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OVERVIEW

This document follow ups on the webinar hosted by ECG Management 
Consultants on April 9, 2020. Due to time constraints, the panelists 
were unable to respond to all questions during the webinar’s question-
and-answer period, so the participant-submitted questions and 
corresponding answers have been consolidated within this document. 
The questions have been organized by major topic area; select a 
specific question to be taken directly to that section of the document. 
A recording of the webinar can be found here. Any additional questions 
can be directed to Terri Welter at twelter@ecgmc.com.

ABOUT ECG MANAGEMENT CONSULTANTS

With the knowledge and expertise built over the course of nearly 50 
years, ECG is a national consulting firm that is leading healthcare 
forward. ECG offers a broad range of strategic, financial, operational, 
and technology-related consulting services to providers, building 
multidisciplinary teams to meet each client’s unique needs—from 
discrete operational issues to enterprise wide strategic and financial 
challenges. ECG is an industry leader, offering specialized expertise to 
hospitals, health systems, medical groups, academic medical centers, 
children’s hospitals, ambulatory surgery centers, and healthcare 
payers.

DISCLAIMER

These answers are advisory and are based on ECG’s understanding 
of the situation at the time of publication. These answers do not 
constitute legal or medical advice.
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1  |  QUESTION: 

Is there a timeline or deadline to apply for the available funding? Where can the applications be obtained?

ANSWER:

 ̥ Accelerated Medicare Payments: This program will be available for the duration of the public health emergency. 
Applicants should receive payments within a week of submitting their applications, if they are approved. Applications 
are available from a provider’s Medicare Administrative Contractor (MAC). See this FAQ from CMS for additional 
details: https://www.cms.gov/files/document/accelerated-and-advanced-payments-fact-sheet.pdf.

 ̥ PHSSEF: HHS released the first $30 billion of this $100 billion fund without soliciting applications from providers; 
distributions were made to providers automatically based on their share of 2019 FFS Medicare payments. There 
are few details on how the remaining $70 billion in funding will be distributed, though CMS Administrator Seema 
Verma said the next round would prioritize providers with limited Medicare revenue such as pediatricians, children’s 
hospitals, obstetricians, and nursing homes. Since an application process is theoretically possible for future 
distributions from this pool, ECG recommends providers prepare a requested amount and associated justification.

 ̥ FEMA Public Assistance: FEMA is matching funds for eligible COVID-19-related expenses.

 — On March 21, FEMA extended the 30-day deadline for submitting requests for public assistance (RPAs) so it will 
remain open for the duration of the public health emergency, unless the FEMA assistant administrator of the 
recovery directorate decides an earlier deadline is appropriate, in which case FEMA will provide a notification at 
least 30 days in advance.

 — FEMA will accept RPAs for 30 days after HHS’s declaration that the public health emergency is over.

 — Applicants will eventually submit an RPA form online at the public assistance grants portal, available at https://
grantee.fema.gov.

 — The American Hospital Association released additional details available at the following link: https://www.aha.
org/advisory/2020-03-25-coronavirus-update-fema-public-assistance-application-information.

 ̥ FMAP Funding Increase: The increase in FMAP funding will be valid through the last day of the quarter in which the 
public health emergency ends. No application is necessary for providers.

 ̥ Sequestration Suspension: This ruling will last from May to December 2020. No application is necessary for 
providers.

 ̥ Additional Medicare Payments for COVID-19 Discharges: This ruling will last through the duration of the COVID-19 
emergency period. No application is necessary for providers.
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2  |  QUESTION: 

Is there any possibility that the three-month advance on the Medicare FFS billings will actually be forgiven instead of 

recouped?

ANSWER:

We do not anticipate these payments being forgiven, though we do suspect providers will get some additional financial 

support beyond what has already been passed, which may aid with repayment. The AHA is also urging CMS to reduce the 

interest rate or not charge interest on any advanced payments that have not been paid after the applicable deadline (365 

days for most hospitals or 210 days for other providers).

3  |  QUESTION: 

Are there opportunities through the Families First Act or Department of Labor programs that provide supplemental 

payments for clinical workers?

