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HIPAA Celebrates 20
th

 Birthday 

 

On August 21, 1996, the Health Insurance Portability and Accountability Act (HIPAA) was 

enacted into law. Twenty years and millions of dollars in privacy breach settlements later, 

HIPAA is still the law with jurisdiction over the privacy and security of personal health 

information (PHI) and the governing authority for electronic transactions.  This, despite being 

enacted around the same time that the internet was becoming a mainstream force in our everyday 

lives.    

 

Although at 20, the law would not be old enough to drink if it were a person, the law itself has 

been known to drive many who try to follow and adhere to its requirements to attempt to drown 

their sorrows in alcohol. 

 

Much has changed over these 20 years. This unprecedented period of technological development 

has seen the rise of the internet, email, smart phones, electronic health records and a plethora of 

other advances which have significantly changed the healthcare system as well as our everyday 

lives.  

 

Throughout its existence and especially as of late, a great emphasis has been placed on the 

privacy and security provisions of the law, resulting in millions of dollars in financial settlements 

to health systems for privacy breaches and other violations regarding the protection of personal 

health information. Stories of privacy and security violations dominate the news on HIPAA. The 

Department of Health and Human Services (HHS) Office of Civil Rights (OCR) has negotiated 

corrective actions and financial settlements for these violations. Simple infractions such as a 
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misplaced laptop can result in seven figure fines, even if no information was actually 

compromised and there was no “intent” to violate the law.  

 

HIPAA Covered Entities have reacted to the regulatory attention on privacy and security by 

pouring resources into protecting their IT systems and preventing breaches. Sadly, as many 

HBMA members can attest, we’ve not seen a similar commitment of time and resources to that 

the other major section of HIPAA, the Administrative Simplification title.  There has been a 

significant level of neglect with regard to this provision among the industry.  

 

Perhaps an argument can be made that the business component of the healthcare system is more 

administratively simple than it was twenty years ago but by no means does the industry 

acknowledge that the healthcare system is administratively simple! The standard business 

transactions have led to much greater efficiency in the transfer of information but there is still 

much to be done to have a truly “simple” and efficient electronic information Exchange.  

 

The aforementioned technological improvements have yet to be translated into the healthcare 

system, specifically for HIPAA standard transactions. For example, healthcare providers are still 

waiting for all plans to accept batch requests for insurance enrollment eligibility. Additionally, 

the process for improving CARCs and RARCs has proven to be quite the undertaking. Even 

existing transactions such as claim submissions continue to pose issues to HBMA members. 

Perhaps the most blatantly overdue improvement is having a standard for claims attachments.  

 

CMS has recently taken some steps to better promote the administrative simplification provisions 

by revamping its webpage for administrative simplification. The work of groups such as CAQH 

CORE, X12 and the National Committee on Vital and Health Statistics (NCVHS) have certainly 

resulted in welcome improvements.  

 

However, it is clear that the Centers for Medicare and Medicaid Services (CMS), the agency 

with jurisdiction for enforcing the Administrative Simplification provisions of HIPAA, has not 

been as active in enforcing these provisions as the OCR has been for the privacy and security 

provisions. Perhaps it is due to legal or resource constraints or maybe (but hopefully not) a lack 

of will power.  

 

Achieving a truly administratively simple healthcare system in which all parties engage in a 

uniform set of standard business transactions is among the preeminent goals of the revenue cycle 

management industry. Though it is difficult for any law to keep up with the rapid pace of 

technological improvement, 20 years for a claims attachment standard is objectively excessive.  

 

HBMA leadership and the Government Relations Committee remain committed to advocating 

for improved administrative simplification now, not “later” and fighting against needless delays 

in achieving this goal for our industry.  

 

Return To Top 

https://www.cms.gov/Regulations-and-Guidance/Administrative-Simplification/HIPAA-ACA/
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Comparing Clinton and Trump Healthcare Priorities 

 

With just under two months left until the 2016 presidential election, the candidates of both major 

parties* are entering the homestretch of the campaign. Separate from the upcoming Presidential 

debates and any other new policy announcements, Hillary Clinton and Donald Trump have both 

given voters a rather robust glimpse into what their administrations would mean for the 

healthcare industry.  

 

Much of what either President will be able to accomplish is contingent on the outcome of the 

Congressional elections. Republicans currently control both chambers of Congress. They hold a 

solid 30 seat advantage over Democrats in the House of Representatives which is likely large 

enough for the Republicans to maintain control of that Chamber in 2017. Republicans do not 

enjoy the same comfort in the Senate, where they only have a four seat majority and are facing 

an uphill battle to defend their majority. Of the 34 Senate seats up for election in November, 

Republicans have to defend 24 seats while the Democrats only have to defend ten. Further, seven 

of the Republican seats are in states that President Obama won in 2012.  

 

If Republicans are able to maintain control of both Chambers, a President Donald Trump would 

have an easier time passing his agenda whereas a President Hillary Clinton would find a more 

hostile environment. They would essentially act as a check against each other’s agendas. 

 

Even if the GOP were to gain control of the White House and both Chambers, it takes a three 

fifths majority (60 votes) in the Senate to accomplish anything due to the minority party’s ability 

to filibuster. Given that neither party is likely to reach that threshold, compromise will be in 

order to pass anything of substance regardless of which party is in the majority.  

 

If the Democrats flip the Senate and take control of that Chamber and Republicans retain their 

control in the House of Representatives we will have a “balance of power” similar to what 

existed between 2010 and 2014 – a period generally defined by the term - gridlock.  

 

The outcome of the Congressional elections are unlikely to stop either of the Presidential 

candidates from pushing an ambitious healthcare agenda.  

