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The agency proposal follows:  
Summary
Pursuant to N.J.S.A. 52:14B-5.1c, N.J.A.C. 10:52, the Hospital Services Manual chapter, will expire on December 7, 2010.  The chapter provides information about the provision of and reimbursement for hospital services under the New Jersey Medicaid and the NJ FamilyCare fee-for-service programs.  The Department proposes to readopt the Hospital Services Manual with amendments.  
An administrative review has been conducted and a determination has been made that N.J.A.C. 10:52 should be readopted because the rules are necessary, reasonable, adequate, efficient and responsive for the purposes for which they were originally promulgated.  The rules proposed for readoption include substantive amendments to: clarify the prior authorization and billing procedures for established mental health services for children and adults; update specific billing procedure codes in order to be consistent with the Federal Healthcare Common Procedure Code System (HCPCS) for 2009 and add, delete and adjust reimbursement rates in the program.  Additional minor amendments clarify existing policy and make technical corrections.

The chapter contains 14 subchapters and two appendices, described immediately below.

Subchapter 1, General Provisions, includes the purpose and scope of the chapter, definitions used, the criteria for participation for hospital outpatient services, the use of the PA-1C form for applying for benefits, eligibility, covered and non-covered services, offset of disproportionate share hospital payments, administrative days, prior authorization, pre-admission screening for nursing facility placement, recordkeeping, second opinion program provisions, Social Necessity Days requirements, utilization control for general inpatient and for psychiatric inpatient and outpatient services and advanced directives.

Subchapter 2, Policies and Procedures Related to Specific Services, covers ambulatory surgical centers, blood and blood products, dental services, Early Periodic Screening Diagnosis and Testing (EPSDT) services, family planning services, hospital-based home health agencies, hospital affiliated medical day care centers, free-standing narcotic and drug abuse centers, organ procurement and transplantation, partial hospitalization and prevocational psychiatric services, rehabilitation services provided by hospital outpatient departments, renal dialysis for end-stage renal disease, sterilization, hysterectomy, termination of pregnancy and hospital-based transportation services.

Subchapter 3, HealthStart-Maternity and Pediatric Care Services, includes sections on the purpose and scope of services, provider participation criteria, termination of HealthStart certificates, access to services, plan of care, maternity medical care services, health support services, professional staff requirements for maternity and pediatric providers, documentation requirements, pediatric preventive care services, reimbursement for HealthStart providers and maternity care billing code requirements.

Subchapter 4, Basis of Payment for Hospital Services, specifies the basis of payment for acute general hospitals, special hospitals, for inpatient and outpatient psychiatric services, capital project adjustments, out-of-State services, third-party claims, Medicare/Medicaid and Medicare/NJ FamilyCare claims, personal contribution to care for NJ FamilyCare-Plan C enrollees and Medicaid/NJ FamilyCare fee-for-service settlement provisions.

Subchapter 5, Procedural and Methodological Regulations, contains the procedural and methodological requirements for reimbursement, including sections on derivation of preliminary cost base, uniform reporting for current costs, costs per case, development of standards, current cost base, financial elements reporting/audit adjustments and identification of direct and indirect costs related to Medicaid and NJ FamilyCare patient care.  Additional provisions include patient care cost findings, direct costs per case, reasonable cost of services related to patient care, standard costs per case, reasonable direct cost per case, net income from other sources, update factors, capital facilities, Division adjustments and approvals, derivation from preliminary cost base and the effective date of the schedule of rates.

Subchapter 6, Financial Reporting Principles and Concepts, contains the financial reporting requirements for hospitals, including financial elements and cost centers.
Subchapter 7, Diagnosis Related Groups (DRGs), contains an explanation of the DRGs, calculation of the payment rates and a list of DRGs.  

Subchapter 8, Graduate Medical Education (GME) and Indirect Medical Education (IME), contains the calculation of GME and IME reimbursement to be distributed, distribution of GME and IME reimbursement, establishment of GME and IME interim and final methods of reimbursement, hospital fee-for-service GME reimbursement and distribution of GME reimbursement on or after July 6, 1998.

Subchapter 9, Review and Appeal of Rates, provides the requirements for the review and appeal of rates.  

Subchapter 10, HCFA Common Procedure Coding System (HCPCS) for Hospital Outpatient Laboratory Services, includes an introduction, the HCPCS procedure codes and maximum fee allowance schedule for pathology and laboratory, HCPCS Code Numbers, procedure descriptions and the maximum fee schedule.  Also contained in this subchapter are the Pathology and Laboratory HCPCS Code Qualifiers and Modifiers.

Subchapter 11, Charity Care, provides the requirements for charity care audit functions, sampling methodology, charity care write-off amount, differing documentation requirements when a patient is admitted through the emergency room, charity care screening and documentation requirements, the identification that applicants must supply, such as proof of New Jersey residency, income eligibility and proof of income.  The rules also provide criteria for eligibility based on assets, limits on accounts with alternative documentation, additional information to be supplied to the facility by charity care applicants, application and determination, collection procedures, prohibited actions, adjustment methodology and charity care applications of patients admitted through the emergency room.  

Subchapter 12, Charity Care Component of the Disproportionate Share Hospital Subsidies, includes definitions, claims for the charity care component of the disproportionate share subsidies of the Health Care Subsidy Fund and the basis of pricing for charity care claims.

Subchapter 13, Eligibility for and Basis of Payment for Disproportionate Share Hospitals, defines general eligibility for a hospital to qualify for disproportionate share hospital (DSH) payments; contains provisions that specify the methodologies used to calculate the following DSH payment components: charity care, Hospital Relief Subsidy Fund, Hospital Relief Subsidy Fund for Mentally Ill and Developmentally Disabled Clients; and includes a methodology to redistribute a closed hospital’s DSH payments.

Subchapter 14,  Methodology For Establishing DRG Payment Rates For Inpatient Services At General Acute Care Hospitals, provides the effective rate for the payment methodology; specific definitions applicable to the establishment of DRG rates; the method of calculation of the DRG weights; a list of the DRG weights; information relative to the statewide base rate, including how the Statewide base rate is determined and the necessary criteria that must be met to qualify for add-on amounts to the Statewide base rate; the DRG daily rates; hospital-specific Medicaid cost-to-charge ratios; the standard DRG payment calculation; outlier payment calculations including the cost outlier payment calculation; the day outlier payment calculation for alternative level of care days; simultaneous cost outlier and day outlier payments; payment for transfers; payment for same day discharges; payment for readmission and the appeal process of the hospital’s Medicaid final rate.

Appendix A contains information related to the Fiscal Agent Billing Supplement.

Appendix B contains information related to the EMC Manual.

Summary of Proposed Amendments
At N.J.A.C. 10:52-1.1(a), proposed amendments make grammatical changes to the sentence without changing the meaning or intent of the rule.

At N.J.A.C. 10:52-1.2, definitions for “advanced practice nurse (APN)” and “nursing facility (NF)” are proposed to be added because the terms are used in the chapter.  The definition for nursing facility is being relocated from N.J.A.C. 10:52-1.11(b) with only minor technical revisions from N.J.A.C. 10:52-1.11(b) in order to more accurately reflect the current scope of nursing facility services.  A cross reference is being added in the existing definition of “adult acute partial hospital.”
At N.J.A.C. 10:52-1.3(d), proposed amendments provide a technical correction to a citation.

At N.J.A.C. 10:52-1.4(a)2, 3 and 4, proposed amendments replace references to the county board of social services (CBOSS) with references to the county welfare agency (CWA) to accurately reflect the name of the agency.
At N.J.A.C. 10:52-1.6(a)5, proposed amendments provide a technical correction to a citation.

At N.J.A.C. 10:52-1.6(h), proposed technical amendments reflect the change in the heading of N.J.A.C. 8:86 from “Medical Day Care Services” to “Adult Day Health Services,” which was effective on November 16, 2009 (operative April 1, 2010).

At N.J.A.C. 10:52-1.8(a)13, proposed amendments make grammatical changes to the sentence without changing the meaning or intent of the rule and provide a technical correction to a citation.

At N.J.A.C. 10:52-1.9(a)3, proposed amendments replace the acronym “CBOSS” with the acronym “CWA” to accurately reflect the name of the agency.
At N.J.A.C. 10:52-1.10(a), proposed amendments provide a technical correction to a citation.

At N.J.A.C. 10:52-1.10(d), proposed amendments make non-substantive grammatical and citation corrections and provide the website address where individuals can locate the list of Medical Assistance Customer Centers.
At N.J.A.C. 10:52-1.10(d)1, proposed amendments correct the address to which requests for prior authorization of out-of-State psychiatric services are to be mailed and adds new N.J.A.C. 10:52-1.10(d)1i, which requires that requests for prior authorization for such services rendered to a beneficiary receiving mental health services through the Department of Children and Families’ (DCF) Division of Child Behavioral Health Services (DCBHS) be coordinated by the entity responsible for the beneficiary’s care, and then directed to the DCF Contracted System Administrator.
At N.J.A.C. 10:52-1.10(f), proposed amendments provide technical corrections to citations.

At N.J.A.C. 10:52-1.11(b), proposed amendments make grammatical changes to the definition of “Health Services Delivery Plan,” without changing the meaning or intent of the rule.  Additional proposed amendments revise the definition of “Preadmission Screening and Resident Review (PASRR),” to clarify that the PASRR process consists of two levels, the Level I is a screening process and Level II is an evaluative process to determine the appropriateness of placement in a nursing facility.  Additional proposed amendments revise the definition of “track of care” to indicate that the PASRR screen and evaluation be performed by a professional staff designated by the Department of Health and Senior Services.
Further amendments at N.J.A.C. 10:52-1.11(b), revise the definition for “Level I PASRR screen” to indicate that an individual must meet the PASRR criteria for serious mental illness and/or mental retardation as described in this section; revise the definition for “Level II PASRR screen” to change the term to “Level II PASRR evaluation” to more accurately represent the process; delete the definition for “Nursing facility” because a slightly revised definition of the term is now codified at N.J.A.C. 10:52-1.2, as described above;  revise the definition of “professional staff designated by the Department of Health and Senior Services” to indicate that the nurse or social worker does not have to be employed by the State or a political subdivision of the State; and clarify the definition of “Specialized Services for Mental Illness” to indicate that those services can only be provided in a 24-hour inpatient psychiatric setting.
At N.J.A.C. 10:52-1.11(c), proposed amendments make revisions to the subsection, which note the use of staff who are not employed by the State, non-substantively clarify the existing term “service requirements” to instead specify that it means “clinical eligibility requirements” and provide a technical correction to a citation.
At N.J.A.C. 10:52-1.11(d)2, proposed amendments update the edition number and date of the Diagnostic Statistical Manual of Mental Disorders to indicate the most recent publication date.
At N.J.A.C. 10:52-1.11(d)4, proposed amendments replace the term “Level II PASRR screen” with the term “Level II PASRR evaluation” to reflect the change in the definition, as described above.  Additional amendments clarify that the required assessment shall be performed by staff designated by DHSS, not specifically DHSS staff members to be consistent with the proposed amendment revising the definition of “professional staff designated by the Department of Health and Senior Services” at N.J.A.C. 10:52-1.11(b), as described above.  Further, at N.J.A.C. 10:52-1.11(d)4i, proposed amendments delete the provision that an M.D. or a D.O. who is not a psychiatrist may provide the psychiatric examination if no psychiatrist or APN certified in mental health is available to perform the examination.
At N.J.A.C. 10:52-1.11(d)5 and 7 proposed amendments make grammatical changes to the sentence without changing the meaning or intent of the rule.