ANSWER:

Recent federal legislation and guidelines do not provide supplemental payments for clinical workers as a result of 

COVID-19. However, CMS has become more flexible in regards to provider compensation through blanket waivers. 

Additional payments or supplements would be based on employer discretion. ECG has outlined some guidance on 

provider compensation during this public health emergency here.

 ̥ Payroll Tax Deferral: The employer share of Social Security taxes incurred between March 27 and December 31, 2020, 
can be deferred. Half of the deferred amount must be repaid by December 31, 2021, and the remaining half must be 
repaid by December 31, 2022. The IRS will provide guidance for how employers should reflect the deferred taxes in 
their returns.

 ̥ Medicaid DSH Reduction Delays: This ruling eliminates the planned $4 billion in Medicaid DSH cuts in fiscal year (FY) 
2020, which were scheduled to begin May 22, 2020, and reduces the cut for FY 2021 from $8 billion to $4 billion. The 
implementation of the FY 2021 cuts are delayed from October to December 1, 2020. The legislation would not add any 
additional cuts after the current end date of FY 2025. No application is necessary for providers.
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4  |  QUESTION: 

Is there any indication that furloughing workers negates the eligibility of any of this funding?

ANSWER:

We have not seen any indication at the national level that furloughs would impact eligibility for the provisions discussed 
during the webinar. It is theoretically possible that a state or local government could withhold funding to healthcare 
providers that implement furloughs (e.g., by not directing funding from the FMAP increase to those providers), but we are 
not aware of any specific examples.



5  |  QUESTION: 

Are these programs only available to hosvpital systems, or can physician groups also be included?

ANSWER:

Physicians are eligible for:

 ̥ Medicare-accelerated payments.

 — Unlike most hospitals, most physicians can only receive an advance for three months, not six months.

 — The payback period is shorter for most physicians than it is for hospitals (210 days instead of 365 from the date of 
the advance payment).

 — CMS has provided this FAQ with additional details: https://www.cms.gov/files/document/accelerated-and-
advanced-payments-fact-sheet.pdf.

 ̥ Distributions from the PHSSEF.

 ̥ The Medicare sequestration suspension.

 ̥ Potentially, the payroll tax deferral.

We believe physician groups are less likely than hospitals to benefit directly from the Medicare-enhanced payments 
for COVID-19 discharges, the FEMA Public Assistance program, the Medicaid FMAP increase, and the delayed DSH 
reductions.

The AMA has written an overview of how physician practices may benefit from the various provisions of the CARES Act, 
including several not discussed during the webinar: https://www.ama-assn.org/delivering-care/public-health/cares-act-
loans-other-financial-assistance-physician-practices.

THE CARES ACT: REGULATORY IMPLICATIONS AND NEXT STEPS 6

(703) 522-8450ECG MANAGEMENT CONSULTANTS

6  |  QUESTION: 

Will any of the $100 billion allocated through the PHSSEF be made available for independent multispecialty clinics not 
associated with a hospital system?

ANSWER:

Yes. Most providers who met the criteria below received payments on April 10, 2020. HHS has supplied specific payment 
and disbursement information, available here: https://www.hhs.gov/provider-relief/index.html.

 ̥ All facilities and providers that received Medicare FFS reimbursements in 2019 are eligible for this initial rapid 
distribution.

 ̥ Payments to practices that are part of larger medical groups will be sent to the group’s central billing office.

 ̥ All relief payments are made to billing organizations according to their Taxpayer Identification Numbers.

 ̥ As a condition to receiving these funds, providers must agree not to seek collection from patients diagnosed with 
COVID-19 of out-of-pocket payments that are greater than what the patient would have otherwise been required to 
pay if the care had been provided by an in-network provider.



7  |  QUESTION: 

How does the FEMA funding integrate with the other sources of funding? What funding is mutually exclusive?

ANSWER:

FEMA has said it will not provide assistance for areas that have been covered by HHS, including any from the CDC, or 
other federal agencies. The AHA has published a helpful primer on the FEMA aid: https://www.aha.org/advisory/2020-03-
25-coronavirus-update-fema-public-assistance-application-information.

