Rate
adjusted base year inpatient capital costs per discharge.  

192-197
9(4)V99
Old Capital Hold
Numeric.  Hospital's allowable

Harmless Rate
inpatient "old" capital costs per discharge incurred for assets acquired before December 31, 1990, for capital PPS.  Update annually.


198-202
9V9(4)
New Capital-Hold
Numeric.  Ratio of hospital's allow-

Harmless Ratio
able inpatient costs for new capital to the hospital's total allowable inpatient capital costs.  Update annually.


203-206
9V999
Capital Cost-
Derived from the latest cost report

to-Charge Ratio
and corresponding charge data from the billing file.  For hospitals for which you are unable to compute a reasonable cost-to-charge ratio, use the appropriate statewide average cost-to-charge ratio calculated annually by CMS and published in the Federal Register.  These average ratios are used to calculate cost outlier payments for those hospitals where you compute cost-to-charge ratios that are not within the limits published in the Federal Register.  A provider may submit evidence to justify a capital cost-to-charge ratio that lies outside a three standard deviation band. Use the hospital's ratio rather than the statewide average if you agree the hospital’s ratio is justified.
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File Position
Format
Title
Description
207
X
New Hospital
Enter “Y” for the first 2 years that a new hospital is in operation.  Leave blank if hospital is not within first 2 years of operation.

208-212
9V9(4)
Capital Indirect 
The ratio of residents/interns to the

Medical Education
hospital's average daily census.  

Ratio 
Calculate by dividing the hospital's full-time equivalent total of residents during the fiscal year by the hospital's total inpatient days.  (See §3611.1.)  Zero fill for a non-teaching hospital.
213-218
9(4)V99
Capital Exception 
The per discharge exception payment

Payment Rate
to which a hospital is entitled.  (See §3611.7.)

219-240
X(22)
Filler
Blank.
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Statewide Average Operating Cost-to-Charge Ratios for Urban and Rural Hospitals (Case Weighted).--
NOTE:
These numbers should be rounded up to the nearest three digit decimal for claims processing and payment purposes.

State
FY 96 Urban

FY 96 Rural
Alabama
0.436 

0.484 


Alaska
0.535 

0.721

Arizona
0.459

0.643

Arkansas
0.552

0.516

California
0.438

0.537

Colorado
0.518

0.582

Connecticut
0.557

0.576

Delaware
0.533

0.516

District of Columbia
0.532

-----

Florida
0.435

0.432

Georgia
0.541

0.540

Hawaii
0.519

0.553

Idaho
0.580 

0.673

Illinois
0.523

0.605

Indiana
0.580

0.633

Iowa
0.554

0.716

Kansas
0.506

0.688

Kentucky
0.522

0.562

Louisiana
0.497

0.559

Maine
0.613

0.560

Maryland
0.764

0.806

Massachusetts
0.612

0.622

Michigan
0.549

0.657

Minnesota
0.583

0.648

Mississippi
0.544

0.532

Missouri
0.474

0.531

Montana
0.544

0.661

Nebraska  
0.529

0.694

Nevada
0.343

0.628

New Hampshire
0.592

0.625

New Jersey
0.543

-----

New Mexico
0.485

0.549

New York
0.633

0.721

North Carolina
0.567

0.520

North Dakota
0.652 

0.695

Ohio
0.594

0.633

Oklahoma
0.506

0.572

Oregon
0.604

0.637

Pennsylvania
0.455

0.579

Puerto Rico 
0.554

0.855

Rhode Island
0.615

-----

South Carolina
0.510

0.524

South Dakota
0.563

0.656

Tennessee
0.530

0.569

Texas
0.491

0.593

Utah
0.591

0.648

Vermont
0.627

0.611

Virginia
0.513

0.549

Washington
0.657

0.676
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Statewide Average Operating Cost-to-Charge Ratios for Urban and Rural Hospitals (Case Weighted).--
State

FY 96 Urban

FY 96 Rural
West Virgina

0.577

  0.529

Wisconsin

0.640

  0.706

Wyoming

0.611
 
  0.765

Statewide Average Capital Cost-to-Charge Ratios for Urban and Rural Hospitals (Combined and Case Weighted).--
State

FY 96 Ratio 

Alabama

0.053

Alaska

0.075

Arizona

0.062

Arkansas

0.050

California

0.041

Colorado

0.051

Connecticut

0.037

Delaware

0.055

District of Columbia

0.043

Florida

0.053

Georgia

0.050

Hawaii

0.063

Idaho

0.075

Illinois

0.049

Indiana

0.059

Iowa

0.058

Kansas

0.062

Kentucky

0.059

Louisiana

0.074

Maine

0.042

Massachusetts

0.061

Michigan

0.059

Minnesota

0.055

Mississippi

0.055

Missouri

0.054

Montana

0.067

Nebraska

0.061

Nevada

0.036

New Hampshire

0.064

New Jersey

0.051

New Mexico

0.056

New York

0.061

North Carolina 

0.048

North Dakota

0.075

Ohio

0.061

Oklahoma

0.059

Oregon

0.068

Pennsylvania

0.047

Puerto Rico

0.090

Rhode Island

0.027

South Carolina

0.064

South Dakota

0.065
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Statewide Average Capital Cost-to-Charge Ratios for Urban and Rural Hospitals (Combined and Case Weighted).--
State

FY 96 Ratio 

Tennessee

0.057

Texas

0.059

Utah

0.050

Vermont

0.050

Virginia

0.058

Washington

0.068

West Virginia

0.058

Wisconsin

0.048

Wyoming

0.072
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3656.4
Ambulatory Surgical Center (ASC) PRICER Program.

A.
General.--Since October 1, 1987, payment for ASC-approved surgical procedures has been limited using an ASC-PRICER software module.  Although you pay an ASC-approved procedure based on interim cost, ASC-PRICER calculates the ASC limit for use in a blended payment adjustment at cost settlement.  

You are responsible for testing and installing ASC-PRICER changes whether you update the software module yourself or obtain it from a standard systems maintainer.  Your documentation must indicate that new versions are tested, installed, and operating correctly.

B.
Interface System Requirements.-- The ASC-PRICER module is called by your Provider Statistical and Reimbursement (PS&R) software.  The first set of variables accesses the actual ASC-PRICER module which is used in routine processing.  The second set of variables must be used in the ASCMAIN interface which is the driver program used to test updated versions before installation.