At N.J.A.C. 10:52-1.11(e), proposed amendments make grammatical changes without changing the meaning or intent of the rule, note the use of staff who are not employed by the State and replace the term “Level II PASRR screen” with the term to “Level II PASRR evaluation” to reflect the change in the definition, as described above.  At N.J.A.C. 10:52-1.11(e)1 through 5, proposed amendments replace the term “Level II PASRR screen” with the term to “Level II PASRR evaluation” to reflect the change in the definition, as described above, clarify that the required assessment shall be performed by staff designated by DHSS, not specifically DHSS staff members, in order to be consistent with the proposed amendment revising the definition of “professional staff designated by the Department of Health and Senior Services” at N.J.A.C. 10:52-1.11(b), as described above and replace references to the county board of social services (CBOSS) with references to the county welfare agency (CWA) to accurately reflect the name of the agency.  Minor non-substantive grammatical changes are also made.
At N.J.A.C. 10:52-1.11(f)1, proposed amendments replace the term “Level II PASRR screen” with the term to “Level II PASRR evaluation” to reflect the change in the definition, as described above, and replace references to the county board of social services (CBOSS) with references to the county welfare agency (CWA) to accurately reflect the name of the agency.  At N.J.A.C. 10:52-1.11(f)2, proposed amendments delete the provision that an M.D. or a D.O. who is not a psychiatrist may provide the psychiatric examination if no psychiatrist or APN certified in mental health is available to perform the examination, consistent with the proposed amendments to N.J.A.C. 10:52-1.11(d)4i described above, replace the term “Level II PASRR screen” with the term “Level II PASRR evaluation” to reflect the change in the definition as described above, clarify that the required assessment shall be performed by staff designated by DHSS, not specifically DHSS staff members to be consistent with the proposed amendment revising the definition of “professional staff designated by the Department of Health and Senior Services” at N.J.A.C. 10:52-1.11(b) as described above, and make minor grammatical changes to the sentence without changing the meaning or intent of the rule.  Finally, additional amendments at N.J.A.C. 10:52-1.11(f)2i, revise the name of the form used to record and report the results of the PASRR psychiatric evaluation.  Language regarding the timing of the completion of that form is revised to reflect existing practice, which is minimally different than the existing text indicates.
A new provision, N.J.A.C. 10:52-1.14(a)3i, is proposed, which codifies the current DMAHS practice that payment for social necessity days shall be made at the Statewide average per diem rate as determined on January 1 of each calendar year.
At N.J.A.C. 10:52-1.17(c), proposed amendments provide a technical correction to a citation.

N.J.A.C. 10:52-2.5(b) through (e), relating to the provision of the Norplant System (NPS) are proposed to be deleted because Norplant is not available in the United States.  Existing N.J.A.C. 10:52-2.5(f) is proposed to be recodified as subsection (b) with no change in text.
At N.J.A.C. 10:52-2.9(a)1, proposed amendments clarify that claims for services rendered to an organ donor are to be submitted under the identification number of the Medicaid/NJ FamilyCare beneficiary who is receiving the transplant.
New N.J.A.C. 10:52-2.9(a)2 is proposed, which states that the claim for organ procurement and all services rendered to the organ donor will be paid by the Medicaid/NJ FamilyCare program regardless of whether the procurement and the transplant were performed at the same hospital.

At N.J.A.C. 10:52-2.9(f), the proposed amendment deletes the requirement that organ procurement costs are included in the hospital costs to conform with the changes made at N.J.A.C. 10:52-2.9(a).  
At N.J.A.C. 10:52-2.10(c)1, proposed amendments remove the existing timeframes related to half-day or full-day programming of partial hospital services and indicate that all participants shall be present and receive services for a minimum of two hours up to a maximum of five hours of active participation per day.  
N.J.A.C. 10:52-2.10(c)1i and 2.10(d), which contain requirements for prior authorization for partial hospitalization services, are proposed for deletion.  Prior authorization procedures for adult partial hospitalization services are now codified in N.J.A.C. 10:52A, Psychiatric Adult Acute Partial Hospital and Partial Hospital Services, which was adopted effective February 5, 2007.  New N.J.A.C. 10:52-2.10(d) is proposed, which states that for those individuals aged 18 and older who have no involvement with the Department of Children and Families (DCF) and/or the DCF Division of Child Behavioral Health Services, prior authorization for partial hospitalization services shall be provided in accordance with N.J.A.C. 10:52A, Adult Acute Partial Hospital and Partial Hospital Services.  New N.J.A.C. 10:52-2.10(e) is proposed, which contains the authorization requirements for partial hospitalization services  for those individuals under age 18 and those individuals between the ages of 18 and 21 years who were receiving services the Department of Children and Families (DCF) and/or the DCF Division of Child Behavioral Health Services (DCBHS) prior to their 18th birthday.
Existing N.J.A.C. 10:52-2.10(e) is being recodified as subsection (f) with no change in text.

New N.J.A.C. 10:52-2.10(g) is proposed, which states that the Division shall not reimburse a hospital for partial hospitalization and medical day care center services provided to the same beneficiary on the same day.  New N.J.A.C. 10:52-2.10(h) states that the Division shall not reimburse a hospital for any mental health service (including medication management) in addition to partial hospitalization services provided to the same beneficiary on the same day.  New N.J.A.C. 10:52-2.10(i) states that additional requirements related to Partial Hospitalization (PH) services and Adult Acute Partial Hospitalization (APH) services available to eligible Medicaid/NJ FamilyCare beneficiaries age 18 and older are found at N.J.A.C. 10:52A.  
At N.J.A.C. 10:52-2.11(a)7i, proposed amendments update the mailing address of the American Speech-Language-Hearing Association.  At N.J.A.C. 10:52-2.11(b), proposed amendments allow for a medical practitioner other than a physician, who is licensed or authorized by the State of New Jersey, or the state in which he or she practices, to prescribe rehabilitative services within the scope of his or her license and practice.
At N.J.A.C. 10:52-2.12(d), proposed amendments revise the subsection to clarify that the reimbursement for hospital inpatient renal dialysis services for ESRD are included in the final DRG rates.
At N.J.A.C. 10:52-4.3(b)3, proposed amendments revise the term “composite rate” to instead read “base composite rate” to be consistent with Medicare terminology.

At N.J.A.C. 10:52-5.9(a)5, a proposed amendment provides a technical correction to a citation.

At N.J.A.C. 10:52-5.10(c)2ii through v, proposed amendments remove references to Appendix XI B.I, Appendix XI B.II, Appendix XI B.III, and Appendix XI B.IV, respectively, of N.J.A.C. 8:31B.  These appendices were repealed effective November 15, 1993, see R.1993 d. 593.  At N.J.A.C. 10:52-5.10(c)2vi(2), a proposed amendment removes the reference to Appendix XI vii of N.J.A.C. 8:31B.  This appendix was repealed effective November 15, 1993, see R.1993 d. 593.

At N.J.A.C. 10:52-5.10(d)2, proposed amendments delete the reference to N.J.A.C. 8:31B-3.22(d)3 and indicate that the Labor Market Areas were recognized in 1990 by the Department of Health and Senior Services (DHSS).  N.J.A.C. 8:31B-3.22(d)3 has been deleted by DHSS.
At N.J.A.C. 10:52-6.14(a), a proposed amendment provides a technical correction to a citation.

At N.J.A.C. 10:52-6.21, proposed amendments delete an obsolete citation and reference to N.J.A.C. 10:52-6.8, which formerly described minor moveable equipment.  Proposed amendments provide a brief description of minor moveable equipment.

At N.J.A.C. 10:52-6.73(a)1, a proposed amendment provides a technical correction to a citation.

At N.J.A.C. 10:52-8.4, a proposed amendment provides a technical correction to a citation.

New N.J.A.C. 10:52-8.5(b)1 states that when calculating data concerning hospital fee-for-service reimbursement for GME, for hospital psychiatric units included in the Medicare Inpatient Prospective Reimbursement System reporting purposes but excluded for Medicaid reporting purposes, the data from the hospital-submitted worksheets for the Medicaid-excluded psychiatric units shall be used.

The heading of N.J.A.C. 10:52-10 is proposed to be amended to read “Centers for Medicare & Medicaid Services Healthcare Common Procedure Coding System (HCPCS) for Hospital Outpatient Laboratory Services” to reflect the current name of the Federal agency and system.
At N.J.A.C. 10:52-10.1(a), proposed amendments provide the name and address of PMIC, the entity that which publishes the HCPCS, which is established and maintained by the Centers for Medicare & Medicaid Services (CMS) in accordance with the Health Insurance Portability and Accountability Act of 1996, Pub. L. 104-191 (HIPAA). The Administrative Simplification provisions of HIPAA (Title II, Sec. 262, Part C) require the Department of Health and Human Services to establish national standards and identifiers for health care transactions, providers, health plans, and employers.  The HCPCS list is incorporated in these rules by reference, as amended and supplemented by CMS.  Additional proposed amendments state that revisions to the HCPCS that reflect code additions, deletions and/or replacement codes, will be made by means of a notice of administrative change in the New Jersey Register.  However, revisions to existing reimbursement amounts and specification of new reimbursement amounts will continue to be made through rulemaking pursuant to the Administrative Procedure Act, N.J.S.A. 52:14B-1 et seq.

At N.J.A.C. 10:52-10.1(a)1, proposed amendments provide a mailing address and a website for the American Medical Association, which will allow providers to access the narratives for Level I HCPCS codes.
At N.J.A.C. 10:52-10.1(a)2, proposed amendments provide a website for the Centers for Medicare & Medicaid Services and repeats the mailing address for PMIC, which will allow providers to access the narratives for Level II HCPCS codes.

N.J.A.C. 10:52-10.1(a)3, referring to Level III HCPCS procedure codes, which were codes assigned to identify services unique to New Jersey, is proposed for deletion.  The Health Insurance Portability and Accountability Act of 1996, Pub. L. 104-191 prohibits the use of Level III procedure codes.

In N.J.A.C. 10:52-10.2 and 10.3, proposed  amendments revise the list of procedure codes for pathology and laboratory services rendered in the outpatient hospital setting to be consistent with additions and deletions to the CMS authorized list of HCPCS procedure codes.  The proposed amendments include the addition of new HCPCS procedure codes for hospital outpatient laboratory services and their corresponding maximum fee allowances; the deletion of HCPCS codes that are no longer in use; and adjustments to the reimbursement rates for specified HCPCS.  Some outpatient laboratory services that use laboratory HCPCS procedure codes that are reimbursed based on actual billed charges are subject to the cost-to-charge ratio. These include procedure codes that are valid for Medicaid/NJ FamilyCare fee-for-service reimbursement but not listed on the Medicare Laboratory HCPCS Procedure Code File.  