According to the AHA, to be eligible for a FEMA Public Assistance grant, costs must be directly tied to performance, 
documented, and reasonable in nature and amount. Examples of eligible costs include:

 ̥ Emergency work, such as:

 — Overtime labor for budgeted employees and straight-time and overtime labor for unbudgeted employees.

 — Backfill employee labor, callback pay, nighttime pay, weekend differential pay, and standby time.

 ̥ Necessary equipment.

 ̥ Required supplies and materials.

Please note that only the following types of entities are eligible for FEMA Public Assistance: states, tribal governments, 
local governments, and certain private nonprofit organizations with an IRS-effective ruling letter granting tax exemption 
under section 501(c), (d), or (e), including hospitals and related facilities, clinics, long-term care facilities, and outpatient 
facilities.

For additional information about what FEMA will fund, refer to this news release: https://www.fema.gov/news-
release/2020/03/19/coronavirus-covid-19-pandemic-eligible-emergency-protective-measures.
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8  |  QUESTION: 

FEMA states it will not pay duplicate costs presented to other agencies. If costs are eligible on a Medicare cost report, 
are they then not eligible for FEMA reimbursements?

ANSWER:

Unfortunately, FEMA has not provided many examples of ineligible costs, though it seems clear from FEMA’s statements 
that expenses that ultimately will be covered by Medicare (part of HHS) are not eligible for FEMA assistance.



10  |  QUESTION: 

Based on information from MGMA, advance payments to physicians would start to require payback 120 days after the 
advances are received. What is the expected timeline for payback of the Medicare advances for hospitals?

ANSWER:

For most hospitals, including acute inpatient hospitals, recoupments will begin 120 days after the advance payment and 
will continue for up to 365 days from the date of the advance. After 365 days, the hospital’s MAC will ask for repayment 
of any outstanding balance. This CMS fact sheet provides additional details: https://www.cms.gov/files/document/
accelerated-and-advanced-payments-fact-sheet.pdf.
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9  |  QUESTION: 

Are the Medicare funding provisions in the CARES Act also going to be applicable to Medicaid/MediCal specifically?

ANSWER:

While many of the coverage guidelines outlined in the CARES Act for services like testing and telehealth are applicable 
for both Medicare and Medicaid/MediCal, specific reimbursement enhancements such as the 20% DRG weight 
increase for COVID-19 discharges or the Medicare sequestration removal are only applicable to Medicare. The delayed 
DSH reductions are Medicaid-specific. The MediCal website provides a comprehensive listing of applicable COVID-19 
reimbursement and policy updates: http://files.medi-cal.ca.gov/pubsdoco/COVID19_response.asp.

11  |  QUESTION: 

Does the CMS Accelerated and Advance Payment Program apply to commercial payers whose fee schedules (contracted 
rates) are based on a percentage of Medicare?

ANSWER:

No. CMS’s Accelerated and Advanced Payment Program only allows hospitals and providers to apply for an advanced 
payment, or “loan,” based on their historical Medicare payments and does not apply to commercial payers. That said, 
some commercial payers in various markets are separately working with providers to either advance payments or offer 
loans.



12  |  QUESTION: 

I thought $30 billion of the PHSSEF was being distributed on the basis of 2019 Medicare A/B funding, not beds, per 
Administrator Verma.

ANSWER:

You are correct about the first $30 billion distribution from the PHSSEF being based on 2019 Medicare FFS payments. 
We developed the perbed methodology before the announcement from CMS Administrator Verma, based on the AHA’s 
request that hospitals receive a perbed distribution from the PHSSEF.

Please note that the next distribution from the PHSSEF will almost certainly not be based on Medicare FFS payments, 
because Administrator Verma has indicated it will focus on providers with relatively little Medicare revenue, such as 
pediatricians, children’s hospitals, obstetricians, and nursing homes.

13  |  QUESTION: 

Is CMS waiving the sequester reduction for Medicare Advantage payers?

