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Congress Preparing for a Busy September 
 

Congress returned from its five week August recess on September 5th and will have a long legislative to-do list 

to address before the end of the month. This list ranges from funding the federal government to reauthorizing 

federal programs that are set to expire.  

 

Federal funding is presently only appropriated through the end of the current Fiscal Year, September 30th. The 

government will “shutdown” if funding is not extended through passage of the regular appropriations bills or 

via a short-term Continuing Resolution (CR). At this time, it appears that the most likely path to avoid a 

shutdown is passage by Congress of a short-term CR giving Congress additional time to pass some or all of the 

12 appropriations bills.  

 

Congress is expected to include raising the federal borrowing limit (aka debt limit or debt ceiling) as part of this 

measure. The deadline for raising the debt limit is somewhat fluid because the Administration can take 

measures to extend the deadline however the Administration is expected to run out of these options soon and is 

asking Congress to raise the debt ceiling by the end of September.  

 

Why is the Debt Limit important? 

 

The federal government has been spending more annually than it takes in for more than two decades. This 

means the government needs to borrow money to pay for all of this spending.   Congress maintains a cap on the 

government’s borrowing authority and regularly passes legislation to lift the cap when the borrowing authority 

has been reached. Conservative Senators and Representatives have used past debt ceiling fights to 

(unsuccessfully) push for cuts in federal spending to offset the increased borrowing authority. Tying the debt 

ceiling to other must-pass legislation makes it more difficult for Members to withhold support for an increase.  

 

It appears that Congressional Leaders will link emergency spending for areas affected by hurricane Harvey to 

this package. The logic is that voting against aid for the victims of Harvey will be difficult for Members, 



regardless of party or politics so tying the debt ceiling to the money for the victims of Harvey may make it 

easier to secure the votes needed to raise the debt limit than might otherwise occur.   

 

There are also two popular federal programs that are set to expire on September 30th without reauthorization. 

Those programs are funding for the Federal Aviation Administration (FAA) which regulates civil air travel and 

the Children’s Health Insurance Program (CHIP) which provides Medicaid or Medicaid-like coverage for the 

children of low-income parents. There will likely be a separate reauthorization bill for each program. Each of 

those bills could be used as “vehicles” to add other policy provisions that may or may not be related to the 

underlying bill. Sometimes these policy “riders” are controversial and can prevent a bill from passage. 

However, it is not unusual for significant policy to be passed as a policy rider.   

 

These are some of the things Congress must do before the end of the month of September. There are plenty of 

things that Congress wants to do that might have to take a back seat to this must-pass list. This includes 

comprehensive tax reform, Affordable Care Act (ACA) repeal/replace/stabilization and confirming several 

Presidential nominees.  
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Repeal or Reform? Congress Still Searching for a Path Forward for ACA 

 

There is near universal, bipartisan agreement within Congress that the Affordable Care Act is not working as 

intended. That, however, is where the agreement on the path forward both begins and ends. 

 

Although Members of Congress spent the month of August in their home States and Districts, conversations on 

what to do about the Affordable Care Act (ACA) have continued behind the scenes. Congress is considering 

two options for how to proceed. The first option is making another attempt at repealing the ACA, possibly 

without a replacement, with only Republican support. The alternative is to make a bipartisan attempt at fixing 

the law in order to stabilize the markets for the 2018 plan year.  

 

Even for those advocating a one-year “fix,” there is no consensus on what happens after 2018. 

 

Some Republican Members of the House and Senate are pushing for full repeal of the ACA with or without a 

replacement. They are proposing that Congress make another attempt at passing a repeal-only bill which would 

not take effect for a few years (2020 or 2021) giving Congress time to work on a replacement plan but fulfilling 

their promise to repeal the Affordable Care Act.  

 

Other GOP Representatives and Senators oppose that strategy and instead want to simultaneously pass a repeal 

and replace bill arguing that this approach is necessary in order to create some stability and certainty in the 

health insurance market. 

 

And then there are Democratic Members who acknowledge that there are flaws in the ACA but only want to fix 

what is broken but allow the heart of the legislation to remain intact. 