At N.J.A.C. 10:52-10.2, proposed amendments revise the list of Level I HCPCS procedure codes for pathology and laboratory services rendered in an outpatient hospital setting.  In the text of the rule, the HCPCS are codified in numerical order; however for the purposes of the notice of proposal Summary, they are categorized below as either “Newly proposed HCPCS procedure codes,” “HCPCS procedure codes to be deleted” or “HCPCS procedure codes with revised reimbursement amounts.”

Newly proposed HCPCS procedure codes
80047, 80195, 82045, 82107, 82271, 82272, 82640, 82656, 83009, 83256, 83630, 83631, 83695, 83698, 83700, 83701, 83704, 83876, 83900, 83907, 83908, 83909, 83913, 83914, 83951, 84163, 84166, 84704, 85397, 86200, 86335, 86355, 86356, 86357, 86367, 86480, 86486, 86788, 86789, 86927, 86930, 86931, 86932, 86960, 87209, 87305, 87498, 87500, 87640, 87641, 87653, 87807, 87808, 87809, 87900, 87902, 87905, 88184, 88185, 88187, 88188, 88189, 88299, 88333, 88334, 88360, 88367, 88368, 88381, 88384, 88385, 88386, 88720, 88740, 88741, 89049 and 89331
HCPCS procedure codes proposed for deletion
0023T, 82273, 83716, 86585, 86586, 86927, 86930, 86931, 86932, 88180 and 88400.
HCPCS procedure codes with revised reimbursement amounts

At N.J.A.C. 10:52-10.2, there are also proposed revisions to the maximum allowances to existing HCPCS codes related to outpatient pathology/laboratory services.  Reimbursement rates are set in accordance with N.J.A.C. 10:52-4.3. The chart below lists the code, the existing maximum fee allowance and the proposed revised maximum fee allowance:

	HCPCS Code
	Current Maximum Fee Allowance
	Proposed Maximum Fee Allowance

	36450
	137.00
	100.80

	82120
	4.00
	S.C.C.

	83721
	10.00
	10.66

	83880
	37.80
	37.94

	84022
	20.00
	22.93

	85055
	38.00
	29.93

	85576
	10.00
	24.01

	85670
	6.60
	8.00

	85675
	6.42
	6.00

	86005
	4.16
	3.24

	86717
	16.00
	S.C.C.

	86850
	4.20
	S.C.C.

	86860
	4.20
	S.C.C.

	86870
	9.00
	S.C.C.

	87338
	9.00
	S.C.C.

	87901
	350.00
	289.75

	87903
	675.72
	546.18

	89230
	9.00
	4.32


At N.J.A.C. 10:52-10.3, proposed amendments revise the list of Level II HCPCS procedure codes for specific pathology and laboratory services rendered in an outpatient hospital setting.  The HCPCS procedure codes proposed to be added are:  G0123, J0886, P9010, P9011, P9012, P9016, P9017, P9019, P9020, P9021, P9022, P9023, P9035, P9036, P9037, P9038, P9039, P9045, P9047, P9051, P9052, P9053, P9056, P9058, P9060 and Q4081.  The descriptions of these codes are included in the proposed rule text since these narratives are not found in the CPT.  The HCPCS procedure code proposed for deletion is W8900.
N.J.A.C. 10:52-10.4(a)11, containing the qualifiers for the use of HCPCS procedure code W8900, is proposed to be deleted consistent with the deletion of this HCPCS procedure code at N.J.A.C. 10:52-10.3.

At N.J.A.C. 10:52-13.7(e)1iii and 2, proposed amendments provide technical corrections to citations.

The amendments to N.J.A.C. 10:52 Appendix A would inform providers that when revisions are made to the Fiscal Agent Billing Supplement a revised version will be placed on the website.  

The amendments to N.J.A.C. 10:52 Appendix B would inform providers that when revisions are made to the EMC Manual a revised version will be placed on the website.  

The Department has determined that the comment period for this notice of proposal will be at least 60 days; therefore, pursuant to N.J.A.C. 1:30-3.3(a)5, this notice is excepted from the rulemaking calendar requirement.

Social Impact
During State Fiscal Year 2009, an estimated 9,307 Medicaid/NJ FamilyCare fee-for-service beneficiaries received inpatient hospital services each month under the Medicaid fee-for-service program, while an estimated 49,461 Medicaid/NJ FamilyCare fee-for-service beneficiaries received outpatient hospital services each month.

During State Fiscal Year 2009, there were 312 participating providers who rendered inpatient hospital services and 338 participating providers who rendered outpatient hospital services.

The rules proposed for readoption with amendments will have a positive social impact on Medicaid and NJ FamilyCare fee-for-service providers, because the rules will assure the continued reimbursement for hospital services that are provided in accordance with the requirements of N.J.A.C. 10:52.  
The rules proposed for readoption with amendments should have a positive social impact on Medicaid and NJ FamilyCare fee-for-service beneficiaries because the rules will assure the continued access to these hospital services for these beneficiaries. 

The rules proposed for readoption with amendments will have a positive impact on the administration of the Medicaid and NJ FamilyCare programs and the provision of hospital services.  The continuation of the rules will allow for continued oversight and administration of the program within the established procedures and that providers are aware of said procedures and the consequences of failing to adhere to the rules of the program.

Economic Impact
During State Fiscal Year 2009, the Division spent approximately $601.7 million (Federal and State shares combined) for inpatient hospital services and $276.3 million (Federal and State shares combined) for outpatient hospital services rendered to Medicaid/NJ FamilyCare fee-for-service beneficiaries.

The rules proposed for readoption with amendments will have an economic benefit to the State, since these rules were established in conformance with the Federal requirements for Medicaid/NJ FamilyCare matching funds.  However, in order to receive these Federal matching funds, the State is required to pay for half of the cost of the inpatient and outpatient services to Medicaid/NJ FamilyCare beneficiaries.  

The rules proposed for readoption with amendments will have no new economic costs to Medicaid/NJ FamilyCare beneficiaries because, except for established co-payments for certain NJ FamilyCare beneficiaries, Medicaid/NJ FamilyCare beneficiaries are not required to pay for services rendered in hospitals and this requirement is not changing as a result of the readoption of the rules or the proposed amendments.  The readoption of these rules will have an economic benefit to Medicaid/NJ FamilyCare beneficiaries by ensuring continued access to medically necessary services that otherwise would not have been available to them due to inadequate financial resources.   Also, the economic benefit of access to hospital care results from Medicaid/NJ FamilyCare beneficiaries avoiding costly emergency room admissions and achieving better health outcomes and quality of life.

The rules proposed for readoption with amendments will have an economic benefit for providers because appropriate reimbursement for hospital services will continue to be provided to those participating providers who render the services in accordance with the requirements of the program.  Also, the providers may experience an economic benefit due to the adjustment of specified HCPCS procedure codes since those adjustments are being made to ensure that appropriate reimbursement is provided.  

The proposed amendments are not expected to significantly increase or decrease Division expenditures for the provision of hospital services to Medicaid/NJ FamilyCare fee-for-service beneficiaries.  The Division’s budget allows for the adjustment of fees and the addition and deletion of HCPCS to conform to Federal requirements and newly developed and/or approved medical procedures.  Some laboratory fees have been adjusted to conform to Medicare fees, but the overall expenditures anticipated by the Division are not expected to increase. 

The rules proposed for readoption with amendments will have a positive impact on the administration of the Medicaid and NJ FamilyCare programs and the provision of hospital services.  The continuation of the rules will allow for continued oversight and administration of the program within the established procedures and allow the State to continue to receive Federal funding for the administration of the Medicaid/NJ FamilyCare program and the provision of services within the rules of the program.

Federal Standards Statement
42 U.S.C. §1396d(a) requires a state Title XIX program to provide inpatient and outpatient hospital services to most eligibility groups.  Inpatient and outpatient hospital services are optional services for the medically needy population; however, New Jersey has elected to provide these services to medically needy beneficiaries.  Federal regulations at 42 CFR 440.2, 440.10 and 440.20, provide definitions of inpatient hospital services and outpatient hospital services. 

Section 1902(a)(13) of the Social Security Act, 42 U.S.C. §1396a(a)(13), describes the public process a state Medicaid program must use when establishing or amending inpatient hospital rates. Under Federal regulations at 42 CFR 447.272, a state must also assure that the aggregate payments to each group of hospitals do not exceed the amount that can reasonably be estimated would have been paid under Medicare principles of reimbursement. In establishing payment rates for hospital services, a State Medicaid program must also take into account the costs of a hospital that treats a disproportionate share of low-income individuals, consistent with Section 1923 of the Social Security Act, 42 U.S.C. §1396r-4. This section also describes the minimum amount, as well as the maximum amount, that must be paid for treatment of a disproportionate share number of low-income individuals.

Federal regulations at 42 CFR 447.321 require that the total amounts paid by Medicaid programs, Medicare and the beneficiary cannot exceed what the total payments would be from Medicare for comparable outpatient services under comparable circumstances.

Title XXI of the Social Security Act allows states to establish a children's health insurance program for targeted low-income children. New Jersey elected this option through implementation of the NJ FamilyCare Children's Program. Section 2103, 42 U.S.C. §1397cc, provides broad coverage guidelines for the program. Section 2110 of the Act, 42 U.S.C. §1397jj, defines hospital services for the children's health insurance program.

The Department has reviewed the applicable Federal statute and regulations and that review indicates that the rules proposed for readoption with amendments do not exceed Federal standards. Therefore, a Federal standards analysis is not required.

Jobs Impact

The rules proposed for readoption and proposed amendments will not cause the generation or loss of jobs in the State of New Jersey.  

Agriculture Industry Impact

Since the rules proposed for readoption and proposed amendments concern the provision of hospital services to Medicaid and NJ FamilyCare beneficiaries, the Department anticipates that the rulemaking will have no impact on the agriculture industry in the State of New Jersey.

Regulatory Flexibility Statement
The providers affected by the rules proposed for readoption and proposed amendments are all hospitals that have more than 100 full-time employees. Therefore, they are not considered small businesses, as the term is defined by the Regulatory Flexibility Act, N.J.S.A. 52:14B-16 et seq., and a regulatory flexibility analysis is not required. 

Smart Growth Impact
Since the rules proposed for readoption and proposed amendments concern the provision of hospital services to Medicaid and NJ FamilyCare beneficiaries, the Department anticipates that the rules will have no impact on the achievement of smart growth in New Jersey or on the implementation of the State Development and Redevelopment Plan.

Housing Affordability Impact

Since the rules proposed for readoption and proposed amendments concern the provision of hospital services to Medicaid and NJ FamilyCare beneficiaries, the Department anticipates that the rules will have no impact on affordable housing in New Jersey and there is no likelihood that the rules would evoke a change in the average costs associated with housing.

Smart Growth Development Impact

Since the rules proposed for readoption and proposed amendments concern the provision of hospital services to Medicaid and NJ FamilyCare beneficiaries, the Department anticipates that there is no likelihood that the rules would evoke a change in housing production in Planning Areas 1 or 2 or within designated centers under the State Development and Redevelopment Plan in New Jersey.