ANSWER:

Yes; however, CMS does not mandate Medicare Advantage to pass the temporary sequestration bump (2%) on 
to providers. Any increase in payments from Medicare Advantage plans to providers will be contract-specific. We 
recommend checking your Medicare Advantage agreements for language that might provide your organization with a 
contractual right to these rate increases. Hall Render provides example language to look for in agreements: https://www.
hallrender.com/2020/04/08/temporary-suspension-of-medicare-sequestration-and-increased-drg-payments-under-the-
cares-act-but-what-about-medicare-advantage.
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1  |  QUESTION: 

In your example health system modeling, emergency department volume/revenue is down for some hospitals: what is 
driving those reductions?

ANSWER:

We have heard from many clients that emergency department volume reductions are a result of a combination of factors, 
including the following:

 ̥ Patients who may have used the emergency department in place of a visit to a primary care visit are no longer doing 
so during the COVID-19 pandemic.

 ̥ COVID-19 testing is largely being performed in specific outpatient or drive-through testing sites, not the ED.

 ̥ Shelter-in-place orders are decreasing the number of accidents or other types of trauma that might normally arrive in 
the emergency department.

2  |  QUESTION: 

Per your presentation, the example health system was projected to experience a $53.4 million revenue deficit for CY 2020. 
What solutions will provider organizations be considering for overcoming similar deficits?

ANSWER:

This is complicated. In our example, the health system was able to reduce its projected deficit by roughly $30 million 
(from $82 million to $54 million) through accessing various stimulus funds, such as FMAP increases, delayed DSH 
reductions, Medicare sequestration removal, and the PHSSEF. The remaining $54 million represents the revenue shortfall 
all provider organizations are going to be solving for the rest of this year and likely into the next. Our immediate advice to 
providers includes a combination of the following:

 ̥ Prioritize completing financial projections to understand your revenue and margin shortfall. The first wave of relief, 
equaling $30 billion from HHS, was released to providers on April 10. We anticipate that other relief funding will be 
provided, including additional automatic deposits, but it is also possible that provider organizations will need to apply 
for additional funding from HHS, so understanding the revenue and margin shortfall will help organizations be ready to 
apply when the time comes.

 ̥ Develop a plan for safely treating non-COVID-19 cases as soon as shelter-in-place requirements are eased. This is a 

THE CARES ACT: REGULATORY IMPLICATIONS AND NEXT STEPS 10

(703) 522-8450ECG MANAGEMENT CONSULTANTS

B Example Health System 
Model and Assumptions



priority: ensuring the return of profitable, elective volume as soon as is safely possible is critical to stem revenue losses.

 ̥ Lobby for additional legislation that provides financial relief for providers through more than just loans or 
accelerated payments.

 ̥ Apply for FEMA Public Assistance, which focuses on offsetting costs but does not have to be paid back.

 ̥ Work closely with commercial and Medicare Advantage payers particularly in the short term to see if they can 
provide advance payments or temporary rate increases to help to partially offset revenue shortfalls stemming from 
the crisis.

 ̥ ECG will be covering a number of additional strategic topics for post-COVID-19 financial recovery in upcoming 
webinars, including (1) a presentation and panel discussion on restarting elective cases safely and extended OR 
operations, (2) a financial recovery panel discussion (3) medical group survival, and (4) health system strategy post-
COVID-19.

3  |  QUESTION: 

In the model you developed for the example health system, did you factor in any payer mix shift due to the loss of jobs 
and coverage?

ANSWER:

No, we did not, but we agree that these issues will influence the future financial performance of providers. The current 
administration has indicated that some part of the PHSSEF’s $100 billion will be used to pay for COVID-19 services for 
patients who are uninsured, but that will not account for future services accessed by those who were commercially 
insured prior to the COVID-19 pandemic and shifted to Medicaid or became uninsured during or immediately following 
the pandemic.

4  |  QUESTION: 

Can you explain the assumption in your modeling for the example health system of a “gradual three-month ramp in the 
return of elective surgeries”? Surgeons are very ready to return to work, planning is occurring now about how to return 
quickly, and calls are being made to patients now about rescheduling. Could the ramp-up occur faster than you are 
projecting?