 

The most glaring (and least surprising) divide between the two candidates on healthcare is their 

respective opinions of the Affordable Care Act (ACA).  Trump has promised to fully repeal the 

ACA, whereas Clinton has vowed to expand upon the ACA during her time in office. Repealing 

the ACA has consistently been a platform of Republican campaigns since the law was passed in 

2010 while Democrats have consistently defended the landmark legislation. Interestingly, unlike 

the previous elections, the ACA appears to have received far less attention on down-ballot races 

this year than it has in recent elections.  

 

Trump’s official healthcare proposal is similar to the broad plan released by Republican House 

leadership in late June of 2016. Both the House Republican plan and the Republican nominee are 

https://www.donaldjtrump.com/positions/healthcare-reform
http://abetterway.speaker.gov/_assets/pdf/ABetterWay-HealthCare-PolicyPaper.pdf
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heavily encouraging an embrace of free market principles in the healthcare market, by giving 

both states and the private industry a greater ability to self-regulate.  

 

Trump’s seven point plan begins with the complete repeal of Obamacare and also includes other 

common GOP proposals such as: 

 

 The allowance of the sale of health insurance across state lines; 

 Allowance of individuals to deduct health insurance premium payments from their tax 

returns; 

 Allow for the usage of Health Savings Accounts; and 

 Giving block-grant Medicaid to the states. 

 

Trump’s platform also includes plans to block illegal immigrants from receiving healthcare 

benefits and reforming mental health programs. An independent study conducted by the 

nonpartisan Center for Health and Economy concluded that Trump’s healthcare plan could 

increase the amount of uninsured by up to 18 million individuals, but also could dramatically 

reduce premiums.** 

 

Trump has not formally proposed any new healthcare policies since he published this plan a few 

months ago. 

 

Clinton’s platform expresses a desire for universal healthcare, advocates for the expansion of the 

ACA and opts for a number of stances particularly appealing to the progressive wing of the 

Democratic Party. In what is seen as an effort to appease supporters of her democratic primary 

campaign opponent, Bernie Sanders, Clinton has advocated for the creation of a Medicare buy-in 

program for those 55 years or older. This controversial plan would likely result in increased 

federal spending, but could help stabilize the Exchanges by removing the oldest (and most 

expensive) beneficiaries from the struggling health insurance Exchanges and placing them into 

Medicare. 

 

Clinton’s plan does not include details on the pricing of the premiums or cost sharing for the 

buy-in. Also, beneficiaries who choose to buy-in to Medicare would lose some of the benefits of 

the Exchanges such as a yearly limit on out-of-pocket spending and financial assistance for 

premiums.  

 

If the cost of the buy-in is expensive, then it is likely that only higher income age 55 – 65 

taxpayers would opt for this opportunity.  Lower income individuals over the age of 55 would 

likely remain in the Exchange market. This outcome would somewhat undercut the Exchange 

stabilization argument as higher income individuals tend to be lower consumers of healthcare 

than lower income individuals of the same age.   

 

Clinton also proposes a plan to rein in prohibitively high prescription drug costs by requiring 

pharmaceutical companies to shift spending from advertising to research and capping monthly 

http://healthandeconomy.org/healthcare-reform-to-make-america-great-again/
https://www.hillaryclinton.com/issues/health-care/
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and annual out-of-pocket costs for prescription drugs for patients. Her plan also proposes reforms 

to the Food and Drug Administration’s (FDA) drug approval process to help bring new and 

cheaper drugs to market faster. Her proposal would also allow Medicare to negotiate drug and 

biologic prices. 

 

Her plan would also strengthen and build upon the ACA by trying to get states that have yet to 

expand Medicaid to do so as well as to strengthen enrollment in plans sold on the Exchanges.  

Additionally, Clinton has advocated for a $40 billion increase in spending for Federally 

Qualified Health Centers (FQHCs) over the next 10 years and increasing the size of the National 

Health Service Corp. 

 

Recently, Clinton has vowed to make researching a cure for Alzheimer’s disease a priority 

similar to the President’s National Cancer Moonshot Initiative that was announced during this 

year’s State of the Union Address. However, she does intend to continue the President’s Cancer 

Moonshot Initiative. Clinton has also put forward a plan for improving mental health treatment.  

 

Neither campaign has reached a level of nuance to comment on its intention for the Medicare 

Access and CHIP Reauthorization Act of 2015 (MACRA). A new administration means new 

political appointees leading the federal agencies. These officials will play a major role in the 

granular details of how policies are implemented.  

 

Clinton’s and Trump’s plans share similar goals. However, they propose drastically different 

ways of achieving their goals. Campaign policy proposals are just that – campaign policy 

proposal. Very rarely does a President implement every campaign policy proposal that they 

campaign on.  

 

Congress, as always, will have a significant role to play in the policy making process. Each of 

the two major party candidates will clearly bring different approaches to promoting their policy 

agenda. Trump is expected to give his attention to a few key priorities while leaving the rest of 

the policy decisions to Congress (assuming it is Republican-led). Clinton will likely take a more 

active approach in the legislative process. 

 

Inaugurations tend to bring with them an eagerness to accomplish big things. Over the last 

several years, Washington has been criticized for its gridlock. Regardless of the outcome in 

November, readers can expect a flurry of activity when the new President and the new Congress 

is sworn into office in January.  