Full text of the rules proposed for readoption may be found in the New Jersey Administrative Code at N.J.A.C. 10:52.  
Full text of the proposed amendments follows (additions indicated in boldface thus; deletions indicated in brackets [thus]):  

SUBCHAPTER 1. GENERAL PROVISIONS

10:52-1.1 Purpose and scope

(a) This chapter outlines the policies and procedures of the Division for the provision of inpatient and outpatient (including emergency room) hospital services to Medicaid and NJ FamilyCare fee-for service beneficiaries. [The hospitals that are included in these] These policies and procedures [are] apply to general hospitals, special hospitals, rehabilitation hospitals and psychiatric hospitals, unless specifically indicated otherwise.

(b) (No change.)

10:52-1.2 Definitions

The following words and terms, when used in this chapter, shall have the following meanings, unless the context clearly indicates otherwise.

"Adult acute partial hospital" or "APH" means an intensive and time-limited acute psychiatric service for beneficiaries 18 years of age or older who are experiencing, or are at risk for, rapid decompensation. This mental health service is intended to minimize the need for hospitalization.  See N.J.A.C. 10:52A.

"Advanced practice nurse (APN)" means a person currently licensed to practice as a registered professional nurse who is certified by the New Jersey State Board of Nursing in accordance with N.J.A.C. 13:37-7, and with N.J.S.A. 45:11-24 and 45 through 52, or similarly licensed and certified by a comparable agency of the state in which he or she practices.

...
"Nursing facility (NF)" means an institution (or distinct part of an institution) certified by the New Jersey State Department of Health and Senior Services for participation in Title XIX Medicaid and primarily engaged in providing health-related care and services on a 24-hour basis to Medicaid beneficiaries (children and adults) who, due to medical disorders, developmental disabilities and/or related cognitive impairments, exhibit the need for medical, nursing, rehabilitative, and psychosocial management above the level of room and board.  However, the nursing facility is not primarily for care and treatment of mental diseases that require continuous 24-hour supervision by qualified mental health professionals or the provision of parenting needs related to growth and development.
...
10:52-1.3 Criteria for participation: outpatient hospital services

(a) – (c) (No change.)

(d) Once the Division approves the entity to be reimbursed as an outpatient hospital service, the Division or its settlement agent, as specified in N.J.A.C. 10:52-[4.8]4.9, shall ensure that the information submitted is in compliance with (b) above. A review may occur at any time at the Division's discretion, including, but not limited to, the time of the audit of the hospital's cost report. If it is determined that the service provided by the entity is not provided consistent with the criteria for participation, as specified in (b) above, the Division shall notify the hospital of its denial of the service and disallow the costs and the related reimbursement for any time that service or entity was not in compliance with these rules.

(e) – (g) (No change.)

10:52-1.4 Use of PA-1C when applying for benefits for a hospital patient

(a) A hospital shall adhere to the following procedure for completing the form, the "Public Assistance Inquiry (PA-1C)" to inform the appropriate agency that an individual intends to file a Medicaid application:

1. (No change.)

2. For the aged, blind and/or disabled individuals, and/or pregnant women and/or children who do not qualify or who do not want an SSI money payment from the Social Security Administration and/or do want to be a Medicaid beneficiary through "Medicaid Only" or New Jersey Care . . . Special Medicaid Programs, a hospital shall complete the form PA-1C and send it to the appropriate county [board of social services (CBOSS)] welfare agency (CWA).

3. A hospital shall submit the form PA-1C to the county [board of social services (CBOSS)] welfare agency (CWA) immediately after the birth of a newborn of a mother who is or may become eligible for Medicaid. (Information on the newborn shall be included in item 1, 2, 3, 11a and 15 only. The mother's signature shall be included in Item 22.)

i. – iv. (No change.)

4. Previously submitted PA-1C forms shall be updated by the hospital if subsequent facts emerge that alter the original referral.

i. When it is determined that the original referral to the Social Security Administration was incorrect, the hospital shall forward a copy of the original PA-1C to the [CBOSS] CWA with a note of explanation (see also N.J.A.C. 10:49-2 in Administration for further information on Medicaid eligibility).

10:52-1.6 Covered services (inpatient and outpatient)

(a) The Division will cover those inpatient services ordinarily furnished by an approved hospital maintained for the treatment and care of patients and provided to any Medicaid or NJ FamilyCare fee-for-service beneficiary for whom professionally developed criteria and standards of care were used to determine that the beneficiary warranted an appropriate hospital level of care for a given diagnosis or problem.

1. - 4. (No change.)

5. For beneficiaries in the Medically Needy Program, inpatient hospital services shall be available only to pregnant women. For information on how to identify a Medicaid beneficiary in the Medically Needy Program, refer to N.J.A.C. 10:49-2.3(c)[4], Administration.

(b) – (g)  (No change.)

(h) For policies and procedures for Medical Day Care Centers (Hospital Affiliated), see N.J.A.C. 10:52-2.7 and N.J.A.C. 8:86, [Medical Day Care] Adult Day Health Services.

(i) – (j)  (No change.)

10:52-1.8 Non-covered services (inpatient and outpatient)

(a) The following non-covered services (inpatient and outpatient) shall not be eligible for payment by the Division:

1. – 12. (No change.)

13. Services provided to a patient during the same period for the same condition by both private practitioner and outpatient facility, or by two different facilities, shall not be covered.  Payment shall be made for only one service, except in [an] a medical emergency.  (For definition of [an] a medical emergency, see N.J.A.C. 10:49-6.1(a)2, [Administration].) 

10:52-1.9 Administrative days (nursing facility level of care)--general, special (Classification A & B) and private psychiatric hospitals

(a) For a patient who is no longer in need of inpatient acute level of care and who is awaiting placement in a nursing facility, payment shall be made for "administrative days" if the general, special, rehabilitation or the private psychiatric hospital is able to demonstrate the following:

1. – 2.  (No change.)

3. Within one working day of identifying a Medicaid or NJ FamilyCare-Plan A beneficiary as being at risk for nursing facility placement, the hospital notified the Medical Assistance Customer Center (MACC), [CBOSS] CWA and the Office of Community Choice Options (OCCO). See N.J.A.C. 10:52-1.11 Preadmission screening for nursing facility placement; and

4. (No change.)

(b) – (g)  (No change.)

10:52-1.10 Prior authorization

(a) Prior authorization shall be required for certain dental procedures (see N.J.A.C. 10:56, Dental Services) and partial hospitalization provided in the outpatient department of an acute care hospital beyond exempt time frames (see N.J.A.C. 10:52-2.10[(c)](d) and (e).)

(b) – (c)  (No change.)

(d) A request for authorization for reimbursement for out-of-State services shall be directed to the Medical Assistance Customer Center (MACC) in the area where the beneficiary resides except as listed in (d)1 below. For a listing of MACCs, see the Directory at [the end of the] N.J.A.C. 10:49, [Administration] Appendix, Form 13 or online at: 
http://www.state.nj.us/humanservices/dmahs/info/resources/macc/index.html.
1. Requests for prior authorization of out-of-State psychiatric services shall be directed to the Division of Medical Assistance and Health Services, Mental Health Unit, Office of Utilization Management, PO Box 712, Mail Code #18, Trenton, NJ 08625-0712.

i.  For beneficiaries under age 18 and those individuals who are over the age of 18 and under the age of 21 who were receiving mental/behavioral health services through the Department of Children and Families (DCF) and/or the DCF Division of Child Behavioral Health Services (DCBHS) prior to their 18th birthday, requests for prior authorization of out-of-State psychiatric services shall be coordinated by the Care Management Organization or other authorized entity coordinating the beneficiary’s mental/behavioral health services and shall be directed by that entity to the DCF Contracted Systems Administrator.

2. – 4.  (No change.)

(e) (No change.)

(f) For Medicaid beneficiaries who have the diagnosis of Head Injury, for whom it is medically necessary to discharge the beneficiary from a hospital or special hospital to a special program in an NF, or to home care through the Traumatic Brain Injury (TBI) Waiver Program, the hospital discharge planner or social worker shall obtain prior authorization for the placement (for either in-State or out-of-State patients) from the Office of Community Choice Options for placement in the TBI nursing facility program, or from the Division of Disabilities Services for placement in the TBI Waiver Program. For information on the Traumatic Brain Injury Waiver program, see N.J.A.C. 10:60-[5.2 and 5.3]9 and [N.J.A.C.] 10:49-[22.8, Administration]22.4.

10:52-1.11  Preadmission screening for nursing facility (NF) placement

(a) (No change.)

(b) The following words and terms, when used in this section, shall have the following meanings, unless the context clearly indicates otherwise.

"Health Services Delivery Plan (HSDP)" means an initial plan of care prepared during the Preadmission Screening (PAS) process. The HSDP reflects the individual's current or potential problems, required care needs, the need for Preadmission Screening and Resident Review (PASRR [screening]) and the Track of Care[, and shall be forwarded to the authorized care setting].
"Level I PASRR screen" means the process of identification of an individual [diagnosed with a] meeting the criteria for serious mental illness (MI) or mental retardation (MR) or both, as described throughout this section, and determining whether the individual also meets the NF level of care requirements.  
"Level II PASRR [screen] evaluation" means the process of evaluating and determining whether an individual meets NF level of care, and determining whether an individual needs specialized services for MI or MR or both.  An individual who requires specialized services cannot receive those services in a NF.

["Nursing facility (NF)" means an institution (or distinct part of an institution) certified by the New Jersey State Department of Health and Senior Services in accordance with N.J.A.C. 8:85-1.3 for participation in Title XIX Medicaid and primarily engaged in providing health-related care and services on a 24-hour basis to Medicaid and NJ FamilyCare fee-for-service beneficiaries (children and adults) who, due to medical disorders, developmental disabilities, or related cognitive impairments, exhibit the need for medical, nursing, rehabilitative and psychosocial management above the level of room and board. However, the nursing facility is not primarily for the care and treatment of mental diseases which require continuous 24-hour supervision by qualified mental health professionals or the provision of parenting needs related to growth and development.]
...
"Preadmission Screening and Resident Review (PASRR)" means that process by which all individuals [with] meeting the clinical criteria for mental illness (MI) or mental retardation (MR), regardless of payment source, are screened prior to admission to [a] an NF in order to determine the individual's appropriateness for NF services, and whether the individual requires specialized services for his or her condition. PASRR includes two levels [of screening], Level I [Preadmission Screening and Resident Review] PASRR screen and Level II [Preadmission Screening and Resident Review] PASRR evaluation, as defined above and described in this section.

"Professional staff designated by the Department of Health and Senior Services (DHSS professional staff)" means a nurse licensed or certified in accordance with N.J.A.C. 13:37 or a social worker [employed by the State or a political subdivision thereof] who performs health needs assessments and care management counseling in accordance with this section.

"Specialized Services for Mental Illness (MI)" means those services [which] that are determined to be medically indicated when an individual is experiencing an acute episode of serious mental illness and psychiatric hospitalization is recommended, based upon a Psychiatric Evaluation. Specialized Services entail implementation of a continuous, aggressive and individualized treatment plan by an interdisciplinary team of qualified and trained mental health personnel. During a period of 24-hour supervision of the individual, specific therapies and activities are prescribed, with the following objectives: to diagnose and reduce behavioral symptoms; to improve independent functioning; and as early as possible, to permit functioning at a level where less than Specialized Services are appropriate. Specialized Services go beyond the range of services [which a] that an NF is authorized to provide and can only be provided in a 24-hour inpatient psychiatric setting.