1.
ASC-PRICER Program Interface Variables.--To access the ASC-PRICER module during production runs, enter the following variables exactly as shown, and in the exact sequence shown:

Location


Picture
Data Description
1-4



X(04)
MSA Code--This is the Metropolitan Statistical Area Code needed to access the wage index.  It is the same MSA number that appears in your inpatient provider (PROV) file.

5-10



9(06)
From Date--This is the beginning date of service that is entered in FL 6 of the HCFA-1450 (YY MM DD).  This date determines the variables that ASC-PRICER applies in its calculations.

11-12


9(02)
HCPCS Count--Show how many HCPCS codes, up to 56, are being entered into the ASC-PRICER.  Do not count HCPCS codes associated with revenue codes 300 to 319 (laboratory services).

13-292


X(05)
HCPCS Codes--These codes are found in FL 44 of the HCFA-1450.  ASC-PRICER accepts up to 56 HCPCS codes per bill. Do not submit those codes associated with revenue codes 300 to 319.

293-294


9(02)
Revenue Count--Show how many revenue codes, up to 56, are being entered into ASC-PRICER.  Do not pass revenue code 001 (total charges).
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Location


Picture
Data Description
295-518


X(04)
Revenue Codes--ASC-PRICER accepts up to 56 revenue codes.  Do not enter revenue code 001.  However, do submit all 300-319 codes so that ASC-PRICER can return data for a 13X hospital outpatient record.

NOTE:
Revenue charges are not used by ASC-PRICER, but must be maintained in your calling program for association when the records are returned.

2.
ASCMAIN Test Program Interface Variables.--ASCMAIN is the driver program used to test ASC-PRICER updates before installation into your production system.  As indicated in your "Subroutine Installation Guide" for ASC-PRICER updates, ASCMAIN requires eight variables from the test data:

Picture


Data Description
9(06)


   Provider Number

X(10)


   Health Insurance Claim Number

X(04)


   MSA Code

9(06)


   From Date

9(02)


   HCPCS Count

X(05)


   HCPCS Codes

9(02)


   Revenue Count

X(04)


   Revenue Codes

C.
Module Maintenance.--Effective October 1, 1991, standard systems users

received ASC-PRICER tape and documentation updates from their standard systems maintainers for testing and installation.  If you are not a standard system user, arrange with any of the standard systems maintainers ahead of time to be provided with ASC-PRICER updates.  Non-standard systems users may obtain tape and documentation updates from any standard systems maintainer for the cost of reproduction and shipping.  You may also choose to program ASC-PRICER updates yourself, but HCFA will not fund the effort.  As an end user, you are responsible for the performance of the ASC-PRICER software regardless of origin.  Validate and document these systems changes.

HCFA publishes new ASC provisions in the Federal Register.  HCFA also provides specifications needed for updating ASC-PRICER software.

D.
Data Files Used in ASC-PRICER.--Each of the following files is segmented

according to the effective date of regulatory changes. (Not all ASC regulations affect all files, e.g., the ASC regulations effective July 1, 1990, did not change HCPCS codes.  Therefore, no separate HCPCS table was created for ASC procedures performed from that date.)  The "From Date" of the ASC procedure determines the parameter to be selected for the computation.
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o
HCPCS Code File with Payment Group.--This file consists of 5-digit HCPCS codes and a sixth digit designating the payment category for the particular ASC procedure.  The file also contains HCPCS codes for procedures considered out-of-scope.  (See §3626.4.)

o
Revenue Codes.--This file contains a listing of revenue center codes subject to the ASC limitation.  (See §3626.4.) An ASC procedure submitted with a non-ASC revenue code will be rejected.

o
Payment Categories and Rates.--This file contains dollar amounts for each payment category.  (See §3626.4.)

o
Wage Index.--This file contains wage-rate factors for all Metropolitan Statistical Areas (MSA) so that ASC-PRICER can adjust the labor-portion of the ASC dollar amount.

Effective October 1, 1991, all the above files are maintained by standard systems maintainers.

E.
What ASC-PRICER Does.--This module uses the data that your calling program

provides, plus its internal files and algorithms to determine the price portion of the limitation for each ASC procedure on the bill.  ASC-PRICER passes its results back to your calling program for later use in your PS+R system.

Internally, the module:

o
Uses the bill's "From Date" to locate the applicable table of HCPCS codes, each of which has a sixth digit designating the applicable payment group.  Then, the module checks the HCPCS codes from the bill against that table and selects the associated group number.

o
Uses the bill's "From Date" to locate the correct payment group

table.  Then, it checks the group number against the table to obtain the payment amount.

o
Uses the bill's "From Date" to locate the correct wage index table.  Then, it uses the MSA number provided by your calling program to obtain the correct wage index from the wage index table, and adjusts the labor portion of the payment amount accordingly.

o
Enters the adjusted amount to your calling program for those procedures flagged to pay at 100%.  Otherwise, the module divides the amount by two and enters that result in your calling program.

o
Calculates 150% of the group 4 rate for ASC procedure codes 66983 and 66984 for cataract surgery performed before March 12, 1990.  The first procedure is paid at 100% of the group rate, the second at 50%.  ASC-PRICER enters this result in your calling program.
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o
Calculates 100% of the applicable group payment rates for cataract procedures 66983, 66984, and 66985 performed March 12, 1990, or later, using a special formula to exempt the cost of the intraocular lenses when adjusting the labor portion by the applicable wage index rate.  ASC-PRICER enters the adjusted payment rate in your calling program.

F.
ASC-PRICER Output.--The ASC-PRICER module produces the following data to the calling program:

Location


Picture
    Data Description
1-4



9(04)

Return Code--This describes the action taken or required.  See subsection G for explanations.

5-9



9V9(4)

The wage index used.

10-13


X(04)

The MSA code used.

14-21


9(6)V99

The total of all HCPCS prices on the bill.

22-23


9(02)

The number of priced HCPCS codes. 

24-1927



This field accommodates the data elements listed below, some of them up to 56 times:

X(05)
The HCPCS code subject to ASC limitation.

  





9(01)
The percentage of the group amount to be   paid:

0 = 0%

1 = 50%

2 = 100%

3 = 150%

9(01)
The payment group number.