 

*While we recognize that there are other candidates in the race for 

President, most notably Gary Johnson (Libertarian) and Jill Stein (Green 

Party), we have not included them in this article.  If you would like to 

learn more about either of these candidates and their position on 

healthcare issues, please go to Gary Johnson for President or Jill Stein for 

President.   

https://www.johnsonweld.com/
http://www.jill2016.com/
http://www.jill2016.com/
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**As with all assessments the assumptions made about how consumers 

will react largely determine whether a plan will “cost” more or less than 

the status quo or whether more people or fewer people will have insurance 

compared to the status quo.   

 

Return To Top 

 

CMS Requesting Information on Third-Party Payments of Insurance Premiums 

 

The Centers for Medicare and Medicaid Services (CMS) announced a new request for 

information on the prevalence of the practice of a third party paying the insurance premium for a 

beneficiary. In general, CMS is posing the question:  

 

 Should a third party, such as a health system, be allowed to pay the insurance premium 

for a patient they are treating to ensure that the patient can maintain insurance coverage 

and thus ensure that the health system receives reimbursement for the medical services it 

provides?  

 Does this practice pose a conflict of interest?  

 

In addition, CMS is requesting information on whether a provider (hospital, physician, medical 

group) should be allowed to steer patients towards enrolling in an ACA Health Plan, especially 

when the patient is eligible for Medicare or Medicaid?  

 

Though the Affordable Care Act (ACA) reduced the uninsured rate and provided millions of 

people with health insurance who might not otherwise have been able to afford it, many people 

still struggle to afford their coverage despite financial assistance. Additionally, many people 

have chosen not to purchase health insurance because they do not think they can afford it.  

 

Depending upon the size of a patient’s expected bill, when patients who cannot afford insurance 

coverage show up in a hospital’s ER in need of care, it may be cheaper for the hospital to pay 

that patient’s insurance premium in order to guarantee reimbursement from the insurance 

company for the care that was (or is) provided. Not only is the insurance reimbursement for 

many procedures likely to exceed the cost of that patient’s premiums, but that patient would 

likely be unable to pay their bill out of pocket without insurance.   

 

As noted, CMS is separately concerned about patients eligible for Medicare or Medicaid being 

steered away from enrollment in either of those programs and towards enrollment in a private 

ACA health plan.  Again, the motivation appears to be better reimbursement by commercial 

payers than Medicare and Medicaid. 

 

Some have questioned why it is inappropriate for a hospital to pay a patients premium yet it is 

perfectly appropriate – even encouraged – for parents, employers and the government to pay for 

part or all of a person’s health insurance premiums?  One could argue that the motivation for all 

https://www.federalregister.gov/articles/2016/08/23/2016-20034/request-for-information-inappropriate-steering-of-individuals-eligible-for-or-receiving-medicare-and
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of these (parents, employers and government) is economic - avoid higher costs attributable to the 

actual care delivered.   

 

The government appears to believe that it is OK for a parent to assist their child upon graduating 

college and entering the working world with their premium payments for their health insurance. 

However, if a hospital pays the insurance premium for one of their patients who is unable to 

afford coverage on their own, that should be considered a conflict of interest?  

 

This practice is not limited to health systems and hospitals. Charitable organizations also engage 

in this practice.  

 

It is clear from the announcement that CMS opposes this practice. CMS is soliciting information 

from the public on the prevalence of this practice as well as recommendations for regulatory 

actions it can take to limit or prohibit it. According to the announcement, CMS believes this 

practice not only could raise overall health system costs, but could potentially be harmful to 

patient care and service coordination because of changes to provider networks and drug 

formularies, result in higher out-of-pocket costs for enrollees, and have a negative impact on the 

individual market single risk pool (or the combined risk pool in states that have chosen to merge 

their risk pools).  

 

CMS is considering imposing civil monetary penalties on third parties who are found to be 

encouraging individuals eligible for Medicare or Medicaid to enroll in a private plan because the 

private health plan has better reimbursement rates. 

 

The RFI is relevant to third-party premium payments in general but is specifically interested in 

the prevalence of this practice within the dialysis space.  

 

Comments must be submitted by September 22, 2016.  

 

Return To Top 

 

CAQH Soliciting Participants for 2016 Index 

 

The Council for Affordable Quality Healthcare (CAQH) is currently recruiting health plans and 

healthcare providers to participate in its 2016 CAQH Index. CAQH is a non-profit organization 

of health plans and other industry groups dedicated to improving the business of healthcare.  

CAQH has been given authority by the government to establish standard operating rules for 

business transactions in the healthcare industry.  

 

The CAQH Index tracks and reports progress by the healthcare industry in its ongoing transition 

from manual to electronic administrative transactions. The CAQH Index also estimates the 

potential savings to the healthcare system with greater use of electronic administrative 

transactions. 

http://www.caqh.org/about/newsletter/2016/participate-2016-caqh-index
http://www.caqh.org/explorations/caqh-index/
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The Index estimates the proportion of common administrative transactions conducted 

electronically across the healthcare industry, including both health plans and healthcare 

providers. The 2015 CAQH Index collected and analyzed more than four billion transactions 

from health plans for this purpose. These transactions included: 

 

 Claim Submission 

 Eligibility and Benefit Verification 

 Claim Payment 

 Claim Status Inquiry 

 Remittance Advice 

 Coordination of Benefits (COB) Claims 

 Prior Authorization 

 Referral Certification 

 

Interested participants can sign up by visiting: http://www.caqh.org/explorations/participate.  

 

Return To Top 

 

CMS Reports Improvements in ACO Performance for 2015 

 

On August 25
th

, the Centers for Medicare and Medicaid Services (CMS) released the 2015 

quality and financial performance results for Medicare Accountable Care Organizations (ACO).  