...
"Track of care" means designation of the setting and scope of Medicaid/NJ FamilyCare-Plan A services as determined by the PAS process.  The PAS is conducted by the [DHSS] professional staff designated by the Department of Health and Senior Services (DHSS) following an assessment of the Medicaid or NJ FamilyCare-Plan A beneficiary or potential Medicaid or NJ FamilyCare-Plan A beneficiary, as follows:

1. -3. (No change.)
(c) Preadmission screening (PAS) authorization shall be required prior to admission to a Medicaid certified NF of a Medicaid or NJ FamilyCare-Plan A beneficiary, or an individual who may become a Medicaid or NJ FamilyCare-Plan A beneficiary within six months following placement in a Medicaid certified NF. If the NF applicant has received psychiatric inpatient care for a year or more, a PASRR shall be performed, in addition to the PAS, prior to admission. [The DHSS professional] Professional staff designated by DHSS shall assess each individual's care needs and determine the appropriate setting for the delivery of needed services. [The DHSS professional] Professional staff designated by DHSS will authorize or deny NF placement based on [service] the clinical eligibility requirements at N.J.A.C. 8:85-2.1 and the feasibility of alternative placement and will designate the track of care, in accordance with N.J.A.C. 8:85-1.8. 

(d) PAS authorization is also required for individuals identified as having a serious MI or MR regardless of the payment source. The PASRR assessment and authorization process shall be subsumed within the State's PAS protocols, as required by (e) below.

1. (No change.)

2. An individual is considered to have a serious mental illness (MI) if he or she has a mental illness, such as schizophrenia, mood disorder, paranoia, panic or severe anxiety disorder, or similar condition found in the Diagnostic and Statistical Manual of Mental Disorders (DSM[III-R; 1987] IV-TR 2000 edition) (available from the American Psychiatric Association, 1000 Wilson Boulevard, Suite 1825, Arlington, VA 22269-3901 and www.psych.org) [which] that leads to a chronic disability and [which] that meets the PASRR requirements for diagnosis, level of impairment and duration of illness.

i. An individual is considered to have dementia if he or she has a primary diagnosis of dementia, as described in the Diagnostic and Statistical Manual of Mental Disorders (DSM[III-R; 1987] IV-TR 2000 edition) and does not have a serious mental illness.

3. (No change.)

4. A Level II PASRR [screen] evaluation shall be conducted for mentally ill or mentally retarded individuals only if the [DHSS professional staff] assessment performed by the professional staff designated by DHSS results in authorization of NF placement. 

i. A Level II PASRR [screen] evaluation for individuals with serious MI requires that a psychiatric examination be performed by a Board eligible/certified psychiatrist or APN certified in mental health to determine the need for specialized services, in accordance with (e) below. [When all reasonable efforts to secure a psychiatrist fail, an M.D. or D.O. who is not a psychiatrist may perform the examination.]
ii. A Level II PASRR [screen] evaluation for MR individuals will be performed by the Division of Developmental Disabilities (DDD) to determine the need for specialized services, in accordance with (e) below. 

5. Hospitals shall not transfer an individual [with serious MI or MR] requiring a Level II PASRR evaluation to Medicaid-certified NFs until the Level II PASRR has been conducted and the hospital has received a Department of Health and Senior Services Office of Community Choice Options [notification] letter of approval indicating that the individual does not require specialized services.

6. (No change.)

7. After an initial PASRR [assessment] process has been completed, the individual transferred from a nursing facility to an acute care general hospital or an individual with serious MI being transferred to a psychiatric hospital for less than one year shall not require a Level I PASRR screen or a Level II PASRR [screen] evaluation prior to transfer back to a nursing facility. If the individual is transferred to a different facility, the hospital discharge planner shall advise the admitting NF of the individual's former NF placement. 

 (e) The determination of the necessity for NF [services] level of care shall be performed through Preadmission Screening (PAS), as mandated by N.J.S.A. 30:4D-17.10. [DHSS professional] Professional staff designated by DHSS shall determine the necessity for [nursing facility services] NF level of care for Medicaid and NJ FamilyCare-Plan A beneficiaries, for individuals who may become Medicaid and NJ FamilyCare-Plan A beneficiaries within six months following admission to a Medicaid certified facility, and for individuals identified as meeting PASRR Level I criteria. The Office of Community Choice Options (OCCO) having jurisdiction for the area where an acute care hospital is located has the responsibility for completing the PAS assessment regardless of the beneficiary's county of residence or anticipated county of discharge. A listing of the Offices of Community Choice Options can be obtained by writing to the Director, Division of Aging and Community Choice Options, Department of Health and Senior Services, PO Box 807, Trenton, New Jersey 08625-0807, or by accessing the DHSS Division of Consumer Support website at  www.state.nj.us/health/consumer/directory.htm, or by accessing the fiscal agent website at www.njmmis.com and clicking on the "Frequently Asked Questions" tab.  

1. [DHSS professional] Professional staff designated by DHSS will review the medical, nursing and social information obtained at the time of assessment, as well as any other supporting data, in order to assess the individual's care needs and determine the appropriate setting for the delivery of needed services. The professional staff designated by DHSS will authorize or deny NF placement based on the [service] clinical eligibility requirements [of] found at N.J.A.C. 8:85-2.1 and the feasibility of alternative placement. [DHSS professional] Professional staff designated by DHSS will also designate the track of care.

i. – ii  (No change.)

iii. The [DHSS] professional staff designated by DHSS will advise the hospital discharge planner or social worker of the NF level of care approval and the setting for the delivery of needed services. If the individual requires a Level II PASRR [screen] evaluation, a letter will be given to the individual advising him or her that the Level II PASRR [screen] evaluation must be completed prior to admission to the NF. 

2. The [DHSS] professional staff designated by DHSS will schedule and perform the assessment process within three working days of the hospital discharge planner or social worker's initial contact with the OCCO. Individuals who exhibit unstable, severe medical conditions, such as a patient in the Intensive Care or Coronary Care Unit or a patient who is awaiting surgery, shall not be referred for PAS until that condition has stabilized.

3. A signed Release of Information form shall be obtained from the potentially Medicaid-eligible patient. If the patient refuses NF placement, home care services, or participation in the PAS assessment process, the [DHSS] professional staff designated by DHSS will make every effort to obtain a signed participation declination statement, which will be included in the patient's OCCO case record.

 4. NF placement approval: The [DHSS] professional staff designated by DHSS will verbally advise the hospital discharge planner or social worker and patient or legal representative of the assessment decision. 

i. For a Track I or II determination, the [DHSS] professional staff designated by DHSS will leave a copy of the HSDP and signed approval letter with the discharge planner or social worker. For individuals requiring a Level II PASRR [screen] evaluation, the signed approval letter and HSDP shall be forwarded only after the determination has been made that no specialized services are required.

ii. For a Track III determination, the [DHSS] professional staff designated by DHSS will leave a copy of the HSDP with the discharge planner or social worker to forward to the home care provider. The discharge planner or social worker shall arrange needed home health services and forward a copy of the HSDP to the home care agency. A Track III determination shall not be an authorization for NF services.

 iii. The original approval letter signed by the [DHSS] professional staff designated by DHSS will be sent by the OCCO to the individual or his or her legal representative with copies to the county [board of social services (CBOSS)] welfare agency (CWA).

iv. A copy of the HSDP [that was left with the hospital discharge planner or social worker by the DHSS professional staff will] must be attached to the hospital discharge material and forwarded with the patient to the admitting NF.

(1) (No change.)

5. NF placement denial: The [DHSS] professional staff designated by DHSS will verbally advise the hospital discharge planner or social worker and patient or the patient's legal representative of the assessment decision. The [DHSS] professional staff designated by DHSS will leave a signed copy of the NF placement denial letter with the discharge planner or social worker. The original denial letter, signed by the [DHSS] professional staff designated by DHSS, will be sent to the patient or the patient's legal representative by the OCCO, with copies to the county [board of social service (CBOSS)] welfare agency (CWA).

 (f) The hospital discharge planner or social work staff shall be responsible for identifying a Medicaid or NJ FamilyCare-Plan A beneficiary inpatient or a Medicaid or NJ FamilyCare-Plan A applicant inpatient who may be at risk of NF placement.

1. The identification process shall also include any inpatient in need of NF care who may become a Medicaid or NJ FamilyCare-Plan A beneficiary within six months after NF admission, as well as individuals meeting PASRR Level I criteria. (See N.J.A.C. 10:52-1.9(c).) These patients shall be referred by the hospital to the OCCO and the [CBOSS] CWA on the basis of the "At Risk Criteria for Nursing Facility Placement and Referral to the OCCO for PAS Evaluation" in (g) below. Medicaid or NJ FamilyCare-Plan A beneficiaries already residing in Medicaid participating facilities who are transferred to an acute care hospital and who are transferred to either the same or a different NF, shall not require PAS authorization.

i. Within one working day of identifying an inpatient as being at risk for NF placement, the hospital discharge planner or social worker shall:

(1) Make a telephone or FAX referral to the OCCO and the [CBOSS] CWA; 

(2) (No change.)

(3) Within two working days of the telephone referral to the OCCO and [CBOSS] CWA, the Hospital Discharge Planning Office shall forward the completed "Hospital Preadmission Screening Referral (LTC-4)" to the OCCO, unless the LTC-4 was faxed on the day of the referral.

2. The Level II PASRR [screen] evaluation for [MI] individuals identified as meeting the PASRR criteria shall be completed by a Board eligible or Board certified psychiatrist or APN certified in psychiatric/mental health[, or, when all reasonable efforts to secure a psychiatrist fail, an M.D. or D.O. who is not a psychiatrist may perform the examination as follows]:
i. The hospital discharge planning unit or social services department shall immediately arrange through the individual's attending physician, a consultation by a Board eligible, a Board certified hospital staff psychiatrist or an APN certified in mental health to complete the “PASRR Psychiatric Evaluation" [(DMH & H, 1994)] (DMHS 2009) form. The “PASRR Psychiatric Evaluation” form shall not be completed until such time as the [DHSS] professional staff designated by DHSS has [approved Medicaid-certified NF placement] determined the level of care and the need for a PASRR Level II evaluation.

ii. Within 48 hours of completion of the [psychiatric] PASRR Level II evaluation, the completed "PASRR Psychiatric Evaluation" form shall be faxed to (609) 777-0662 or mailed to the Division of Mental Health Services, PO Box 727, Trenton, New Jersey 08625-0727, Attention: PASRR Coordinator.

(1) A copy of the "PASRR Psychiatric Evaluation" form may be requested from the PASRR Coordinator in the Division of Mental Health Services.

iii. The OCCO shall contact the appropriate Regional Office of the Division of Developmental Disabilities (DDD) agency to advise them of the need for a Level II PASRR [Screen] evaluation. The Level II PASRR [Screen] evaluation will be completed by the DDD staff within three working days of the OCCO contact.

iv. (No change.)

(g) – (h)  (No change.)

10:52-1.14 Social Necessity Days 

(a) Payment for "Social Necessity Days" shall be made to hospitals for a maximum of 12 calendar days per hospitalization for a Medicaid or NJ FamilyCare-Children's Program fee-for-service beneficiary child admitted with the diagnosis of child abuse or suspected child abuse, if special circumstances (social necessity) prevent the discharge or transfer of the patient and the hospital has taken effective action to initiate discharge or transfer of the patient.