ANSWER:

Yes. We believe providers must develop plans to resume elective surgeries as quickly as is safely allowed and in 
accordance with any state and federal government guidance. Our example was based on one point in time and projected 
COVID-19 peak time frames for that region. The COVID-19 projections change frequently for each state; as such, we 
anticipate the time frame for the return of elective services will also vary.
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5  |  QUESTION: 

The biggest difference between hot spot and non–hot spot hospitals is really only the reimbursement from COVID-19 
cases, correct? Are there any other differences relative to revenue? Won’t the expenses (physical plant, increase in 
PPE or other equipment) to care for the hot spot patients diagnosed with COVID-19 offset the revenue gain? Is there a 
difference between hot and non–hot spot healthcare organizations?

ANSWER:

The true financial impact on hospitals in hot spots is not well understood yet. We suspect that reimbursement for 
patients with extended lengths of stay will not fully cover costs. We also agree that expenses associated with physical 
plant, PPE, and other equipment will offset at least some of the revenues associated with providing services to 
patients diagnosed with COVID19 even with FEMA Public Assistance grants (which will only cover up to 75% of eli-gible 
costs). The current status for many hospitals across the county is that elective vol-umes are nearly flat and COVID-19 
admissions are lower than projected, which is leaving hospitals with a significant projected revenue shortfall.

1  |  QUESTION: 

How can one sustain their practice in this environment? If they can sustain it, for how long? How can solo providers 
survive?

ANSWER:

The largest expense for most medical groups—including solo practices—is physician com-pensation. We’ve seen many 
practices already furlough or lay off workers, but most organi-zations we’re working with have determined the need 
to adjust physician compensation. The degree of adjustment will of course depend on many factors, but, like many 
small business owners, physicians in small practices will see the largest hit. Our current efforts to address cash flow 
concerns include comparing reserves to daily or weekly cash burn rates to inform the degree of compensation reduction 
needed. Please note that we will be having several webinars focused on this topic. The first is on 4/16, titled “Financial 
Sustainability: Implications of COVID-19 for Provider Compensation.”
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2  |  QUESTION: 

How can providers continue to serve their patients while both patients and physicians are being told not to go anywhere?

ANSWER:

Had this crisis occurred 10 years ago, we might not be able to serve patients at all. Now, ad-vances in telemedicine are 
allowing nonessential visits to continue to occur, and recent legis-lation allows many of these visits to be reimbursed. 
The effectiveness of this strategy will be highly variable depending on the specialty. For some physicians, volume will only 
pick back up when in-person visits are acceptable. For more information on telehealth services and changes related to 
COVID-19, please see this blog post by ECG: https://www.ecgmc.com/thought-leadership/blog/the-role-of-telehealth-in-
immediately-address-ing-covid-19.

3  |  QUESTION: 

Can you confirm if places of service 02 or 11 should be submitted to commercial payers for telehealth claims?

ANSWER:

Unfortunately, commercial payer guidelines for telehealth claims submission will vary by market. We would recommend 
connecting with representatives from each payer to confirm billing guidelines for telehealth. If you need additional 
assistance, please do not hesitate to reach out so we can introduce you to an ECG managed care services team member 
who may be able to offer more insight for your specific market.

4  |  QUESTION: 

What is the impact on healthcare construction projects that are underway or planned?

ANSWER:

Construction project financing will be increasingly difficult despite record low interest rates due to the rapidly 
deteriorating balance sheets for many organizations. The ability for healthcare organizations to receive immediate 
cash through the programs discussed during the webinar will help to offset this concern, but we still expect to see a 
significant deceleration in building activity.

The requirements for social distancing may slow ongoing projects down, but we’ve seen the construction industry still 
able to move projects along even under these conditions.
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1  |  QUESTION: 

How will the CARES Act help critical access hospitals?

ANSWER:

Some relevant provisions of the CARES Act for critical access hospitals include the following:

 ̥ Medicare Advanced and Accelerated Payment Program: During the public health emergency period, critical access 
hospitals can receive 125% advance payments for up to six months, compared to 100% for other hospitals.