 

A product of the Affordable Care Act (ACA), the Medicare ACO program is a network of 

healthcare providers who agree to be responsible for the quality and cost of providing care for a 

population of Medicare patients. ACOs are intended to foster greater collaboration across the 

fragmented healthcare system to leverage care coordination as a tool for reducing spending and 

improving care quality. ACOs can earn bonuses for exceptional performance in quality and cost 

sharing but can also be subject to financial losses for poor performance.  

 

The 2015 data is for the Medicare Shared Savings Program (MSSP) and the Pioneer ACO 

program. Of the two types of ACO programs, the Pioneer model is more aggressive, with more 

potential savings as well as more potential for losses, while the Shared Savings Program is less 

risky. CMS has also begun testing an even more aggressive iteration of the ACO program called 

the Next Generation (Next Gen) ACO.  

 

About 7.7 million Medicare beneficiaries have much or all of their care provided by a 

hospital/physician group participating in an ACO (either MSSP or Pioneer ACO). Of the 7.7 

million, approximately 460,000 are involved through one of the Pioneer ACOs. 

 

According to the results, over 400 Medicare ACOs generated $466 million in total program 

savings in 2015. This is an increase from $411 million in savings that were achieved in 2014. Of 

the ACOs achieving savings, 125 qualified for bonus payments.   

http://www.caqh.org/explorations/participate
https://www.cms.gov/Newsroom/MediaReleaseDatabase/Fact-sheets/2016-Fact-sheets-items/2016-08-25.html
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Although the data showed significantly fewer participants in the Pioneer model compared to 

previous years, there was demonstrable improvement in the average quality performance score 

for those who remained in the program. For the Shared Savings Program, CMS reported a slight 

increase in the percentage of participants who qualified for a bonus as well as the quality of care 

they provided. 

 

Of the original 32 Pioneer ACOs approved by Medicare, only 12 remain in the program.  These 

12 were able to generate total savings to Medicare of $37 million in 2015.  Six of the Pioneer 

ACOs generated enough savings to receive bonus payments, while one was penalized for 

exceeding the minimum financial loss rate. All 12 of the Pioneer ACOs have increased their 

quality scores by over 21% since 2012. Overall quality scores for nine of the 12 Pioneer ACOs 

were above 90 percent.  

 

Unlike the Pioneer ACO which can penalize ACOs for failure to achieve appropriate quality or 

cost saving scores (i.e. downside risk), the MSSP does not yet include a risk of penalization for 

losses.  As a result, it continues to experience much wider participation than the Pioneer model. 

Of the 392 participants in the MSSP, 119 generated enough savings to qualify for a bonus, with 

an additional 83 earning savings but not enough to receive benefits.  

 

CMS notes that these results fit the trend of an increasing proportion of ACOs qualifying for 

benefits each year. In addition, the data suggests that lengthier participation in the program is 

correlated with increased likelihood for generating savings. Participants who reported results 

from 2014 as well as 2015 showed an improvement on the vast majority of quality measures 

reported in both years.  

 

While the improvements in performance are encouraging, only a small percentage of Medicare 

ACOs (roughly one third) qualified for bonuses due to exceptional performance.  

 

Eventually, CMS intends to extend the “downside risk” currently in use in the Pioneer ACO 

model to the MSSP.  It is not known what impact this will have on participating ACOs.  

However, if the Pioneer ACO participation rate is any indication, moving to two-sided risk for 

the MSSP program could result in many Shared Savings ACOs dropping out of the program.   

 

Return To Top 

 

Aetna Withdrawing From Most Healthcare Exchanges 

 

Aetna has announced that it will withdraw from 11 of the 15 states in which it participates in 

health insurance Exchanges established by the Affordable Care Act. Aetna claims that this 

decision was motivated by the significant financial losses it has incurred due to high-risk 

patients. In significantly pulling back its participation in the Exchanges Aetna joins several other 

insurers who have recently made similar moves, ranging from industry giants UnitedHealth and 

Humana as well as upstart insurers such as Oscar. 

https://news.aetna.com/news-releases/aetna-to-narrow-individual-public-exchange-participation/
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Aetna will be exiting the health insurance Exchanges in Arizona, Florida, Georgia, Illinois, 

Kentucky, Missouri, North Carolina, Ohio, Pennsylvania, South Carolina and Texas.  

 

Aetna’s announcement this month was in start contrast to statements company leaders made just 

a few months ago.  In April Aetna CEO Mark Bertolini said that Aetna’s participation in the 

Exchanges was a “sound business decision” that they planned to continue over the coming years.  

 

It has not gone unnoticed that the announcement of withdrawal from most ACA Exchanges came 

just weeks after the Department of Justice announced that it was challenging the proposed 

merger between Aetna and Humana.  The timing of the withdrawal notice, in light of the DOJ’s 

suit, raises questions about the company’s motivation.  

 

While the financial loses Aetna is experiencing on the Exchange market appear real, some have 

questioned if this move is retaliation for the Department of Justice’s (DOJ) challenge of Aetna’s 

proposed merger with Humana.  

 

Adding fuel to this speculation is the uncovering of a letter written by Aetna to the Department 

of Justice stating, “… if the DOJ sues to enjoin the transaction, we will immediately take action 

to reduce our 2017 Exchange footprint.”  

 

If taken at its word, Aetna believes that the immense losses it has incurred on the Exchanges 

coupled with the failure to strengthen itself through the purchase of Humana proves to be too 

burdensome for it to remain in the Exchanges.  

 

The Aetna announcement will affect over 800,000 individuals who currently have an Aetna 

Health Plan purchased through an Exchange.  When combined with the announcements by 

United, Humana and others, over 1.5 million of the 11 million individuals purchasing insurance 

through the Exchange will be searching for new coverage for 2017.   