1. – 2.  (No change.)

3. Medicaid or NJ Family Care-Children's Program reimbursement for social necessity shall be made to hospitals paid in accordance with the DRG rate setting methodology in N.J.A.C. 10:52-5 through 7 and 9 prior to August 3, 2009 and in accordance with N.J.A.C. 10:52-14 on or after August 3, 2009.  

i. Payment for Social Necessity Days will be made at the Statewide average per diem rate paid to Medicaid participating nursing facilities (NF) as determined on January 1 of each calendar year.

10:52-1.17 Utilization control; outpatient psychiatric services

(a) – (b)  (No change.)

(c) The evaluation team requirements shall be as follows:

1. The evaluation team for the intake process shall include, at a minimum, a physician and an individual experienced in diagnosis and treatment of mental illness (both criteria can be satisfied by the same individual, if appropriately qualified, in accordance with 42 CFR 441.153).

(d) – (f)  (No change.)

SUBCHAPTER 2. POLICIES AND PROCEDURES RELATED TO SPECIFIC SERVICES

10:52-2.5 Family planning services

(a) (No change.)

[(b) The Norplant System (NPS) shall be a Medicaid and NJ FamilyCare fee-for-service covered service when provided as follows:

1. The NPS is used only in reproductive age women with established regular menstrual cycles;

2. The Food and Drug Administration (FDA) approved physician prescribing information is followed; and

3. Patient education and counseling are provided relating to the NPS, including pre and post insertion instructions, indications, contraindications, benefits, risks, side effects, and other contraceptive modalities.

(c) The visit relating only to the insertion and removal of the Norplant System (NPS) shall not be reimbursable on the day of insertion or removal.

(d) Only two insertions and two removals of the NPS per beneficiary shall be permitted during a five year continuous period.

(e) The hospital shall not be reimbursed for the NPS in conjunction with other forms of contraception, for example, an intrauterine device.]
[(f)] (b)   (No change in text.)  

 10:52-2.9 Organ procurement and transplantation services

(a) The Division shall reimburse for medically necessary transplantation services, including organ procurement, except those transplants categorized as experimental. (See (d) below for further information on organ procurement and transplantation.)

1. [Payment] Claims for transplant services and organ procurement services rendered to or items dispensed or furnished to [a] an organ donor [will be considered a charge on behalf of the] shall be submitted using the Health Benefits Identification Number of the Medicaid or NJ FamilyCare beneficiary who is receiving the transplant [beneficiary].  

2. The organ donor’s claim will be paid by the Medicaid/NJ FamilyCare program whether the claim is from the same hospital where the transplant service was provided to the Medicaid/NJ FamilyCare patient or from a different hospital.
(b) – (e)  (No change.)

(f) For organ transplants for Medicaid or NJ FamilyCare beneficiaries enrolled with a managed care organization, the managed care organization shall be responsible for all costs, except for the costs of the hospital, for an individual placed on a transplant list while in the Medicaid fee-for-service program prior to enrollment in a managed care organization under contract with the Department of Human Services. [Included in the hospital costs are the costs of procuring the organ.]

 10:52-2.10 Psychiatric services; partial hospitalization

(a) – (b)  (No change.)

(c) The requirements of the PH program shall include the following:

1. PH shall serve ambulatory, non-residential patients who spend only a part of a 24-hour period (a minimum of [three] two hours [of participation in active programming for a half day program exclusive of meals and a minimum] and a maximum of five hours of active participation per day in active programming [for a full day program] exclusive of meals) in the hospital.

[i. Day, evening, or night care (night care shall include overnight stay) shall require prior authorization from the Division after the first 30 calendar days from the first date of treatment. Prior authorization from the Division shall not be required for the first 30 calendar days beginning from the first date of treatment.]

2. - 3.  (No change.)

[(d) Prior authorization for PH from the Division shall be required after the first 30 calendar days from the date of the initial treatment. Each prior authorization for PH shall be granted for a maximum period of six months. Additional authorizations may be requested.

1. A detailed explanation and a new prior authorization request for PH is required when a departure from the plan of care is made because a change in the patient's clinical condition necessitates an increase in the frequency, duration, and intensity of services, or a change in the type of services which will exceed the services authorized.

2. When prior authorization is required, the request shall be submitted on the "Request for Authorization of Mental Health Services and/or Mental Health Rehabilitation Services (FD-07)" and the "Request for Prior Authorization: Supplemental Information (FD-07A)" forms to the Medical Assistance Customer Center that serves the county in which the services are rendered.

3. The notification of the disposition (approved, modified, denied, or suspended) of the prior authorization request will be made by the Division's fiscal agent. When submitting a claim for reimbursement, the prior authorization number shall be provided on the UB-92 hospital claim form, in order for the claim to be paid by Medicaid/NJ FamilyCare.
4. The Division shall not reimburse a hospital for partial hospitalization and medical day care center services provided to the same beneficiary on the same day.

5. The Division also shall not reimburse a hospital for any mental health service (including medication management) in addition to partial hospitalization services provided to the same beneficiary on the same day.

6. The smallest unit of partial hospitalization that may be prior authorized by NJ Medicaid/FamilyCare is one hour, with a minimum of two hours per day and a maximum of five hours per day. For example, prior authorization for a full day of partial hospitalization (five hours) shall be reflected as five units, four hours shall be reflected as four units, a half day (three hours) shall be reflected as three units, and two hours shall be reflected as two units.]
(d) Authorization for PH services for individuals aged 18 and older who have no involvement with the Department of Children and Families (DCF) and/or the DCF Division of Child Behavioral Health Services, shall be obtained in accordance with N.J.A.C. 10:52A, Adult Acute Partial Hospital and Partial Hospital Services.

(e) Authorization for PH services for individuals under age 18, and those individuals at or over the age of 18 and under the age of 21 who had been receiving services from the Department of Children and Families (DCF) and/or the DCF Division of Child Behavioral Health Services (DCBHS) prior to their 18th birthday, shall be obtained as follows:

1. DCBHS behavioral healthcare providers may include a referral for PH services in their plans of care.  These referrals shall be submitted to the Contracted Systems Administrator (CSA) for approval.

2.  If approved, the CSA shall provide the PH provider an authorization number to be used when requesting reimbursement from the Medicaid/NJ FamilyCare programs or any other entities designated by DCBHS to provide reimbursement.

3. Authorization for PH services shall not exceed six months without written permission from DCBHS or the CSA.

4. For lengths of stay in the PH program exceeding six months, requests for authorization shall be considered on a case-by-case basis by the DCF or the CSA.  The request for authorization shall include sufficient documentation to indicate progress previously made towards the defined treatment goals and justification for the need for continued PH services.  In no case shall continued authorizations for PH services exceed 12 months without a discharge plan that provides for a transition to other community-based interventions and supports within the following three months.

[(e)]  (f)   (No change in text.)

(g) The Division shall not reimburse a hospital and/or any other provider for providing both PH services and medical day care center services to the same beneficiary on the same day.

(h) The Division shall not reimburse a hospital for any mental health service (including medication management) provided in addition to PH services provided to the same beneficiary on the same day.

(i) Additional requirements related to Partial Hospitalization (PH) services and Adult Acute Partial Hospitalization (APH) services available to eligible Medicaid/NJ FamilyCare beneficiaries age 18 and older are found at N.J.A.C. 10:52A.

10:52-2.11 Rehabilitative services; hospital outpatient department

(a) The following words and terms, when used in this section, shall have the following meanings, unless the context clearly indicates otherwise.

1. – 6  (No change.)

7. "Speech-language pathologist" or "audiologist" means an individual who is licensed by the State of New Jersey as a speech-language pathologist or audiologist, in accordance with N.J.A.C. 13:44C, and who meets all applicable Federal requirements including:

i. A certificate of clinical competence in Speech-Language Pathology (CCC-SLP) or Audiology (CCC-A) from the American Speech-Language-Hearing Association (American Speech-Language-Hearing Association, [10801 Rockville Pike, Rockville, MD 20852] 2200 Research Blvd., Rockville, MD  20850-5650, or http://www.asha.org); or completion of the equivalent educational requirements and work experience necessary for the certificate; or completion of the academic program and is in the process of acquiring supervised work experience in order to qualify for the certificate; [and]
ii. – iii.  (No change.)



iv. An initial comprehensive speech-language pathology evaluation should last approximately three hours, and shall include, as an integral part of the evaluation, a written report, as well as discussion and consultation with the patient or family, or both, regarding the findings; and

v. (No change.)
(b) All treatment services shall be prescribed by a physician or other medical practitioner licensed or authorized by the State of New Jersey, or the state in which he or she practices, to prescribe rehabilitative services within the scope of his or her license and practice and be provided by or under the direction or personal supervision of the appropriate qualified practitioner of the healing arts.

(c) – (d)  (No change.)

10:52-2.12 Renal dialysis services for end-stage renal disease (ESRD)

(a) – (c)  (No change.)

(d) Reimbursement for hospital inpatient renal dialysis services for ESRD are included in the DRG rates [methodology determinations].
SUBCHAPTER 4. BASIS OF PAYMENT FOR HOSPITAL SERVICES 

10:52-4.3 Basis of payment: all general and special (Classification A), rehabilitation (Classification B), private and governmental psychiatric hospitals, and distinct units of acute care hospitals--outpatient services

(a)  (No change.)

(b) Certain outpatient services, that is, most laboratory services, all renal dialysis services, all dental services, some HealthStart services, Medicare deductible and coinsurance amounts and all outpatient psychiatric services are excluded from a reduction based on the cost-to-charge reimbursement methodology and have their own reimbursement methodology as follows:

1. – 2.  (No change.)

3. All renal dialysis services for end-stage renal disease (ESRD) shall be reimbursed at 100 percent of the base composite rate and shall include any add-on charge to the base composite rate approved by Medicare.

i. (No change.)

4. – 9  (No change.)

(c) (No change.)

SUBCHAPTER 5. PROCEDURAL AND METHODOLOGICAL REGULATIONS

10:52-5.9 Reasonable cost of services related to patient care

(a) The reasonable cost of services related to patient care includes:

1. – 4.  (No change.)

5. Current major moveable equipment amount pursuant to N.J.A.C. 10:52-[6.9]6.19 and 6.24.

(b) (No change.)

10:52-5.10. Standard costs per case

(a) - (b) (No change.)

(c) For services provided prior to October 1, 1996, the methodology for determining hospital-specific patient care rate adjustments for graduate medical education (GME) shall be as follows:

1. (No change.)

2. For all programs [which] that have maintained the appropriate accreditation, and have a minimum number of residents equal to the years in that program necessary for it to receive accreditation, direct and indirect patient care costs associated with Graduate Medical Education plus the hospital current costs must be calculated for each patient DRG as follows:

i. (No change.)

ii. Regarding medicine, the following shall apply:

(1) (No change.)

(2) Reimbursement shall be based on an increase in rates using the methodology described in N.J.A.C. 8:31B[, Appendix XI B.I].
iii. Regarding surgery, the following shall apply:

(1) (No change.)