9(04)
The payment group amount (dollar, no     cents).

9(6)V99
The labor portion of the payment group  amount adjusted by the wage index factor.

9(6)V99
The nonlabor portion of the payment group  amount, which is not subject to wage index  adjustment.

9(5)V99
The adjusted price for the HCPCS code,  representing the ASC payment limitation to be applied to these procedures for this  provider.
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Location


Picture
Data Description
1928-1929

9(02)
The number of revenue codes subject to the ASC limitation.

1930-2153     

X(04)
Each revenue code included up

to 56 times.

2154-2155

9(02)
The number of excluded HCPCS codes.

2156-2435

X(05)
Each HCPCS code excluded up to 56 times.

2436-2437

9(02)
The number of revenue codes not subject to limitation.

2438-2661

X(04)
Each revenue code excluded up to 56 times.

2662-2669

X(08)
The version number of the ASC-PRICER

used to process the ASC procedures.

G.
Return Codes and Required Responses.--Return codes 1000-1499 indicate

that all the returned ASC procedures have been priced.  Each of the following codes give the reason the bill was priced and shows what further action is necessary.

Code



Why Priced, and Actions Required
1000



All HCPCS codes and revenue codes are included and all procedures are subject to the ASC payment limitation.  Out-of-scope procedures are considered subject to the limitation, but are priced at zero.  Prepare one transaction for the PS&R.  Use bill type 83X.  Include the following from the ASC-PRICER return record in the PS&R UNIBILL:

o
Place the return code in location 3372-3375 of the PS&R UNIBILL.

o
Place the total price in location 3376-3382 of the PS&R UNIBILL.

o
Place the revenue codes, individual HCPCS codes, and individual payment rates starting in location 527 of the PS&R UNIBILL in accordance with PS&R instructions.

The additional data in the output record is for your use in internal control or in resolving inquiries.
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Code



Why Priced, and Actions Required
1010



All HCPCS codes are included.  Some revenue codes are included, but others are excluded.  Prepare two transactions for your PS&R system:

o
The first transaction is prepared as "all included procedures and revenue codes subject to the limitation" (described in code 1000).  Include any out-of-scope procedures.

o
The second transaction is "excluded revenue codes."  Use bill type 13X.  Include the return code in location 3372-3375 of both records to indicate that a companion record is applicable.  ASC prices are not applicable to the 13X record.  Include all lab HCPCS codes that were not submitted to ASC-PRICER.  (See subsection B.)

o
Record any applicable deductible on the 83X record.  PS+R documentation describes the bill-splitting procedures performed by your PS+R software.  On each transaction, repeat all other coding, such as occurrence codes, condition codes, beneficiary and provider identification, and From/Through dates.

1020



All HCPCS codes are included, but all revenue codes excluded. This situation indicates that revenue codes were omitted or coded incorrectly, or that HCPCS codes were coded incorrectly. Pricing data is returned, but development is required to obtain the missing codes or to determine correct codes.

Return codes 1500 to 1999 show why the procedures were not priced, and tell you what to do:

Code



Why Not Priced, and Actions Required
1500



Some or all of the HCPCS codes were excluded because they are not subject to ASC payment limitations.  Prepare a 13X record for your PS&R system.

1510



Invalid MSA code.  The MSA code submitted is not on the MSA wage index file.  Check for correct MSA code.

1520



Date of service is prior to October 1, 1987.  No pricing is performed for any services prior to October 1, 1987.  Prepare a 13X record for the PS&R.

1530



Invalid HCPCS count.  The count did not fall within the range of 01-56.  Resubmit with the proper number.

1540



Invalid HCPCS codes.  Resubmit with valid codes.

1550



Invalid revenue count.  The count did not fall within the range of 01-56.  Resubmit with the proper number.
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Code



Why Not Priced, and Actions Required
1570



All HCPCS codes are out-of-scope.  Prepare a 13x record for the PS&R.

1580



Applies to cataract procedures performed before March 12, 1990. More than two 150% codes were submitted, indicating operations on more than two eyes.  Resubmit with proper codes.  

1590



Applies to those cataract procedures performed after March 11, 1990, which include an additional $200 for intraocular lenses.  More than two add-on HCPCS codes were submitted.  Involves only procedures 66983, 66984, and 66985, and presumes two-eyed patients.  Resubmit with proper codes.

3656.5
Outpatient Code Editor (OCE).--

A. Implementation Requirements.--The OCE edits outpatient hospital claims 

to detect incorrect billing data and determines if the ASC limit applies to each bill.  It reviews each HCPCS and ICD-9-CM code for validity and coverage.

Process all outpatient hospital Part B bills (bill types 13x, 14X, and 83x) through the OCE.

B. Bill System/OCE Interface.--Install OCE online if possible, so that

prepayment edit requirements in subsection C can be directed to hospitals without clerical handling.

The OCE needs the following data elements to analyze the bill:

o
ICD-9-CM diagnosis codes(up to 15);

o
HCPCS procedure codes(up to 27);

o
Age;

o
Sex; and

o
From date (Item 22 on Form HCFA-1450).

OCE provides you an analysis of "errors" on the bill as described in subsection C.  Develop your own interface program to provide data to OCE and receive data from it.

OCE reports to your claims processing system the status of each procedure code and indicates whether the bill is subject to the ASC limit and which edit conditions apply.

The OCE Installation Manual describes the installation and operation of the program, including data base formats and locations.

C. Processing Requirements.--Follow the procedure described below for each

error code.  Where bills are returned to the hospital, consider them improperly completed for control and processing time purposes. (See §3600.1.)
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1.
Invalid Diagnosis or Procedure Code.--The OCE checks each diagnosis code against a table of valid ICD-9-CM diagnosis codes and each procedure code against a table of valid HCPCS codes for the period shown on the bill.  If the reported code is not in these tables, the code is considered invalid.  Return the bill to the hospital and request a corrected bill with a valid diagnosis or procedure.  If you use DME or local HCPCS codes for clinical diagnosis lab services, review the excepted HCPCS procedure code against a file of valid local codes before deciding whether to reject the bill.  You may use a supplement table that you develop or you may add local codes to the HCPCS tables.