 ̥ PHSSEF: On April 10, HHS began releasing the first $30 billion of the $100 billion fund, based on a provider’s share 
of 2019 FFS Medicare payments. Guidance has not yet been provided on how the remaining $70 billion will be 
distributed.

 ̥ Adjustment of Sequestration: The 2% reduction in Medicare payments will be suspended from May 1 to December 
31, 2020. While this is short-term relief, the sequestration will also be extended an additional year through 2030.

 ̥ Delay of Payment of Employer Payroll Taxes: The employer portion of the payroll tax from March 27 through 
December 31, 2020, can be deferred for hospitals and health systems. Of the deferred amount, 50% must be paid by 
December 31, 2021, and the remaining 50% paid by December 31, 2022.

 ̥ Rural Healthcare Services Outreach and Health Network Development and Small Healthcare Provider Quality 
Improvement Grant Programs: The CARES Act reauthorizes grant programs under the Public Health Service Act, 
aimed at strengthening rural community health, and authorized $79.5 million per year for 2021 through 2025. Grants 
can now be awarded for basic healthcare services, as well as essential services, and grant duration is increased to 
five years. Eligibility has also been adjusted to include entities that serve rural underserved populations, in addition 
to public and nonprofit providers.

 ̥ Telehealth Network and Resource Centers Grant Programs: The CARES Act provides $29 million per year for 
2021 through 2025 to the telehealth network grant program. These grants can be utilized to expand or show the 
advantages of telehealth technology in rural and medically underserved areas.

2  |  QUESTION: 

Can you comment on the application of the legislation for freestanding children’s hospitals?

ANSWER:

An important provision in the CARES Act for public safety net hospitals pertains to the disproportionate share hospital 
(DSH) payments. DSH reductions have been adjusted, with $4 billion in Medicaid DSH cuts for FY 2020 eliminated and FY 
2021 cuts reduced from $8 billion to $4 billion. Reductions for FY 2021 will be delayed until December 1, 2020, with no plan 
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for additional cuts after the current FY 2025 end date. Additionally, the Families First Coronavirus Response Act provides 
a 6.2% FMAP funding increase, which may increase DSH payments proportional to the share of the funding a hospital 
currently receives.

In addition, there has been a question about whether public safety net hospitals are eligible for the Paycheck Protection 
Program (PPP). Our guidance is that public hospitals should apply for the PPP, but it remains to be seen whether 
ultimately they will be eligible. AHA identified the lack of clarity specifically around public hospital eligibility for PPP loans 
and called for guidance or a final rule that clarifies eligibility and allows public hospitals to qualify.

Public hospitals may qualify for other funds, including the FEMA Public Assistance program and the PHSSEF.

1  |  QUESTION: 

Can you comment on the application of the legislation for freestanding children’s hospitals?

ANSWER:

Children’s hospitals have followed guidance from state governors in cancellation or deferral of elective services during 
the COVID-19 pandemic. While a few have offered to serve in an overflow capacity for adult hospitals, most children’s 
hospitals are left with declining volumes and revenues and increasing operating costs, associated with the extra 
screening needed to ensure high-risk patient populations are receiving care in the safest environments possible.

To date, legislation guiding distribution of relief funds has favored general acute care hospitals/providers versus 
pediatric providers. The first $30 billion of the $100 billion available through the PHSSEF will be distributed based on 
2019 Medicare FFS payments, which proves to be a disadvantage for children’s hospitals. CMS Administrator Verma has 
stated pediatricians and children’s hospitals will be prioritized for receiving financial relief in the second round of federal 
emergency funding, but specific guidance on timing and actual amounts associated with this second round are scarce. 
Additionally, children’s hospitals will not likely benefit from the suspension of the Medicare sequestration, the additional 
20% increase for the DRG weights for Medicare COVID-19 discharges, or CMS’s advanced and accelerated payment 
program.