(2) Reimbursement shall be based on an increase in rates using the methodology described in N.J.A.C. 8:31B[, Appendix XI B.II, incorporated herein by reference].

iv. Regarding Obstetrics/Gynecology, the following shall apply:

(1) (No change.)

(2) Reimbursement shall be based on an increase in rates using the methodology described in N.J.A.C. 8:31B[, Appendix XI B.III], incorporated herein by reference.

v. Regarding pediatrics, the following shall apply:

(1) (No change.)

(2) Reimbursement shall be based on an increase in rates using the methodology described in N.J.A.C. 8:31B[, Appendix XI B.IV], incorporated herein by reference.

vi. Regarding Family Practice, the following shall apply:

(1) (No change.)

(2) For payment purposes, a Family Practice supplement shall be based on an increase in rates using the methodology described in N.J.A.C. 8:31B[, Appendix XI vii], incorporated herein by reference. A teaching adjustment factor shall be applied in calculating the rates for hospitals experiencing changes in accreditation status or changes in number of residents since the base year, and to reflect any differences between actual and cap resident counts.

(3) - (4) (No change.)

(d) Determination of the labor equalization factor to calculate Statewide standard costs per case shall be as follows:

1. (No change.)

2. The Labor Market Areas recognized in 1990 [rate setting at N.J.A.C. 8:31B-3.22(d)3] by the Department of Health and Senior Services will be used for rate setting in subsequent years.

3. – 8.  (No change.)

 (e) – (f)  (No change.)

SUBCHAPTER 6. FINANCIAL REPORTING PRINCIPLES AND CONCEPTS

10:52-6.14 Services related to Medicaid/NJ FamilyCare fee-for-service patient care

(a) Services related to Patient Care include Direct Patient Care; Paid Taxes excluding Income Taxes; and Educational, Research and Training Programs as further defined in N.J.A.C. 10:52-[6.14]6.15 through 6.17.

(b) – (d)  (No change.)

10:52-6.21 Medical and Surgical Supplies

(a) Medical and Surgical Supplies are medically necessary supplies, appliances[,] and minor moveable equipment [(as defined in N.J.A.C. 10:52-6.8)] furnished by, used at[,] and reported by a hospital for the care and treatment of a patient during a patient's episode of hospital care. Minor moveable equipment includes, but is not limited to, such items as waste baskets, bed pans, mops and buckets.  Medically necessary supplies exclude all supplies furnished by a hospital but used by a patient after his episode of care except those items where it would be medically unreasonable to limit the patient's use of the item to his episode of hospital care [(see N.J.A.C. 10:52-6.8 for the reporting of minor moveable equipment)].  The fair market value of donated Medical and Surgical Supplies is assigned to this classification if the commodity would otherwise be purchased by the hospital.

(b) – (e)  (No change.)

 10:52-6.73 Inpatient Administrative Services (IAM)

(a) The functions included in the Inpatient Administrative Services (IAM) cost center are as follows:

1. Inpatient Administrative Services shall be those primarily associated with the overall direction and administration of inpatient services provided in the institution.  For example, the hospital admitting office would be assigned to Inpatient Administrative Services, rather than General Administrative Services.  Detailed reporting of certain Administrative Services expenses shall be provided per N.J.A.C. 8:31B-4.61 through [4.70] 4.67, incorporated herein by reference.

SUBCHAPTER 8. GRADUATE MEDICAL EDUCATION AND INDIRECT MEDICAL EDUCATION

10:52-8.4 Establishment of GME and IME final method of reimbursement

Effective for services on or after October 1, 1996 and prior to July 6, 1998, the Medicaid and NJ FamilyCare-Plan A fee-for-service GME and IME final payment shall be calculated in accordance with  N.J.A.C. 10:52-8.1 and distributed to all teaching hospitals in accordance with  N.J.A.C. 10:52-8.2. A reconciliation of the final GME and IME distribution of payment to the interim GME and IME distribution of payment shall be made and additional disbursement or recoupment shall be made in accordance with N.J.A.C. 10:52-[4.7(a)1 through 5]8.3.

 10:52-8.5 Hospital fee-for-service reimbursement for Graduate Medical Education (GME) effective on or after July 6, 1998

(a) (No change.)

(b) The source of the data used to allocate the GME payment is the most recent Medicare submitted cost report with corresponding 24-month fee-for-service Medicaid and NJ FamilyCare-Plan A inpatient paid claims data as of February 1 prior to the year of distribution. GME resident full-time-equivalents and total hospital days shall come from the Medicare submitted cost report. The hospital-specific Medicaid and NJ FamilyCare-Plan A fee-for-service days shall come from the 24-month data fee-for-service Medicaid and NJ FamilyCare-Plan A inpatient paid claims data.

1. For hospitals with psychiatric units included in the Medicare Inpatient Prospective Reimbursement System for Medicare reporting purposes but excluded for Medicaid reporting purposes, the data from the hospital-submitted worksheets for the Medicaid-excluded psychiatric units shall be used.

(c) (No change.)

SUBCHAPTER 10. [HCFA] CENTERS FOR MEDICARE & MEDICAID SERVICES HEALTHCARE COMMON PROCEDURE CODING SYSTEM (HCPCS) FOR HOSPITAL OUTPATIENT LABORATORY SERVICES

10:52-10.1 Introduction

(a) The New Jersey Medicaid/FamilyCare fee-for-service program utilizes the Centers for Medicare & Medicaid Services’ (CMS's) Healthcare Common Procedure Coding System (HCPCS)[.] for 2009, established and maintained by CMS in accordance with the Health Insurance Portability and Accountability Act of 1996, Pub. L. 104-191, and incorporated herein by reference, as amended and supplemented, and as published by PMIC, 4727 Wilshire Blvd., Suite 300, Los Angeles, CA 90010.  Revisions to the Healthcare Common Procedure Coding System made by CMS (code additions, code deletions and replacement codes) will be reflected in this subchapter through publication of a notice of administrative change in the New Jersey Register.  Revisions to existing reimbursement amounts specified by the Department and specification of new reimbursement amounts for new codes will be made by rulemaking in accordance with the Administrative Procedure Act, N.J.S.A. 52:14B-1 et seq. HCPCS follows the American Medical Association's Physicians' Current Procedural Terminology architecture, employing a five position code and as many as two 2-position modifiers. Unlike the CPT numeric design, the CMS assigned codes and modifiers contain alphabetic characters. [HCPCS was developed as a three level coding system.]  

 1. LEVEL I CODES (Narratives found in CPT)

These codes are adapted from CPT for utilization primarily by Physicians, Podiatrists, Optometrists, Certified Nurse Midwives, Certified Nurse Practitioners, Independent Clinics and Independent Laboratories. CPT is a listing of descriptive terms and numeric identifying codes and modifiers for reporting medical services and procedures performed by physicians.

Copyright restrictions make it impossible to print excerpts from CPT procedure narratives for Level I codes. Thus, in order to determine those narratives it is necessary to refer to CPT, which is incorporated herein by reference, as amended and supplemented. An updated copy of the CPT (Level I) codes may be obtained from the American Medical Association, P.O. Box 10950, Chicago, IL 60610, or by accessing www.ama-assn.org.  

2. LEVEL II CODES (Narratives found at N.J.A.C. 10:52-10.3)

These codes are assigned by CMS for physicians and non-physician services which are not in CPT. An updated copy of the HCPCS (Level II) codes may be obtained by accessing the HCPCS website at  http://www.cms.gov/TransactionCodeSetsStands/ or by contacting PMIC, 4727 Wilshire Blvd., Suite 300, Los Angeles, CA 90010.

[3. LEVEL III CODES (Narratives found at N.J.A.C. 10:52-10.3)

These codes are assigned by the Division to be used for those services not identified by CPT codes or CMS assigned codes. Level III codes identify services unique to New Jersey.]

(b) – (d)  (No change.)

10:52-10.2 HCPCS procedure codes and maximum fee allowance schedule for pathology/laboratory

	
	
	HCPCS
	
	Office
	Maximum Fee Allowance

	
	IND
	Code
	Mod
	Total Fee
	$ Prof. Comp

	
	
	
	
	
	

	
	
	[0023T
	
	$ 80.00]
	 

	...
	
	
	
	

	
	
	36450
	
	$[137.00] 100.80
	 

	...
	
	
	
	

	
	
	80047
	
	$9.89
	

	...
	
	
	
	

	
	
	80195
	
	$16.03
	

	...
	
	
	
	 

	
	
	82045
	
	$39.65
	

	...
	
	
	
	 

	
	
	82107
	
	$75.23
	 

	...
	
	
	
	

	
	
	82120
	
	[$4.00] S.C.C. 
	 

	...
	
	
	
	 

	
	
	82271
	
	$3.80
	

	
	
	82272
	
	$3.80
	

	
	
	[82273
	
	$3.70]
	 

	...
	
	
	
	

	
	
	82640
	
	$15.00
	

	...
	
	
	
	 

	
	
	82656
	
	$12.86
	

	...
	
	
	
	 

	
	
	83009
	
	$50.71
	

	...
	
	
	
	

	
	
	83256
	
	$10.00
	

	...
	
	
	
	

	
	
	83630
	
	$22.93
	

	
	
	83631
	
	$22.93
	

	...
	
	
	
	

	
	
	83695
	
	$15.13
	

	
	
	83698
	
	$39.65
	

	
	
	83700
	
	$13.15
	

	
	
	83701
	
	$28.99
	

	
	
	83704
	
	$36.86
	

	...
	
	
	
	 

	
	
	[83716
	
	$22.00]
	 

	...
	
	
	
	 

	
	
	83721
	
	$[10.00]10.66
	 

	...
	
	
	
	

	
	
	83876
	
	$15.13
	

	
	
	83880
	
	$[37.80]37.94
	 

	...
	
	
	
	 

	
	
	83900
	
	$39.16
	

	...
	
	
	
	

	
	
	83907
	
	$15.60
	

	
	
	83908
	
	$19.58
	

	
	
	83909
	
	$19.58
	

	...
	
	
	
	

	
	
	83913
	
	$15.60
	

	
	
	83914
	
	$19.58
	

	...
	
	
	
	 

	
	
	83951
	
	$75.23
	 

	...
	
	
	
	 

	
	
	84022
	
	$[20.00]22.93
	 

	...
	
	
	
	 

	
	
	84163
	
	$17.58
	

	...
	
	
	
	 

	
	
	84166
	
	$20.83
	

	...
	
	
	
	 

	
	
	84704
	
	$ 17.58
	 

	...
	
	
	
	 

	
	
	85055
	
	$[38.00]29.93
	 

	...
	
	
	
	

	
	
	85397
	
	$26.81
	

	...
	
	
	
	 

	
	
	85576
	
	$[10.00]24.01
	 

	...
	
	
	
	 

	
	
	85670
	
	$[6.60]8.00
	 

	
	
	85675
	
	$[6.42]6.00
	 

	...
	
	
	
	 

	
	
	86005
	
	$[4.16]3.24
	 

	...
	
	
	
	

	
	
	86200
	
	$15.13
	

	...
	
	
	
	

	
	
	86335
	
	$34.28
	

	...
	
	
	
	

	
	
	86355
	
	$44.06
	

	
	
	86356
	
	$31.27
	

	
	
	86357
	
	$44.06
	

	...
	