 

In many regions there will be only one participating insurer and, for the first time since the 

Exchanges were established, one county in Arizona will be without any ACA approved health 

plans in that county. According to a study by Avalere Health, about half of ACA marketplace 

regions could have two or less insurers selling plans in 2017. About a third of regional markets 

will have only one Health Plan choice. By comparison, in 2016, only a handful of markets had 

one participating insurer.  

 

This lack of competition has some economists worried that it will lead to larger than usual 

premium increases for 2017. Federal officials have been quick to note that lower income 

consumers will be insulated from large premium increases due to the financial subsidies 

provided by the federal government. However, consumers in higher income brackets (those at 

300% of poverty or higher) may not be so lucky.   

 

http://big.assets.huffingtonpost.com/AetnaDOJletter.pdf
http://avalere.com/expertise/life-sciences/insights/experts-predict-sharp-decline-in-competition-across-the-aca-exchanges
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Consumers are being urged to shop for a new plan this year as the financial subsidies are likely 

to change for each plan. Premium assistance is based on the second-lowest cost silver plan in a 

market. That plan is likely to change in many markets, thus affecting the previous year’s 

subsidies.  

 

And Speaking of Health Plan Mergers. 

 

Return To Top 

 

Trial Dates Set for Insurance Mergers 

 

Trial dates have officially been set for the two major insurance mergers being challenged by the 

Department of Justice (DOJ) on anti-trust grounds.  

 

Aetna has received a December 5
th

 trial date for the DOJ’s anti-trust legal challenge of its 

intended merger with Humana. This date puts pressure on Aetna’s intended deadline of having 

the merger completed before the end of this year as the court will not issue a decision until at 

least January 2017. This would violate the December 31
st
 contractual deadline to finalize the 

merger and would cause a $1 billion payout by Aetna to Humana. The deal is valued at $37 

billion.  

 

The DOJ is also challenging the proposed $53 billion merger of Anthem and Cigna on the same 

anti-trust grounds. Anthem’s case will be heard on November 21
st
. A decision in that case is also 

expected in January 2017. This deal also has a self-imposed deadline to be completed by the end 

of the year. Cigna could pull out of the merger due to the fact that it is not completed before the 

end of the year.  

 

The proposed mergers have faced numerous objections since they were initially announced last 

year. Many of the complaints stem from the resulting loss of competition that the DOJ alleges 

would occur. The DOJ had attempted to block the mergers by proposing a January trial date, 

knowing that each proposal has an “end-of-year” completion date.  However the Judges in each 

case granted trial dates before the end of the year, although their respective rulings will not be 

issued until January 2017.  

 

In opposition to the DOJ’s anti-trust allegations, Aetna and Humana have argued that their 

merger would benefit consumers by reducing operational costs, a saving that they claim they 

would then pass on to their customers. This result is far from certain.  

 

If both mergers are ultimately consummated, many insurance markets would be reduced to three 

major players.  

 

Critics of the mergers warn that allowing these mergers would have negative consequences on 

competition in health insurance markets such as the Affordable Care Act (ACA) Exchanges, the 
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employer market and Medicare Advantage. Critics also warn that such regional dominance will 

discourage startup insurers from competing with these industry giants.  

The DOJ, as well as many state insurance regulators, are challenging the mergers on these 

grounds. 

 

Return To Top 

 

Vindell Washington Replacing Karen DeSalvo as National Coordinator for Health IT 

 

On August 12
th

, Karen DeSalvo, MD, stepped down from her position as National Coordinator 

for Health IT at the Department of Health and Human Services (HHS) Office of the National 

Coordinator for Health IT (ONC). She was replaced by Vindell Washington, MD, who was 

serving as the Principal Deputy National Coordinator.  

  

Since 2014, DeSalvo has also been serving as Acting Assistant Secretary for Health (ASH). She 

plans to remain in that position through the end of President Obama’s term in office.  She is 

stepping down from the ONC position in order to dedicate her full attention to her 

responsibilities as ASH.  

 

As Principal Deputy National Coordinator, Dr. Washington was particularly active in the White 

House Precision Medicine initiative as well as efforts to address the opioid addiction epidemic. 

He will now take the reins as the top federal official overseeing the national health IT strategy 

including interoperability and Certified EHR Technology (CEHRT) criteria.  

 

Prior to joining ONC, Dr. Washington held numerous leadership positions for several health 

systems. He most recently served as the President of the Baton Rouge-based Franciscan 

Missionaries of Our Lady Health System (FMOLHS) Medical Group and as the health system’s 

Chief Medical Information Officer.  
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Another Health Privacy Breach 

 

On July 7
th

, Arizona health system Banner Health announced that it uncovered a massive data 

breach that could have compromised personal information for millions of individuals. The 

breach is believed to be the result of a cyber-attack that targeted the computer systems that 

process payment card data at food and beverage outlets at some Banner Health locations.  

 

Although it was initially thought that this attack targeted only payment data and cardholder 

information, it was soon discovered that there may have been a breach of patient data as well. 

Banner believes the attackers were able to access patient information, health plan member and 

beneficiary information, as well as information about physician and healthcare providers. 

 

https://www.healthit.gov/newsroom/b-vindell-washington-md-mhcm-facep
http://668781195408a83df63a-e48385e382d2e5d17821a5e1d8e4c86b.r51.cf1.rackcdn.com/external/Notification-of-Cyber-Attack-from-Banner-Health.pdf
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Banner announced that they will be contacting about 3.7 million individuals in regards to this 

data breach. Banner’s investigation into the breach included contacting law enforcement and 

hiring a forensics firm. In order to combat the potential danger to their customer’s information, 

Banner has offered a free one-year membership of monitoring services to those affected. 