Children’s hospitals may benefit from the following legislative provisions:

 ̥ FMAP Increase: The Medicaid FMAP for all states has been increased by 6.2 percentage points during the public 
health emergency (retroactive to January 1, 2020), assuming the state meets specified conditions (e.g., a state 
Medicaid program may not require standards for eligibility that are more restrictive than the standards that were in 
effect on January 1, 2020). These additional dollars may flow down to hospitals through enhanced DSH payments.
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 ̥ Delayed DSH Reductions: The planned $4 billion in Medicaid DSH cuts in FY 2020 have been eliminated and the cut 
for FY 2021 reduced, from $8 billion to $4 billion. Implementation of the FY 2021 cuts are delayed until December 1, 
2020. The legislation will not add any additional cuts after the current end date of FY 2025.

 ̥ Payroll Tax Deferral: The employer portion of payroll tax payments have been delayed, so that 50% of taxes from the 
enactment of the legislation to December 31, 2020, must be paid by December 31, 2021. The remaining amount must 
be paid by December 31, 2022. While this provision does not have a direct impact on revenue losses, hospitals can 
take advantage of the payroll tax deferral in order to increase cash on hand for the remainder of CY 2020.

 ̥ FEMA Funding: The president issued a national emergency declaration for the COVID-19 pandemic on March 
13, opening the opportunity for assistance through FEMA programs. As of March 20, all 50 states, the District 
of Columbia, five territories, and one tribe were working directly with FEMA under the nationwide emergency 
declaration for COVID-19. FEMA has announced that certain emergency protective measures taken to respond to 
the COVID-19 emergency may be eligible for reimbursement under category B of the public assistance program. 
FEMA will assist with these protective measures by covering 75% of the costs. The American Hospital Association 
has these additional details: https://www.aha.org/advisory/2020-03-25-coronavirus-update-fema-public-assistance-
application-information.

1  |  QUESTION: 

Can an ASC become a testing and laboratory services site during this emergency time with its existing CLIA license?

ANSWER:

This is a complicated question without a clear answer. ASCs can become testing and laboratory sites if they contract 
with a hospital or enroll under the PHE waiver as a hospital; however, once the ASC enrolls as a hospital, the ASC will 
lose its status as an ASC. The ASC must also confirm that state requirements do not exist that would prevent it from 
becoming a testing and laboratory site. Most ASCs are seeking legal counsel to confirm whether this is an issue, which 
we would advise doing as well.

ECG recently published a blog post that has links to more specific information regarding ASCs operating outside the 
scope of their ASC license, including as labs.
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1  |  QUESTION: 

How will the CARES Act help critical access hospitals?

ANSWER:

There are three provisions in the CARES Act specific to hospice and home health:

 ̥ Use of Telehealth to Conduct a Face-to-Face Encounter prior to the Recertification of Eligibility for Hospice Care 
during the Emergency Period (section 3706): During the COVID-19 emergency period, a hospice physician or nurse 
practitioner may conduct a face-to-face encounter via telehealth to recertify eligibility for hospice care for Medicare 
beneficiaries.

 ̥ Encouraging Use of Telecommunications Systems for Home Health Services Furnished during the Emergency 
Period (section 3707): During the emergency period, the secretary of HHS is to encourage the use of 
telecommunications systems for home health services, including remote patient monitoring. The legislation 
dictates that HHS shall issue clarifying guidance and, as appropriate, conduct outreach regarding the use of 
telecommunications for home health.

 ̥ Improving Care Planning for Medicare Home Health Services (section 3708): Home health services for Medicare 
and Medicaid beneficiaries can be ordered by nurse practitioners, clinical nurse specialists, and physician assistants, 
in addition to physicians. The regulation, or an interim final rule, will become effective no later than six months after 
March 27, 2020.

1  |  QUESTION: 

Do you believe payers will increase employers’ premiums?

ANSWER:

Payers are working right now on modeling to estimate their own potential financial impact from the COVID-19 pandemic, 
and it is possible that payers will increase premiums next year. In some markets, payers are helping employers/members 
now by offering premium payment deferment programs (e.g., premiums can be deferred for up to two months with 
repayment spread over the balance of the member’s contract). We also know that some payers are working to offer 
providers advanced payments (similar to Medicare) or loans.
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