	
	
	

	
	
	86367
	
	$44.06
	

	...
	
	
	
	

	
	
	86480
	
	$72.39
	

	...
	
	
	
	

	
	
	86486
	
	$4.54
	

	...
	
	
	
	

	
	
	[86585
	
	S.C.C.]
	 

	
	
	[86586
	
	S.C.C.]
	 

	...
	
	
	
	

	
	
	86717
	
	[$16.00] S.C.C.
	 

	...
	
	
	
	

	
	
	86788
	
	$19.68
	

	
	
	86789
	
	$16.82
	

	...
	
	
	
	

	
	
	86850
	
	[$4.20] S.C.C.
	 

	
	
	86860
	
	[$4.20] S.C.C.
	 

	
	
	86870
	
	[$9.00] S.C.C.
	 

	...
	
	
	
	

	
	
	86927
	
	S.C.C.
	 

	
	
	86930
	
	S.C.C.
	 

	
	
	86931
	
	S.C.C.
	 

	
	
	86932
	
	S.C.C.
	 

	...
	
	
	
	

	
	
	86960
	
	$25.00
	

	...
	
	
	
	

	
	
	[86927
	
	S.C.C.
	 

	
	
	86930
	
	S.C.C.
	 

	
	
	86931
	
	S.C.C.
	 

	
	
	86932
	
	S.C.C.]
	 

	...
	
	
	
	 

	
	
	87209
	
	$20.99
	

	...
	
	
	
	

	
	
	87305
	
	$12.86
	

	...
	
	
	
	

	
	
	87338
	
	[$9.00] S.C.C.
	 

	...
	
	
	
	

	
	
	87498
	
	$41.00
	 

	
	
	87500
	
	$41.00
	

	...
	
	
	
	

	
	
	87640
	
	$41.00
	

	
	
	87641
	
	$41.00
	

	...
	
	
	
	

	
	
	87653
	
	$41.00
	

	...
	
	
	
	

	
	
	87807
	
	$12.86
	

	
	
	87808
	
	$12.86
	

	
	
	87809
	
	$12.86
	

	...
	
	
	
	

	
	
	87900
	
	$152.25
	

	
	
	87901
	
	$[350.00] 289.75
	 

	
	
	87902
	
	287.75
	

	
	
	87903
	
	$[675.72] 546.18
	 

	...
	
	
	
	 

	
	87905
	
	$14.27
	

	...
	
	
	
	

	
	
	[88180
	
	S.C.C.]
	 

	...
	
	
	
	 

	
	88184
	
	$70.50
	

	
	88185
	
	$41.90
	

	
	88187
	
	$54.53
	

	
	88188
	
	$67.05
	

	
	88189
	
	$85.24
	

	...
	
	
	
	

	
	
	88299
	
	S.C.C.
	

	...
	
	
	
	

	
	
	88333
	
	$78.94
	

	
	
	88334
	
	$47.60
	

	...
	
	
	
	 

	
	
	88360
	
	$104.20
	

	...
	
	
	
	

	
	
	88367
	
	$210.59
	

	
	
	88368
	
	$184.68
	

	...
	
	
	
	

	
	
	88381
	
	$187.82
	

	
	
	88384
	
	$256.00
	

	
	
	88385
	
	$462.87
	

	
	
	88386
	
	$592.86
	

	...
	
	
	
	

	
	
	[88400
	
	$ 3.00]
	 

	
	
	88720
	
	$5.86
	

	
	
	88740
	
	$5.86
	

	
	
	88741
	
	$5.86
	

	
	
	89049
	
	$208.74
	

	...
	
	
	
	

	
	
	
	
	
	

	
	
	89230
	
	$[9.00] 4.32
	 

	...
	
	
	
	 

	
	
	89331
	
	$22.88
	


10:52-10.3 HCPCS Code Numbers, Procedure Description and Maximum Fee Schedule; Pathology/Laboratory (Codes and Narratives Not Found in CPT)

	
	PATHOLOGY/LABORATORY

	
	 

	
	
	HCPCS
	
	
	Maximum Fee

	
	IND
	Code
	MOD
	Procedure Description
	Allowance

	
	
	
	
	
	

	...
	
	
	
	

	
	
	G0123
	
	Screening cytopathology, cervical 
	23.50

	
	
	
	
	or vaginal, thin prep, auto
	

	...
	
	
	
	

	
	
	J0886
	
	Injection, Epoetin Alpha, 1000 units
	13.31

	
	
	
	
	(for ESRD patients on dialysis)
	

	
	
	P9010
	
	Blood transfusion, whole blood
	S.C.C.

	
	
	
	
	(per unit)
	

	
	
	P9011
	
	Blood transfusion, split unit, 
	S.C.C.

	
	
	
	
	(specify amount)
	

	
	
	P9012
	
	Cryopreipitate, each unit
	S.C.C.

	
	
	P9016
	
	Leukocyte poor blood, each unit
	S.C.C.

	
	
	P9017
	
	Fresh frozen plasma, single
	S.C.C.

	
	
	P9019
	
	Platelets, each unit
	S.C.C.

	
	
	P9020
	
	Platelet rich plasma, each unit
	S.C.C.

	
	
	P9021
	
	Red blood cells, each unit
	S.C.C.

	
	
	P9022
	
	Red blood cells, washed, each unit
	S.C.C.

	
	
	P9023
	
	Plasma, pooled multiple, donor
	S.C.C.

	
	
	
	
	Solvent/detergent treated, frozen, 
	

	
	
	
	each unit
	

	...
	
	
	
	

	
	
	P9035
	
	Platelets, pheresis, leukocytes
	S.C.C.

	
	
	
	
	reduced, each unit
	

	
	
	P9036
	
	Platelets, pheresis, irradiated, 
	S.C.C.

	
	
	
	
	each unit
	

	
	
	P9037
	
	Platelets, pheresis, leukocytes
	S.C.C.

	
	
	
	
	reduced, irradiated, each unit
	

	
	
	P9038
	
	Red blood cells, irradiated, 
	S.C.C.

	
	
	
	
	each unit
	

	
	
	P9039
	
	Red blood cells, deglycerolized, 
	S.C.C.

	
	
	
	
	each unit
	

	...
	
	
	
	

	
	
	P9045
	
	Infusion, albumin (human), 
	S.C.C.

	
	
	
	5%, 250 ml
	

	...
	
	
	
	

	
	
	P9047
	
	Infusion, albumin (human) 
	S.C.C.

	
	
	
	
	25%, 50ml
	

	
	
	P9051
	
	Whole blood or red blood cells, 
	S.C.C.

	
	
	
	
	leukocytes reduced, cmv-negative, 
	

	
	
	
	
	each unit
	

	
	
	P9052
	
	Platelets, hla-matched leukocytes 
	S.C.C.

	
	
	
	
	reduced, apheresis/pheresis, 
	

	
	
	
	
	each unit
	

	
	
	P9053
	
	Platelets, pheresis, leukocytes, 
	S.C.C.

	
	
	
	
	reduced, cmv-negative, irradiated
	

	
	
	
	
	each unit
	

	
	
	P9056
	
	Whole blood, leukocytes reduced, 
	S.C.C.

	
	
	
	
	irradiated, each unit
	

	
	
	P9058
	
	Red blood cells, leukocytes 
	S.C.C.

	
	
	
	
	reduced, each unit
	

	
	
	P9060
	
	Fresh frozen plasma, donor
	S.C.C.

	
	
	
	
	retested, each unit
	

	...
	
	
	
	

	
	
	Q4081
	
	Injection, epoetin alfa, 100 units 
	1.33

	
	
	
	
	(for ESRD on dialysis)
	

	
	
	[W8900
	
	Visits to homebound
	10.00

	
	
	
	
	beneficiaries, residential
	

	
	
	
	
	health care facility, group
	

	
	
	
	
	home, or boarding home for
	

	
	
	
	
	purpose of obtaining blood by
	

	
	
	
	
	venous or arterial puncture]
	


10:52-10.4 Pathology and Laboratory HCPCS Codes--Qualifiers

(a) Qualifiers for pathology and laboratory services are summarized below:

1. – 10.  (No change.)

[11. Code W8900--This Code may be used only once per trip, regardless of the number of beneficiaries seen, and requires a distance in excess of 20 miles per round trip.]
SUBCHAPTER 13. ELIGIBILITY FOR AND BASIS OF PAYMENT FOR DISPROPORTIONATE SHARE HOSPITALS

10:52-13.7 Calculation and distribution of disproportionate share hospital (DSH) payments as a result of a hospital closure; purpose and procedure

(a) – (d)  (No change.)

(e) In each year after the hospital closed in which the source hospital data precedes the year of closure and includes at least six months of hospital data, a Hospital Relief Subsidy Fund (HRSF) allocation that would have gone to the closed hospital shall be initially calculated. Then the reallocation of the closed hospital's calculated HRSF allocation shall be calculated and distributed to eligible DSHs using the same data as was used for the original allocation, with the exception of market share admission data, which shall be taken from the most recent available UB data in the following manner:

1. To be eligible to receive a portion of the closed hospital's HRSF allocation a hospital shall satisfy all three of the following independent criteria:

i. – ii.  (No change.)

iii. The hospital shall have a market share of 25 percent or more of problem-billed admissions. The market share problem-billed admissions shall be based on the number of admissions from the same market area, identified by zip code that the closed hospital served as defined in [(d)1ii](e)1ii above, for the problem-billed categories specified in  N.J.A.C. 10:52-[8.2(a)4i(2)(A)]13.5(a)1i(2) and (a)1ii(1).

2. The available HRSF payments to be reallocated shall be distributed among eligible hospitals based upon each eligible hospital's market share of problem-billed admissions as a percentage of the market share of problem-billed admissions of all eligible hospitals, as determined from the results of the calculations in [(d)1iii](e)1iii above. The reallocated funds shall be distributed on a monthly basis.

(f) (No change.)

APPENDIX A

FISCAL AGENT BILLING SUPPLEMENT

AGENCY NOTE: The Fiscal Agent Billing Supplement is appended as a part of this chapter but is not reproduced in the New Jersey Administrative Code.  When revisions are made to the Fiscal Agent Billing Supplement[, replacement text will be distributed to providers] a revised version will be made available at www.njmmis.com and copies will be filed with the Office of Administrative Law. The Fiscal Agent Billing Supplement may be reviewed and downloaded free of charge by accessing the following website: www.njmmis.com. For a paper copy of the Fiscal Agent Billing Supplement, write to:

UNISYS

PO Box 4801

Trenton, New Jersey 08619-4801

or contact:

Office of Administrative Law

Quakerbridge Plaza, Building 9

PO Box 049

Trenton, New Jersey 08625-0049

APPENDIX B

EMC MANUAL

AGENCY NOTE: The Electronic Media Claims (EMC) Manual is appended as a part of this chapter but is not reproduced in the New Jersey Administrative Code. When revisions are made to the EMC Manual[, replacement text will be distributed to providers] a revised version will be made available at www.njmmis.com and copies will be filed with the Office of Administrative Law. The EMC Manual may be reviewed and downloaded free of charge by accessing the following website: www.njmmis.com. For a paper copy of the EMC Manual, write to:

UNISYS

PO Box 4801

Trenton, New Jersey 08619-4801


