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Much has changed for the world since March 11, 2020, when the World Health Organization (WHO) declared coronavirus 19, or COVID-19 as it became known as a pandemic. Maine had its first confirmed case a day later, on March 12.  Nothing has been the same for any city or community since the first case was confirmed in the United States on January 20, 2020, according to the New England Journal of Medicine. Health care workers, from orderlies to physicians and nurses, have been on the front lines, and still are, even as this country slowly and cautiously tries to return to a normal life. 
Before the pandemic, studies showed that more than half of Americans with employer-sponsored health insurance had delayed recommended treatment for themselves or a family member in the previous year because of cost. Loss of jobs and health insurance because of the recent crisis greatly intensify health care cost challenges for all Americans. In a recent poll, 68% of Americans said the out-of-pocket costs they might have to pay would be important to their decision to seek care if they had symptoms of COVID-19. Failure to receive testing and treatment because of cost injures everyone by lengthening the pandemic, increasing its morbidity, mortality, and worsening its economic impact. (King).
	To tackle the issues raised by COVID-19, Congress passed two important pieces of legislation. The Families First Coronavirus Response Act (FFCRA) obliges all private insurers, such as Medicare, Medicaid Advantage, and Medicaid, to cover COVID-19 testing and remove all cost-sharing, which is co-payment deductibles and co-insurance payments, related to testing services during the public health emergency. It also acquired $1 billion for the public health and social services or emergency fund to cover testing for uninsured individuals under state Medicaid plans. (King)
	
The CARES Act became law on March 27th, 2020. It executes changes to law and funding to reduce the coronavirus pandemics' impact on the American economy and its workers.  Title III of the CARES Act addresses support for the nation's health care system to focus on the surge of COVID-19 cases. In addition to Medicare and Medicaid repayment for COVID-19 related hospitals and other services, it supplemented testing and test treatment coverage has been expanded, and rural health care providers have obtained certain regulatory flexibility. (Gordon et al.)
	Of the roughly $1 billion allocated for public services, hospitals will receive the lion’s share, in the form of reimbursements for providing COVID-19 related care. Importantly, seeking repayment for items that are paid by other sources will be considered fraud. As part of the CARES Act, Congress pledged to reverse scheduled cuts in Medicare and Medicaid reimbursements efficiently spreading an additional $11 billion across 3000 hospitals. Finally the  CARES Act also so provides for accelerated payments through Medicare parts A and B. The centers for Medicare and Medicaid serve CMS outlines how the program.  (Lichtenwald)
The key provisions of this bill that relate to the health care industry are: 
The increased repayment for providers for a public health and social services emergency fund, to be paid through grants or other methods, those eligible health care providers for expenses or lost revenues ascribed to coronavirus. Providers who offer COVID-19 diagnosis or testing or who care for individuals with possible or actual cases of COVID-19 are eligible to apply for funding.  Authorized expenditures include those for the construction of temporary structures, leasing of properties, emergency operation centers, personal protective equipment, and other medical supplies and equipment, and an increased workforce. The law exempts Medicare from appropriation from May 1st, 2020 through the end of the calendar year. Increased and earlier Medicare payments for hospital services and inpatient Medicare repayment for hospitals providing services to COVID-19 patients will include a 20%  addition to the weighting factor for the associated diagnosis-related group. The CARES Act allows critical access hospital’s pediatric facilities, and cancer treatment hospitals, to apply for credit accelerated payments. Scheduled reductions in Medicare for durable medical equipment were halted for the duration of the COVID-19 public health emergency. Post-acute care providers including inpatient rehabilitation facilities and long-term care hospitals also received relief from certain service minimums. The law allows Medicare payment for Home Care Services to be ordered by a physician assistant, nurse practitioners, clinical nurse specialists, and certain other providers. The CARES Act expands and clarifies coverage for diagnostic testing and expands coverage for vaccines that are covered with outpatient cost-sharing. Medicare Part B, Medicare Advantage, and Medicaid, private health plans, and private insurers must cover COVID-19 diagnostic testing and vaccines without cost-sharing. The CARE Act also freezes negotiated repayment rates for diagnostic testing, or if there are no negotiated rates, providers are required to publish the cash price for COVID-19 diagnostic testing on their respective Internet sites. (Gordan, et al.)