 

A list of the outlets that were affected can be found at www.BannerSupports.com. The 

investigation revealed that the attack did not affect credit card payments used to pay for medical 

services. 

 

In light of this data breach, one class-action lawsuit has already been filed on the part of an 

Arizona physician, and at least two other firms are considering filing suits as well. Federal law 

requires institutions to report any medical data breaches involving over 500 people, and since 

2010 at least 158 have done so.   

 

It’s worth considering that, although not nearly the largest breach of protected private health 

information, this incident ranks within the top ten. 
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Medicare CPC+ Regions Announced 

 

Earlier this year the Centers for Medicare and Medicaid Services (CMS) Center for Medicare 

and Medicaid Innovation (CMMI) announced its new Comprehensive Primary Care Plus (CPC+) 

program aimed at rewarding value and quality among primary care providers. CPC+ consists of 

two tracked reward systems. The first track involves a monthly per-patient fee in addition to 

normal fee-for-service (FFS) payments in order to facilitate an improvement in care 

management. Track 2 involves a monthly per-patient fee as well, but also includes a system of 

reduced FFS payments and additional upfront payments to more aggressively modify care 

practices. 

 

Unlike other payment reform initiatives, CPC+ is a “multi-payer” initiative.   

 

CPC+ is designed to bring together CMS, commercial insurance plans, and State Medicaid 

agencies to provide the financial support necessary for practices to make fundamental changes in 

their care delivery. Payers agreeing to participate will be required to sign a Memorandum of 

Understanding (MOU) agreeing to align with other participating Health Plans on payment, data 

sharing, and quality metrics throughout the five year initiative. 

 

CMS had originally intended to select up to 20 regions of the country to participate in the rollout 

of the CPC+ program, but the agency recently announced that only 14 states/regions had been 

selected. Between August 1
st
 and September 15

th
, providers in the selected regions are eligible to 

apply to participate in the program.  

 

https://oag.ca.gov/system/files/Banner%20Patient%20letter%20%28CA%29_0.pdf?
http://www.bannersupports.com/
https://innovation.cms.gov/initiatives/comprehensive-primary-care-plus
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Under CPC+, practices will be expected to meet certain quality and “value” standards.  Failure to 

achieve expected standards will result in the provider paying back a portion of the extra 

payments that they received. 

 

The CPC+ program is considered an improvement on the CPC program that was initially 

launched in 2012.  

 

The model is designed to facilitate improvements in the following functions: access and 

continuity; planned and preventive care; risk-stratified care management; patient and caregiver 

engagement; and care coordination.  

 

Using “prospective payments” rather than fee-for-service or capitation, the CPC+ program hopes 

to allow practices to implement new strategies for improved care and care management. This 

effort is part of an overall strategy to route 50 percent of Medicare payments through value-

based payment models by 2018. 

 

The following state or regions within a state have been selected to participate on the program 

base on interest and network strength:     

 

1. Arkansas: Statewide 

2. Colorado: Statewide 

3. Hawaii: Statewide 

4. Kansas and Missouri: Greater Kansas City Region 

5. Michigan: Statewide 

6. Montana: Statewide 

7. New Jersey: Statewide 

8. New York: North Hudson-Capital Region 

9. Ohio: Statewide and Northern Kentucky Region 

10. Oklahoma: Statewide 

11. Oregon: Statewide 

12. Pennsylvania: Greater Philadelphia Region 

13. Rhode Island: Statewide 

14. Tennessee: Statewide 

 

If you have questions about the model you should email CPCplus@cms.hhs.gov or call the 

CPC+ Help Desk at 1-844-442-2672 from 8:30a.m. – 7:30p.m EDT, Monday – Friday. 

 

Return To Top 

 

CMS Transmittals 

 

The following transmittals were issued by CMS between August 1 and August 31. 

 

mailto:CPCplus@cms.hhs.gov
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Transmittal 

Number 
Subject 

Effective 

Date 

712OTN  

Shared System Enhancement 2014 – Identification of Fiscal 

Intermediary Standard System (FISS) Obsolete Reports - Analysis 

Only  

2017-10-03 

R3598CP 

October Quarterly Update for 2016 Durable Medical Equipment, 

Prosthetics, Orthotics, and Supplies (DMEPOS) Fee Schedule 
2016-10-03 

R3597CP 

Healthcare Provider Taxonomy Codes (HPTCs) October 2016 Code 

Set Update  
  N/A 

R3603CP 

2017 Annual Update of Healthcare Common Procedure Coding 

System (HCPCS) Codes for Skilled Nursing Facility (SNF) 

Consolidated Billing (CB) Update  

2017-01-03 

R3601CP 

October 2016 Update of the Ambulatory Surgical Center (ASC) 

Payment System 
2016-10-03 

R3602CP 

October 2016 Update of the Hospital Outpatient Prospective Payment 

System (OPPS) 
2016-08-26 

R1710OTN 

Adding a Foreign Language Tagline Sheet to Medicare Summary 

Notices (MSNs) 
2016-10-28 

R1711OTN 

Medicare Appeals System (MAS) Level 1 Part A and Home, Heath, 

Hospice (HHH) Onboarding Effort 
  N/A 

R3600CP 

Implement Operating Rules - Phase III ERA EFT : CORE 360 

Uniform Use of Claim Adjustment Reason Codes (CARC), 

Remittance Advice Remark Codes (RARC) and Claim Adjustment 

Group Code (CAGC) Rule - Update from Council for Affordable 

Quality Healthcare (CAQH) Committee on Operating Rules for 

Information Exchange (CORE)  