For a list of all valid ICD-9-CM codes see International Classification of Diseases, 9th Revision, Clinical Modification (ICD-9-CM), Fourth Edition, Volume I (Diseases) and HCFA approved ICD-9-CM addenda.  For a list of valid HCPCS codes see Physicians' Current Procedural Terminology, 4th Edition, CPT  and HCFA Common Procedure Coding System (HCPCS).
2.
Invalid Fourth or Fifth Digit for Diagnosis Codes.--The OCE identifies any diagnosis code that requires a fourth or fifth digit, which is either missing or not valid for the code in question.

For a list of all valid fourth and fifth digit ICD-9-CM codes see International Classification of Diseases, 9th Revision, Clinical Modification (ICD-9-CM), Fourth Edition, Volume I (Diseases) and the subsequent addenda with annual changes as published in the Federal Register.  Return the claim to the hospital and request a corrected bill with a valid diagnosis.

3.
E-Code as Principal Diagnosis.--E-codes describe the circumstances that caused an injury, not the nature of the injury, and therefore, are not used as a principal diagnosis.  E-codes are all ICD-9-CM diagnosis codes that begin with the letter E.  For a list of all E-codes, see International Classification of Disease, 9th Revision, Clinical Modification (ICD-9-CM), Fourth Edition, Volume I (Diseases) and its addenda.  Return the claim to the hospital and request a proper principal diagnosis on a corrected bill.

4.
Age Conflict.--The OCE detects inconsistencies between a patient's age and any diagnosis on the patient's record.  Examples of such conflicts are:

o
A 5 year old patient with benign prostatic hypertrophy.

o
A 78 year old delivery.

In the above cases, the diagnosis is clinically impossible in a patient of the stated age. Therefore, either the diagnosis or age is presumed to be incorrect.  Four age code categories are described below.

o
A subset of diagnoses are intended only for newborns and neonates. These are identified as "Newborn" diagnoses.  For "Newborn" diagnoses the patient's age must be 0 years.

o
Certain diagnoses are only considered reasonable for children between the ages of 0 and 17.  These are "Pediatric" diagnoses.

o
Diagnoses identified as "Maternity" are only coded for patients between the ages of 12 and 55.
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o
A subset of diagnoses is considered valid only for patients over the age of 14. These are identified as "Adult" diagnoses.  For "Adult" diagnoses the age range is 15 through 124.

Addendum E, page E-2-17 contain listings for each of the age categories described above. The listing includes both the ICD-9-CM diagnosis codes and the corresponding English descriptions.

If you edit online, return the bill to the provider and request a proper diagnosis or correction of age as applicable.  If you edit in batch operations after receipt of the admission query response, use the age based on HCFA records and return bills that fail this edit, requesting a proper diagnosis.

5.
Sex Conflict.--The OCE detects inconsistencies between a patient's sex and any diagnosis or procedure on the patient's bill.  Examples of a sex conflict are:

o
Male patient with cervical cancer (diagnosis).

o
Male patient with hysterectomy (procedure).

In both instances, the indicated diagnosis or the procedure conflicts with the stated sex of the patient. Therefore, either the patient's diagnosis, procedure or sex is incorrect. Return the bill to the hospital and request a corrected bill with the proper sex, diagnosis, and procedure.

Addendum E, pages E-18-E-38 contain listings of female and male related ICD-9-CM diagnosis codes and the corresponding English descriptions.  For listings of female and male related HCPCS procedure codes see Addendum F.

6.
Questionable Covered Procedures.--These are procedures that may be covered under the Medicare program, depending upon the medical circumstances.  For example, HCPCS code 19360 "Breast reconstruction with muscle or myocutaneous flap" is a condition that is not covered by the program when performed for cosmetic purposes.  However, if this procedure is performed as a follow up to a radical mastectomy, it would be covered.

Addendum F contain listings of questionable covered procedure codes.  Perform medical review prior to a payment.

7.
Noncovered Procedures.--These are procedures that are not payable under the Medicare program.  Deny the bill.

Addendum F contain listings of noncovered procedure codes.

8.
Medicare as Secondary Payer - MSP Alert.--Addendum E, pages E-61-68 identify situations that may involve automobile medical, no-fault or liability insurance. See §§33419.5 and 3489.4B for processing instructions and tolerances.

9.
Invalid Age.--If the age reported is not between 0 years and 124 years, the OCE assumes the age is in error.

Re-enter the bill with the proper age.  If the beneficiary's age is established at over 124, re-enter with 123.
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10.
Invalid Sex.--The sex code reported must be either 1 (male) or 2 (female).

11.
Date Range.--The OCE checks the FROM date in FL 6 on the HCFA-1450.  Billing dates prior to 7/1/87 are not edited.  Continue processing the bill in your system.

12.
Valid Date.--The OCE checks the month, day and year from FL 6 (FROM date).  If the date is incorrect, return the bill to the hospital and request a corrected bill with a valid date.

13.
Unlisted Procedures.--These are codes for surgical procedures (i.e., codes generally ending in 99).  For listings of these codes and development instructions, see §3626.4.

14.
PRO Review.--The OCE identifies all hospital outpatient bills which contain ASC procedure codes.  These are subject to MR by the State's PRO.  (See §3770.1.)   You are responsible for MR on other hospital outpatient surgery procedures reported on the bill.

NOTE: 
The OCE produces a summary of "errors," including counts of the number of occurrences of each.  Use this information to identify provider coding problems.
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3656.6
Radiology PRICER Program.--

A.
Establish the Prevailing Charge/Fee Schedule Table.--Section 4066 of the OBRA 1987 established payment limitations for hospital outpatient radiology services furnished on or after October 1, 1988.  For services furnished prior to April 1, 1989, the limitation is based on prevailing charges established by the carrier.  For services furnished on April 1, 1989, and later, the limitation is determined by a fee schedule based on a relative value scale supplied by HCFA and conversion factors developed by the carriers.  Beginning January 1, 1991, HCFA provides the conversion factors. The payment limitation (initially established October 1, 1989) for other diagnostic services is based solely on prevailing charges developed by the carriers.

o
Carriers provide you with carrier numbers and localities.  The localities for each carrier number must be arranged in ascending numeric sequence beginning with 01 (01, 02, 03, etc.).  