 

Thus far, the Republican controlled Congress has sought to “go it alone” in terms of repealing and replacing the 

ACA. Through the use of a legislative process known as Budget Reconciliation, Republicans in Congress have 

sought to fashion legislation without Democratic input. By using a “reconciliation” process, the GOP can 

circumvent a certain filibuster by Senate Democrats to any legislation repealing or gutting the ACA.  

 



However, the use of the reconciliation process comes with certain limitations both in terms of the substance of a 

reconciliation bill as well as a timeline for using this process.   

 

The Senate Parliamentarian has given the Chamber a deadline of September 30th (the end of the fiscal year) to 

pass an ACA repeal or replace bill using the budget reconciliation process. If the Senate does not act before 

September 30th, both Chambers would have to pass a new, unified budget to allow them to continue using the 

reconciliation process. Passing a new budget is certainly feasible in the current political environment given the 

fact that both Chambers are controlled by Republicans. However, having to pass a new budget could lead to 

additional delays in the repeal/replace process.  

 

In light of the collapse of the repeal and replace initiative in late July, a bipartisan group of Senators announced 

that they would try to work together to come up with a legislative proposal to stabilize the ACA insurance 

markets for the 2018 plan year while Congress figures out a path forward on repeal and/or replace.  

 

Although there are as many theories as there are Members of Congress as to why, enrollment in the individual 

market declined for the 2017 plan year compared to 2016. Premiums for Exchange Plans are expected to 

significantly increase again in 2018 (the average appears to be above 20%) and there will be fewer insurers 

participating in the markets leaving consumers with fewer choices. This combination of higher costs and fewer 

choices has some predicting even further erosion of the individual market in 2018.   

 

All through the summer there was widespread concern that several counties would not have any insurers 

participating in the individual market. However, the latest information is that every county will now have at 

least one insurer selling a plan in that county.   

 

The uncertainty caused by the attempts to repeal and replace the ACA has also contributed to these problems. 

There is grave concern that many of those opting to forego insurance will be younger healthy individuals (age 

21 – 30) leaving an individual insurance market dominated by older, less healthy individuals. If this occurs, 

premium increases could go up by an even higher percentage than what has already been seen in recent years.   

 

The Senate Health, Education, Labor and Pensions (HELP) Committee has scheduled two hearings the week the 

Senate returns from recess on how to stabilize the exchange markets for 2018. These hearings will be the first 

step towards crafting bipartisan legislation to stabilize the ACA. Congress will still have to work through 

significant disagreements to come up with a bipartisan package that can pass both Chambers of Congress and 

get the President’s signature.  

 

The Administration is also taking some short-term steps to help the ACA. The Department of Health and 

Human Services (HHS) gave insurers another extension for submitting their rate increase requests for plans sold 

on the federal health exchange. The deadline is now September 5th. 

  

Additionally, the Administration committed to making the cost-sharing reduction (CSR) payments to insurers 

for the month of August. President Trump has threatened to withhold this funding to help drive supporters of 

the ACA to the negotiating table. The CSRs are payments the government pays to insurers to subsidize 

decreased out-of-pocket spending obligations for plans purchased by individuals who earn between 100 and 250 

percent of the federal poverty line. These subsidies are in addition to the premium subsidies that are available to 

consumers earning between 100 and 400 percent of the federal poverty line.  

 

The Congressional Budget Office (CBO) weighed in on the CSR debate. The CBO is an independent legislative 

agency that provides analysis of the budgetary and economic effects of legislation. According to the CBO, 

https://www.help.senate.gov/hearings
https://www.cbo.gov/system/files/115th-congress-2017-2018/reports/53009-costsharingreductions.pdf


ending the CSRs would result in a 20 percent increase in premiums for silver plans in 2018. By 2020, premiums 

would increase by 25 percent. The CBO also estimates that ending CSR payments would actually increase the 

federal deficit because the government will face an increase in premium subsidies that outweigh the reduced 

federal spending from ending the CSR payments.  

 

There is, of course, the possibility that no action is taken. Perhaps due to a political inability to achieve 

consensus on a bipartisan agreement or perhaps a deliberate decision is made by Congressional leadership or the 

President to allow the law to weaken to better strengthen their argument that the ACA is failing and needs to be 

replaced.  