2017-01-03 

R3604CP Common Edits and Enhancements Modules (CEM) Code Set Update 2017-01-03 

R3599CP Claim Status Category and Claim Status Codes Update 2017-01-03 

R3605CP 

Instructions for Downloading the Medicare ZIP Code File for January 

2017  
2017-01-03 

R3606CP 

2017 Healthcare Common Procedure Coding System (HCPCS) Annual 

Update Reminder  
2017-01-03 

R3607CP Annual Clotting Factor Furnishing Fee Update 2017 2017-01-03 

R3595CP 

Quarterly Update to the Medicare Physician Fee Schedule Database 

(MPFSDB) - October CY 2016 Update 
2016-10-03 

R1708OTN Coding Revisions to National Coverage Determination (NCDs) 2017-01-03 

R123MCM Chapter 16b, Special Needs Plans  2016-08-19 

R670PI Update of Payment Suspension Instructions  2016-11-23 

R672PI 

Documentation for Durable Medical Equipment Prosthetics, Orthotics 

and Supplies (DMEPOS) Claims for Replacement of Essential 

Accessories for Beneficiary-Owned Continuous Positive Airway 

Pressure (CPAP) Devices and Respiratory Assist Devices (RADs)  

2016-11-02 

R7PR241 Medicare Provider Reimbursement Manual    N/A 

https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/2016-Transmittals-Items/R1712OTN.html
https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/2016-Transmittals-Items/R3598CP.html
https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/2016-Transmittals-Items/R3597CP.html
https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/2016-Transmittals-Items/R3603CP.html
https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/2016-Transmittals-Items/R3601CP.html
https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/2016-Transmittals-Items/R3602CP.html
https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/2016-Transmittals-Items/R1710OTN.html
https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/2016-Transmittals-Items/R1711OTN.html
https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/2016-Transmittals-Items/R3600CP.html
https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/2016-Transmittals-Items/R3604CP.html
https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/2016-Transmittals-Items/R3599CP.html
https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/2016-Transmittals-Items/R3605CP.html
https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/2016-Transmittals-Items/R3606CP.html
https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/2016-Transmittals-Items/R3607CP.html
https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/2016-Transmittals-Items/R3595CP.html
https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/2016-Transmittals-Items/R1708OTN.html
https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/2016-Transmittals-Items/R123MCM.html
https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/2016-Transmittals-Items/R670PI.html
https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/2016-Transmittals-Items/R672PI.html
https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/2016-Transmittals-Items/R7PR241.html
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Transmittal 

Number 
Subject 

Effective 

Date 

R3594CP 

Quarterly Update to the Medicare Physician Fee Schedule Database 

(MPFSDB) - October CY 2016 Update 
2016-10-03 

R3593CP 

Durable Medical Equipment, Prosthetics, Orthotics and Supplies 

(DMEPOS) Competitive Bidding Program (CBP): Additional 

Instructions for the Implementation of Round 2 Recompete of the 

DMEPOS CBP and National Mail Order (NMO) Recompete  

2016-10-03 

R151DEMO 

Shared System Enhancement 2015: Archive/Remove Inactive 

Medicare Demonstration Projects 
2017-04-03 

R3591CP 

October 2016 Integrated Outpatient Code Editor (I/OCE) 

Specifications Version 17.3 
2016-10-03 

R152DEMO 

Shared System Enhancement 2015: Archive/Remove Inactive 

Medicare Demonstration Projects 
2017-01-03 

R1707OTN eMSN and Alternate Format MSN Service Improvements 2017-04-03 

R667PI 

Revisions to Instructions Regarding the Fraud Investigation Database 

(FID) and Other Program Integrity Procedures 
2016-11-08 

R1697OTN 

Reporting of All Recovery Auditor-Initiated Claim Adjustments and 

their Subsequent Adjustments for Periodic Interim Payment (PIP) 

Facilities  

2017-01-03 

R1696OTN 

Shared System Enhancement 2014 - Additional Removal of Obsolete 

Reports and On-Request Jobs from the ViPS Medicare System (VMS) 

-- Implementation  

2017-01-03 

R1695OTN 

Fiscal Intermediary Shared System (FISS) Heath Information 

Technology for Economic and Clinical Health (HITECH) Quarterly 

Report  

2017-01-03 

R1699OTN Appropriate Use Criteria for Advanced Imaging – Analysis and Design 2017-01-03 

R1701OTN 

Combined Common Edits/Enhancements (CCEM) Third Party 

Software Upgrades 
2017-01-03 

R1702OTN 

Section 504: Adding a Qualified Reader Preference in Alternate 

Formats  
  N/A 

R1703OTN 

Recovery Auditor Mass Adjustment and Reporting Process 

Enhancements - Analysis Only  
2017-01-03 

R3577CP 

New Condition Code To Use When Hospice Recertification Is 

Untimely and Corrections to Hospice Processing Problems  
2017-01-03 

R3576CP 

Inpatient Rehabilitation Facility (IRF) Annual Update: Prospective 

Payment System (PPS) Pricer Changes for FY 2017  
2016-10-03 

R666PI Incorporation of Cycle 2 Revalidation Policies 2016-09-06 

R1706OTN 

Health Insurance Portability and Accountability Act (HIPAA) 