o
Prepare a table of valid radiology and other diagnostic HCPCS codes with associated prevailing charges or fee schedule amounts by locality and update the Radiology PRICER program. The calculations required to determine these amounts are detailed in an Office of Program Operations Procedures memorandum, dated February 25, 1991, titled "Procedures for Calculating Changes in Payment Limitations for Radiology and Other Diagnostic Services Effective January 1, 1991."  If a hospital bills the technical code, use the prevailing charge for the corresponding global code.  

o
Prepare and maintain a hospital outpatient provider table, and match each provider number you service to the appropriate carrier number and locality.  Your calling interface program (see subsection B) uses the provider number from the outpatient bill to obtain the corresponding carrier number and locality from this table.

o
Maintain a file of radiology and other diagnostic HCPCS codes which includes all codes subject to the payment limitation.  The calling interface program checks the HCPCS codes on incoming bills against this file to determine which codes should be passed to the Radiology PRICER Module.  See §3631 and Addenda I and K, and Hospital Manual, §443 and Addenda H and I for a discussion of valid radiology and other diagnostic HCPCS codes.  The payment limitation does not apply to local codes or codes ending in 99. Therefore, do not establish prices for these codes for Radiology PRICER.  Codes representing only the physician component (e.g., reading an X-ray) are excluded.

6-324.10
Rev. 1617

08-91
BILL REVIEW
3656.6(Cont.)

B.
The Radiology Pricer Interface.--

o
The calling interface program passes data to, and receives data from, the Radiology Pricer Program, as well as the ASC Pricer Program.  Do not send 83x ASC bills to the Radiology Pricer Program.  If there are both ASC and radiology HCPCS codes on the same bill, the ASC Pricer Program splits the radiology codes to a 13x bill based on revenue codes.

Radiology and other diagnostic revenue codes, which are excluded by the ASC Pricer Program, must be included on the bill for this split to occur.  If radiology and other diagnostic revenue codes are not on the bill, the ASC Pricer regards the HCPCS radiology and other diagnostic codes as out of scope, and the payment amount on the 83x bill for these codes is zero.  

o
Parameters for the Radiology Pricer Program are extracted from the outpatient Provider Statistical and Reimbursement (PS&R) UNIBILL record. 

o
The calling interface program uses the provider numbers from the outpatient bill to obtain the corresponding carrier number and locality number from the provider table.(See subsection A.)

o
The calling interface program matches HCPCS codes on the outpatient bill against the HCPCS radiology and other diagnostic code file, described in subsection A, and selects all matched HCPCS radiology and other diagnostic codes to pass to the Radiology Pricer Module.  The interface program counts the number of matched codes and passes this count to the Radiology Pricer Module.

C.
The Radiology Pricer Module.--Effective January 1, 1991, each standard system maintainer is responsible for coding, testing, and maintaining the Radiology and Other Diagnostic Services Pricer (RAD-PRICER) software.  Make the software available to any nonstandard system user for the cost of reproduction and mailing.  Nonstandard system users may develop their own RAD-PRICER, but HCFA will not pay for the effort.  The end user is solely responsible for the performance of its RAD-PRICER.

Determine the positioning of this module in your applications software.  The data must, however, be present in the PS&R UNIBILL at the time the PS&R reporting system is run.  

HCFA requires that top-down structured design be used in coding RAD-PRICER.  Use the following call parameters and input/output formats:

o
Produces prices only when:

--
The FROM DATE on the bill is on or after October 1, 1988; and

--
A prevailing charge/fee schedule table exists for the provider.
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o
The record passed from the calling program to RAD-PRICER is:

     Field
Characters
Type
Comments
1. From Date
  6
9(06)
YYMMDD

2. Carrier
  5
X(05)
Carrier number obtained from provider file.

3. Locality
  2
9(02)
Locality number obtained from provider file.

4. HCPCS Count 
  2
9(02)
Number of radiology or other diagnostic HCPCS codes.

5. HCPCS Codes
  5
X(05)*
Radiology/other diagnostic HCPCS codes.

6. Prevailing/Fee
86348
X(86348)
Prevailing charge/fee

   Table                                
schedule table

*Occurs up to 28 times.

NOTE:
Input only fully edited and correct data to RAD-PRICER. Conduct only minimal internal edits.  

o
The return record passed from RAD-PRICER to the calling program is:

      
Field
Characters
Type
Comments
1. Return Code
   2
9(02)
01-28 = The number of procedures priced with no edit errors.

50-57 = Reason procedures not priced.

50 - From date less than 881001

51 - Invalid carrier  (non-numeric or spaces).

52 - Invalid locality  (non-numeric, zero or greater than 16).

53 - Invalid HCPCS count (zero or greater than 28).
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54 - Invalid HCPCS code for this PRICER.

55 - Unmatched locality.  (No match found for locality in the prevailing charge/fee schedule table.)

56 - One or more unmatched HCPCS codes, e.g., codes are not in the internal table and thus cannot be priced.

57 - Incorrect table passed.  Based on the FROM DATE it is determined the wrong table was passed to the PRICER. If the FROM DATE is 881001-890331, the prevailing charge table should be passed.  If the FROM DATE is after 890331, the fee schedule table should be passed.

2. Matched HCPCS
2
9(02)
Count of HCPCS codes matching

   Count


the prevailing charge/fee schedule tables.

3. Matched HCPCS
5
X(05)
HCPCS codes matching the

   Codes


prevailing charge/fee schedule tables.

4. Matched HCPCS
7
9(05)V99
Prevailing charge/fee 

   Prevailing 

         
schedule for each HCPCS code

   Charge/Fee                           

matching the prevailing charge/fee schedule tables.             

5. Unmatched HCPCS
2
9(02)
Count of HCPCS not matching

   Count


the tables.

6. Unmatched HCPCS
5
X(05)
HCPCS codes not matching the

   Codes.


tables (00 - 28).

7. Version Number
8
X(08)
Current version number, i.e., (RADP03.2.).

NOTE: Fields 3, 4 and 6 can occur up to 28 times.
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The minimum functions required by RAD-PRICER are:

o
Minimum edits of the input data (see field 1 of the output record).

o
Maintain tables of valid radiology and other diagnostic HCPCS codes and their associated prevailing charges or fee schedule amounts.  Extract the prices from these tables for all HCPCS matches and pass them back to the calling program (see field 4 of the output record).  This function is date-driven.  Therefore, maintain separate tables for each date that there is a change to HCPCS codes, fee schedules, or prevailing charges.

o
Count and pass back to the calling program all matched and unmatched HCPCS codes.  (See fields 2, 3, 5, 6 of the output record.)