The CARES Act includes several situations for expanding entry and coverage for telehealth services. Medicare recipients are no longer required to have a past relationship with a provider to use telehealth services, disregarding a policy position that EMS had already taken. Telehealth entrance is increased for patients, and for those with high deductible plans, as those plans are now allowed to cover telehealth services without patients first attaining the appropriate deductible. The law permits Medicare payment to federally qualified health centers and rural health clinics for telehealth services for Medicare beneficiaries, regardless of whether the patient is located at the same site as the provider. Face-to-face visit obligations between physicians and those receiving home dialysis are also removed temporarily. (Gordan et al.)
The CARES Act includes a Good Samaritan statement that provides federal liability safeguards for volunteer health care professionals during the COVID-19 pandemic. It clarifies that physicians and other health care professionals who provide volunteer medical services during the public health emergency related to COVID-19 shall not be accountable for providing such services that relate to the diagnosis, prevention or treatment of COVID-19 or the evaluation or care for a patient related to an actual or suspected case of COVID-19. Limited exceptions apply for such things as gross negligence, criminal misconduct, and providing care while intoxicated. (Liability Protection)
	This regulation will also take several steps to address health care access to supplies. Among these will be to amend the Public Health Service Act to require that certain medical supplies and drugs be included in the national stockpile. It will require the addition of personal protective equipment (PPEs), additional medical supplies, supplies necessary for the administration of drugs, diagnostic tests, and vaccines. This measure will also place new commitments on device manufactures to notify the HHS Secretary of potential or likely shortages due to discontinuance or disruption during, or in advance of, a public health emergency to prevent medical device shortages. It also includes a version of Mitigating Emergency Drug Shortages Act, which will require further manufacture warning and reporting requirements in response to drug shortages. (AHA)
CARES is a pandemic relief bill, requiring private insurance plans to cover COVID-19 testing and future vaccines, but it stopped short of eradicating cost-sharing for COVID-19 treatment. However, many private insurances including Humana, Cigna, United Health Group, and Blue Cross Blue Shield, have agreed to cease cost-sharing payments for plan members treated for COVID-19. The CARES Act allocated $100 billion for hospitals and health care providers, which Health and Humans Services Secretary Alex Azar later adjusted so that providers would agree not to bill insurance patients more than their in-network cost-sharing amounts and not to bill uninsured patients at all for COVID-19 treatment. The federal government will repay providers at Medicare rates for treating uninsured patients. (King)
While these laws provide substantial support, further policies are needed. Individuals who had employer-supported insurance or an Affordable Care Act (ACA) plan should be able to remain on that plan through the end of the public health emergency, even if they lose their jobs or cannot pay their premiums. As the first step in this direction, several states have introduced grace periods on insurance premium payments for all policies. For instance, the Ohio Department of Insurance, had all insurers offer employers a 60-day grace period for premium payments, allowing them to retain employees and their health benefits for an extended period by increasing access to ACA plans in Medicaid. Eleven states and the District of Columbia have unlocked new open enrollment intervals for their state ACA marketplaces to improve enrollment, despite President Donald Trump's announcement that he would not open enrollment in 38 states. (King)
I expect there will be a massive amount of change to medical billing and coding, and reimbursement and “business as usual” will be vastly different from what it was before COVID-19. There is a huge amount of information about the CARES Act, most of it all fairly similar, but I suspect there have been alterations since some of these articles were written. I consider it is a good law, a necessary one, as so many people have been affected by COVID-19 and the face of healthcare has changed, probably forever.  
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