Electronic Data Interchange (EDI) Front End Updates for January 

2017  

2017-01-03 

R3578CP 

Multiple Procedure Payment Reduction (MPPR) on the Professional 

Component (PC) of Certain Diagnostic Imaging Procedures 
2017-01-03 

https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/2016-Transmittals-Items/R3594CP.html
https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/2016-Transmittals-Items/R3593CP.html
https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/2016-Transmittals-Items/R151DEMO.html
https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/2016-Transmittals-Items/R3591CP.html
https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/2016-Transmittals-Items/R152DEMO.html
https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/2016-Transmittals-Items/R1707OTN.html
https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/2016-Transmittals-Items/R667PI.html
https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/2016-Transmittals-Items/R1697OTN.html
https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/2016-Transmittals-Items/R1696OTN.html
https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/2016-Transmittals-Items/R1695OTN.html
https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/2016-Transmittals-Items/R1699OTN.html
https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/2016-Transmittals-Items/R1701OTN.html
https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/2016-Transmittals-Items/R1702OTN.html
https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/2016-Transmittals-Items/R1703OTN.html
https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/2016-Transmittals-Items/R3577CP.html
https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/2016-Transmittals-Items/R3576CP.html
https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/2016-Transmittals-Items/R666PI.html
https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/2016-Transmittals-Items/R1706OTN.html
https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/2016-Transmittals-Items/R3578CP.html
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Transmittal 

Number 
Subject 

Effective 

Date 

R1698OTN Editing Update for Screening for Sexually Transmitted Infections 2017-01-03 

R3572CP 

Changes to the Fiscal Intermediary Shared System (FISS) Inpatient 

Provider Specific File (PSF) for Low-Volume Hospital Payment 

Adjustment Factor and New Inpatient Prospective Payment System 

(IPPS) Pricer Output Field for Islet Isolation Add-on Payment  

2016-10-03 

R3575CP 

Update-Inpatient Psychiatric Facilities Prospective Payment System 

(IPF PPS) Fiscal Year (FY) 2017 
2016-10-03 

R3590CP 

Changes to the Fiscal Intermediary Shared System (FISS) Inpatient 

Provider Specific File (PSF) for Low-Volume Hospital Payment 

Adjustment Factor and New Inpatient Prospective Payment System 

(IPPS) Pricer Output Field for Islet Isolation Add-on Payment  

2016-10-03 

R3568CP Reopenings Update - Changes to Chapter 34 2016-09-30 

R265FM 

 
2016-07-05 

R3520CP 

2016 Durable Medical Equipment Prosthetics, Orthotics, and Supplies 

Healthcare Common Procedure Coding System (HCPCS) Code 

Jurisdiction List  

2016-02-01 

R3603CP 

2017 Annual Update of Healthcare Common Procedure Coding 

System (HCPCS) Codes for Skilled Nursing Facility (SNF) 

Consolidated Billing (CB) Update  

2017-01-03 

R3606CP 

2017 Healthcare Common Procedure Coding System (HCPCS) 

Annual Update Reminder  
2017-01-03 

R1609OTN 

Accredited Standards Committee (ASC) X12 Healthcare Claims 

Acknowledgement (277CA) Flat File Update 
2016-07-05 

R1710OTN 

Adding a Foreign Language Tagline Sheet to Medicare Summary 

Notices (MSNs) 
2016-10-28 

R3452CP 

Additional Fields Added to the Outlier Reconciliation Lump Sum 

Utility 
2016-07-05 

R1615OTN 

Advance Care Planning (ACP) Services furnished by Rural Health 

Clinics (RHCs) 
2016-07-05 

R150DEMO 

Affordable Care Act Bundled Payments for Care Improvement 

Initiative - Recurring File Updates Models 2 and 4 October 2016 

Updates  

2016-10-03 

R1645OTN 

Analysis of the Combined Common Edits/Enhancements Module 

(CCEM) 3rd Party Software 
2016-10-03 

R1667OTN Analysis Only CR - Medicare ID end-date 2016-10-03 

R1652OTN 

Analysis Only: To Obtain a Rough Order of Magnitude (ROM) from 

Durable Medical Equipment Medicare Administrative Contractors 

(DME MACs), GDIT/VMS, the National Supplier Clearinghouse 

(NSC) and the Common Electronic Data Interchange (CEDI) 

Contractor to Develop and Implement a Process for DME MAC 

Provider Self-Service Internet Portal Authentication of Medicare 

2016-10-03 

https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/2016-Transmittals-Items/R1698OTN.html
https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/2016-Transmittals-Items/R3572CP.html
https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/2016-Transmittals-Items/R3575CP.html
https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/2016-Transmittals-Items/R3590CP.html
https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/2016-Transmittals-Items/R3568CP.html
https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/2016-Transmittals-Items/R265FM.html
https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/2016-Transmittals-Items/R3520CP.html
https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/2016-Transmittals-Items/R3603CP.html
https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/2016-Transmittals-Items/R3606CP.html
https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/2016-Transmittals-Items/R1609OTN.html
https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/2016-Transmittals-Items/R1710OTN.html
https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/2016-Transmittals-Items/R3452CP.html
https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/2016-Transmittals-Items/R1615OTN.html
https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/2016-Transmittals-Items/R150DEMO.html
https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/2016-Transmittals-Items/R1645OTN.html
https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/2016-Transmittals-Items/R1667OTN.html
https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/2016-Transmittals-Items/R1652OTN.html
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Transmittal 

Number 
Subject 

Effective 

Date 

Providers Using EDI Enrollment Data Elements  

R3607CP Annual Clotting Factor Furnishing Fee Update 2017 2017-01-03 

 

Return To Top 

 

 

https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/2016-Transmittals-Items/R3607CP.html