Update the program as needed when changes occur (usually with the annual HCPCS code changes in CPT-4 and the conversion factor changes resulting from congressional budget mandates).  Update the table by the effective date of the change.  

NOTE:
Helpful background information may be found in current and past PS&R System documentation as well as past versions of the RAD-PRICER installation guides.
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Home Health Prospective Payment System (HH PPS) Pricer Program.--


A.
General--For dates or service October 1, 2000 and after, all home health services billed on type of bill 32x or 33x will be reimbursed based on calculations made by the HH Pricer.  The HH Pricer operates as a call module within HCFA’s standard systems.  The HH Pricer makes all reimbursement calculations applicable under HH PPS, including percentage payments on requests for anticipated payment (RAPs), claim payments for full episodes of care, and all payment adjustments, including low utilization payment adjustments (LUPAs), partial episode payment (PEP) adjustments, therapy threshold adjustments, significant change in condition (SCIC) adjustments and outlier payments. (See §§3639.7-3639.10, 3639.21-3639.31)  Standard systems must send an input record to Pricer for all claims with covered visits and Pricer will send the output record back to the standard systems.


B.
Input/Output Record Layout.--The HH Pricer input/output file will be 450 bytes in length.  The required data and format are shown below:

File Position
Format
Title



Description
1-10


X(10)
NPI



This field will be used for the National Provider 










Identifier when it is implemented.

11-22

X(12)
HIC



Input item: The Health Insurance Claim number of 









the beneficiary, copied from FL 60 of the claim 










form.

23-28

X(6)

PROV-NO  

Input item: The six digit OSCAR system provider 









number, copied from FL 51 of the claim form.

29-31

X(3)

TOB


Input item: The type of bill code, copied from FL 4 









of the claim form.

32


X

PEP-INDICATOR
Input item: A single Y/N character to indicate if a 









claim must be paid a partial episode payment (PEP) 









adjustment. Standard systems must set a Y if the 










patient status code in FL 22 of the claim is 06.  An 









N is set in all other cases.

33-35

9(3)

PEP-DAYS

Input item: The number of days to be used for PEP 









payment calculation.  Standard systems determine 









this number from the span of days from and including  








the first line item service date on the claim to and 









including the last line item service date on the claim.

36


X

INIT-PAY-

Input item: A single character to indicate if normal





INDICATOR

percentage payments should be made on RAP or 










whether payment should be based on data drawn by 









the standard systems from field 19 of the provider 









specific file.

Valid values:

0 = Make normal percentage payment

1 = Pay 0% 

37-43

X(7)

FILLER


Blank.
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File Position
Format
Title



Description
44-46

X(3) 
FILLER


Blank.

47-50

X(4)

MSA


Input item: The metropolitan statistical 











area (MSA) code, copied from the value code 61  










amount in FLs 39-41 of the claim form.

51-52

X(2)

FILLER


Blank.

53-60

X(8)

SERV-FROM-
Input item: The statement covers period 







DATE


“From” date, copied from FL 6 of the claim 











form.  Date format must be CCYYMMDD.

61-68

X(8)

SERV-THRU

Input item: The statement covers period 







DATE


“Through” date, copied from FL 6 of the 











claim form.  Date format must be CCYYMMDD.

69-76

X(8)

ADMIT-DATE
Input item:  The admission date, copied 











from FL 17 of the claim form. Date format must be 









CCYYMMDD.

77


X

HRG-MED-

Input item: A single Y/N character to indicate






REVIEW-

if an HRG has been changed by medical 







INDICATOR

review.  Standard systems must set a Y if an ANSI 









code on the line item indicates medical review 










involvement.  An N must be set in all other cases.

78-82

X(5)

HRG-INPUT-

Input item: Standard systems must copy the 







CODE


HIPPS code reported by the provider on each 0023 









revenue code line. If an ANSI code on the line item 









indicates medical review involvement, standard 










systems must copy the additional HIPPS code 










placed on the 0023 revenue code line by the medical 








reviewer.

83-87

X(5)

HRG-OUTPUT-
Output item: The HIPPS code used by the Pricer to





CODE


determine the reimbursement amount on the claim.  









This code will match the input code in all cases 










except when the therapy threshold for the claim was 








not met.  

88-90

9(3)

HRG-NO-OF-

Input item: A number of days calculated by 







DAYS


the standard systems for each HIPPS code. The 










number is determined from the span of days 











from and including the first line item service date 









provided under that HIPPS code to and including 










the last line item service date provided under that 










HIPPS code.

91-96

9(2)V9(4)  HRG-WGTS

Output item: The weight used by the Pricer 











to determine the reimbursement amount on the 










claim. 

97-105

9(7)V9(2)  HRG-PAY

Output item: The reimbursement amount 











calculated by the Pricer for each HIPPS code 










on the claim.

106-250

Defined
Additional 

Five more occurences of all HRG/HIPPS related 




above
HRG data

fields defined above, since up to 6 HIPPS codes can 








be automatically processed for payment on any one 









episode.
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File Position
Format
Title



Description
251-254

X(4)

REVENUE-

put item: One of the six home health discipline






CODE


revenue codes (42x, 43x,44x, 55x, 56x, 57x).  All 









six revenue codes must be passed by the standard

 








systems even if the revenue codes are not present 










on the claim.

255-257

9(3)

REVENUE-QTY-
Input item: A quantity of covered visits 






COV-VISITS



corresponding to each of the six revenue codes.  










Standard systems must count the number of covered 








visits in each discipline on the claim.  If the revenue 








codes are not present on the claim, a zero must be 









passed with the revenue code.

258-266

9(7)V9(2)  REVENUE-

Output item: The dollar rates used by the  Pricer to




  DOLL-RATE

calculate the reimbursement for the visits in each 










discipline if the claim is paid as a low utilization 










payment adjustment (LUPA).  Otherwise, the dollar 









rates used by the Pricer to impute the costs of the 










claim for purposes of calculating an outlier 











payment, if any.

267-275

9(7)V9(2)  REVENUE-

Output item: The dollar amount determined by the 




  COST



Pricer to be the reimbursement for the visits in each 









discipline if the claim is paid as a low utilization 










payment adjustment (LUPA).  Otherwise, the dollar 









amounts used by the Pricer to impute the costs of 










the claim for purposes of calculating an outlier 










payment, if any.

276-400

Defined
Additional 

Five more occurrences of all REVENUE 





above
REVENUE

data
related data defined above.

401-402

9(2)

PAY-RTC

Output item: A return code set by Pricer to define 









the payment circumstances of the claim or an error 









in input data.

Payment return codes:

00 =
Final payment, where no outlier 












applies

01 =
Final payment where outlier applies

03 =
Initial percentage payment, 0%

04 =
Initial percentage payment, 50%

05 = Initial percentage payment, 60%

06 = LUPA payment only

Error return codes:

10 =
Invalid TOB

15=
Invalid PEP Days

20 =
PEP indicator invalid 
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Error return codes (cont.):

25 =
Med review indicator invalid

30 =
Invalid MSA code

35 =
Invalid Initial Pymnt Indicator

40 =
Dates are < Oct 1, 2000 or are invalid

70 =
Invalid HRG code

75 =
No HRG present in 1st occurrence

80 =
Invalid revenue code

85 =
No revenue code present on 3x9 or 











adjustment TOB

403-407

9(5)

REVENUE-SUM
Output item: The total therapy visits used by 






1-3-QTY-THR
the Pricer to determine if therapy threshold was met 









for the claim.  This amount will be the total of the 









covered visit quantities input with revenue codes 






42x,43x, and 44x.

408-412

9(5)

REVENUE-SUM
Output item:  The total number of visits used 






1-6- QTY-ALL
by the Pricer to determine if the claim must be paid 









as a low utilization payment adjustment (LUPA).  









This amount will be the total of all the covered visit 









quantities input will all six HH discipline revenue 









codes.

413-421

9(7)V9(2)  OUTLIER-

Output item: The outlier payment amount 






   PAYMENT


determined by the Pricer to be due on the 











claim in addition to any HRG payment amounts.

422-430

9(7)V9(2)  TOTAL-

Output item: The total reimbursement 







   PAYMENT


determined by the Pricer to be due on the 











RAP or claim.

431-450

X(20)
   FILLER

Blank.

Input records on RAPs will include all input items except for “REVENUE” related items, and input records on RAPs will never report more than one occurrence of “HRG” related items.  Input records on claims must include all input items.  Output records will contain all input and output items.  If an output item does not apply to a particular record, Pricer will return zeroes.

The standard systems will move the following Pricer output items to the claim record.  The return code will be placed in the claim header.  The HRG-PAY amount for each HIPPS code will be placed in the total charges and the covered charges field of the appropriate revenue code 0023 line.  The OUTLIER-PAYMENT amount, if any, will be placed in a value code 17 amount.  If the return code is 06 (indicating a low utilization payment adjustment), the standard systems will apportion the REVENUE-COST amounts to the appropriate line items in order for the per-visit payments to be accurately reflected on the remittance advice.

324.18
Rev. 1808 

09-00
BILL REVIEW
3656.7 (Cont.)

C.
Decision Logic Used By The Pricer On RAPs.--On input records with TOB 322 or 332, Pricer  will perform the following calculations in the numbered order:

1. a.
Find weight for "HRG‑INPUT‑CODE" from the table of weights for the Federal fiscal year in which the “SERV-THRU-DATE” falls.  Multiply the weight times Federal standard episode rate for the Federal fiscal year in which the “SERV-THRU-DATE” falls.  The product is the case-mix adjusted rate.  This case-mix adjusted rate must also be wage‑index adjusted according to labor and non‑labor portions of the payment established by HCFA.  Multiply the case-mix adjusted rate by .77668 to determine the labor portion.  Multiply the labor portion by the wage index corresponding to "MSA1" (The current hospital wage index, pre-floor and pre-reclassification, will be used).  Multiply the Federal adjusted rate by .22332 to determine the non‑labor portion.  

Sum the labor and non‑labor portions.  The sum is the case-mix and wage index adjusted payment for this HRG.

2. a.
If the "INIT‑PYMNT‑INDICATOR" equals 0, perform the following:

Determine if the “SERV‑FROM‑DATE” of the record is equal to the "ADMIT‑DATE." If yes,  multiply the wage index and case-mix adjusted payment by .6  Return the resulting amount as “HRG-PAY” and as “TOTAL‑PAYMENT” with return code 05.

If no,  multiply the wage index and case-mix adjusted payment by .5  Return the resulting amount as “HRG-PAY” and as "TOTAL‑PAYMENT"  with return code 04.

2. b.
If the "INIT‑PYMNT‑INDICATOR" = 1, perform the following:

Multiply the wage index and case-mix adjusted payment by .0.  Return the resulting amount as "HRG‑PAY" and as "TOTAL‑PAYMENT" with return code 03.  


D.
Decision Logic Used By The Pricer On Claims.--On input records with TOB 329, 339, 327, 337, 32F, 33F, 32G, 33G, 32H, 33H, 32I, 33I,  32J, 33J, 32K, 33K, 32M, 33M, 32P or 33P (that is, all  provider submitted claims and provider or intermediary initiated adjustments),   Pricer  will perform the following calculations in the numbered order:

1.  a. Low Utilization Payment Adjustment (LUPA) calculation.

If the  "REVENUE‑SUM1‑6‑QTY‑ALL" (the total of the 6 revenue code quantities, representing the total number of visits on the claim) is less than 5, read the national standard per visit rates for each of the six "REVENUE‑QTY‑COV‑VISITS" fields from the revenue code table for the Federal fiscal year in which the”SERV-THRU-DATE” falls.  Multiply each quantity by the corresponding rate.  Wage index adjust and sum the six products.  The result is the total payment for the episode.  Return this amount in the "TOTAL‑PAYMENT" field with return code 06.  No further calculations are required.

1.   b.  If  "REVENUE‑SUM1‑6‑QTY‑ALL" is  greater than or equal to 5, proceed to the therapy threshold determination.

2.    a.  Therapy threshold determination.

If the "REVENUE‑SUM1‑3‑QTY‑THR" (the total of the quantities associated with therapy revenue codes, 42x, 43x, 44x, which will be passed from the standard systems sorted in this order)  is less than 10, perform the following:
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If the "MED‑REVIEW‑INDICATOR" is a Y for any HRG, do not perform alter the HIPPS code reported in “HRG-INPUT-CODE” Copy that code to the "HRG‑OUTPUT‑CODE" field. Proceed to the next HRG occurrence.

If  "MED‑REVIEW‑INDICATOR" is an N for any HRG, read table of codes for the Federal fiscal year in which the “SERV-THRU-DATE” falls. The table of HIPPS codes in the Pricer is arranged in two columns.   The first column contains all 640 HIPPS codes.  For each code in the first column, the second column shows the code to be used for payment if the therapy threshold is not met.  If the code in first column matches the code in the second column (indicating the therapy threshold does not need to be meet for that code), copy the code from the first column to the "HRG‑OUTPUT‑CODE" field.

If the code in the first column does not match the code in the second column, place the code in the second column in the "HRG‑OUTPUT‑CODE" field.

2.     b.  If  "HHA‑REVENUE‑SUM1‑3‑QTY‑THR" is greater than or equal to 10:  Copy all "HRG‑INPUT‑CODE" entries to the "HRG‑OUTPUT‑CODE" fields.  Proceed to HRG payment calculations.  Use the weights associated with the codes in the “HRG-OUTPUT-CODE” fields for all further calculations involving each HRG.

3.  a.  HRG payment calculations.

If the "HRG‑OUTPUT-CODE" occurrences are less than 2, and the "PEP‑INDICATOR" is an N:  

Find the weight for the  "HRG-OUTPUT-CODE" from weight table for the Federal fiscal year in which the “SERV-THRU-DATE” falls.  Multiply the weight times the Federal standard episode rate for the Federal fiscal year in which the “SERV-THRU-DATE” falls.  The product is the case-mix adjusted rate.  Multiply the case-mix adjusted rate by .77668 to determine the labor portion.  Multiply the labor portion by the wage index corresponding to "MSA1.” Multiply the case-mix adjusted rate by .22332 to determine the non‑labor portion.  Sum the labor and non‑labor portions.  The sum is the wage index and case-mix adjusted payment for this HRG.

Proceed to the outlier calculation (see 4 below).  

3.   b.  If the "HRG‑OUTPUT-CODE" occurrences are less than 2, and the "PEP‑INDICATOR" is a Y:

Perform the calculation of the case-mix and wage index adjusted payment for the HRG, as above.  Determine the proportion to be used to calculate  this partial episode payment (PEP) by dividing  the "PEP‑DAYS" amount by 60.  Multiply the case-mix and wage index adjusted payment by this proportion.  The result is the PEP payment due on the claim. Proceed to the outlier calculation (see 4 below).

3.    c.  If the "HRG‑OUTPUT-CODE" occurrences are greater than or equal to 2, and the "PEP‑INDICATOR" is an N:

Perform the calculation of the case-mix and wage index adjusted payment for each HRG, as above.  Multiply each of the resulting amounts by the number of days in the "HRG‑NO‑OF‑DAYS" field for that code divided by sixty.   Repeat this for up to six occurrences of the "HRG‑OUTPUT-CODE."   These amounts will returned in separate occurrence of the ”HRG‑PAY" fields, so that the standard systems can associate them to the claim 0023 lines and pass the amounts to the remittance advice. Therefore each amount must be wage index adjusted separately.  Sum all resulting dollar amounts.  This is total HRG payment for the episode. Proceed to the outlier calculation (see 4 below). 

3.   d.  If the "HRG‑OUTPUT-CODE" occurrences are greater than or equal to 2, and the "PEP‑INDICATOR" is a Y:
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Perform the calculation of the case-mix and wage index adjusted payment for each HRG, as above.  Multiply each of the resulting amounts by the quantity in the "PEP ‑DAYS" field divided by 60.  Multiply the result by the quantity in the "HRG‑NO‑OF‑DAYS" field divided by the quantity in the "PEP‑DAYS" field.  Repeat this for up to six occurrences of "HRG‑CODE."   These amounts will returned separately in the corresponding "HRG‑PAY" fields.  Sum all resulting dollar amounts.  This is total HRG payment for the episode.  Proceed to the outlier calculation (see 4 below). 

4.   a.  Outlier calculation:

Wage index adjust the outlier fixed loss amount for the Federal fiscal year in which the “SERV-THRU-DATE” falls, using the MSA code in the “MSA1" field.  Add the resulting wage index adjusted fixed loss amount to the total dollar amount resulting from all HRG payment calculations.  This is the outlier threshold for the episode.  

4.   b.  For each quantity in the six "REVENUE‑QTY‑COV‑VISITS" fields, read the national standard per visit rates from revenue code table for the Federal fiscal year in which the “SERV-THRU-DATE” falls.   Multiply each quantity by the corresponding rate.  Sum the six results and wage index adjust this sum as described above, using the MSA code in the “MSA1" field.  The result is the wage index adjusted imputed cost for the episode.

4.   c.  Subtract the outlier threshold for the episode from the imputed cost for the episode.

4.    d.  If the result is greater than $0.00, calculate .80 times the result.  Return this amount in the "OUTLIER‑PAYMENT" field.  Add this amount to the total dollar amount resulting from all HRG payment calculations.   Return the sum in the “TOTAL-PAYMENT” field, with return code 01. 

4.   e.  If the result is less than or equal to $0.00, the total dollar amount resulting from all HRG payment calculations is the total payment for the episode.   Return zeroes in the "OUTLIER‑PAYMENT" field.  Return the total of all HRG payment amounts in the “TOTAL-PAYMENT” field, with return code 00.  


E.
Annual Updates to the HH Pricer.--Rate and weight information used by the HH Pricer are updated annually.  Updates occur each October, to reflect the Federal fiscal year.  The following update items will be published annually in the Federal Register:



o
The Federal standard episode amount;



o
The fixed loss amount to be used for outlier calculations;



o
A table of case-mix weights to be used for each HRG;



o
A table of national standardized per visit rates; 



o
The pre-floor, pre-reclassified hospital wage index; and


o
Changes, if any, to the RAP payment percentages, the outlier loss-sharing percentage and the labor and non-labor percentages.
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