 

Whatever the reason, if nothing happens in September, there will likely be an exacerbation of the challenges 

currently facing the ACA markets. Enrollment will decline, premiums will continue to increase and insurers 

might flee certain markets or leave the exchanges all together.  

 

This debate is only for the 2018 plan year. Once this process is finished playing out, the Republican-led 

Congress will likely return to attempting to repeal and replace the ACA – something they have promised voters 

since the law was passed seven-years ago.  

 

Meanwhile, a bipartisan coalition of Governors has produced its own 2018 stabilization proposal. This group, 

led by Governors John Kasich (R-OH) and John Hickenlooper (D-CO) lists several recommendations for 

stabilizing the individual markets for 2018. The proposal does not make recommendations on how to address 

the Medicaid expansion population or ways to reform the Medicaid program.  

 

The recommendations include funding the cost sharing reduction payments to insurers, creating a temporary 

stability fund which can be used to fund reinsurance and similar types of risk adjustment programs and 

maintaining the individual mandate. The group also endorses greater flexibility in the awarding of state 

innovation waivers.  
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Court Overturns Department of Labor Overtime Rule 

 

A Federal Judge has placed a hold on a Department of Labor (DOL) regulation finalized during the Obama 

Administration that greatly expands who qualifies for overtime pay. The Rule would have increased the salary 

threshold for who can qualify for overtime pay to about $47,000 per year which is double the previous 

threshold.  

 

The Department of Justice (DOJ), now under a new Administration which opposes this rule, will not appeal the 

decision which effectively kills the regulation only a few days before it was set to take effect.  

 

The law was challenged in court by business groups and about two dozen Republican attorneys general. The 

challengers felt the regulation created an overreliance on salary for determining overtime eligibility. Overtime 

law also considers how a worker is paid as well as general job functions for determining overtime eligibility. 

The lawsuit alleged that the DOL did not adequately incorporate these other eligibility criteria.  

 

Secretary of Labor Alexander Acosta has stated that the DOL will explore a new version of the rule. Acosta 

believes the $47,000 threshold is too high but acknowledges that the existing threshold is too low. The DOL is 

soliciting public feedback on how to change this regulation until September 25th.  

https://www.colorado.gov/governor/sites/default/files/press_releases/bipartisan_governors_blueprint.pdf
https://www.federalregister.gov/documents/2017/07/26/2017-15666/request-for-information-defining-and-delimiting-the-exemptions-for-executive-administrative
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HHS Taskforce Recommends Cybersecurity Changes for Healthcare Industry 

 

The Department of Health and Human Services (HHS) Health Care Industry Cybersecurity Taskforce released a 

report outlining the imminent threat cyber-attacks pose to health records in federal health programs. According 

to the Taskforce, critical steps need to be implemented on national and local levels for consumer and 

government protection.  

 

The Cybersecurity Act of 2015 created the Cybersecurity Taskforce to bring together public and private sector 

subject matter experts to develop recommendations on the growing challenge of cyber-attacks targeting health 

care institutions.  

 

Recent large scale cyber-attacks like the Petya and WannaCry ransomware attacks have created a sense of 

urgency to safeguard IT infrastructure in the healthcare industry. Healthcare facilities with weak cybersecurity 

are easy targets for malware and susceptible to information breaches.  

 

The sensitivity of the information in these system and the need to access the information to provide care to 

patients makes healthcare institutions a prime target for cyberattacks. The type of information that is 

compromised in an attack creates a greater urgency to pay the compared to other types of industries.  

 

Taskforce recommendations incorporate the role of HHS, the Department of Homeland Security (DHS) and the 

Federal Bureau of Investigations (FBI) in addressing these cybersecurity challenges.  

 

HHS has spent nearly $2 billion on cybersecurity since 2013, future funding projections are expected to stay the 

same or increase due to the increased security measures.  

 

The report identifies ‘six imperatives’ that should be implemented by all private and public sector health care 

agencies in order to protect patients and health systems from attacks.  

 

 The first imperative defines a ‘streamlined leadership’ and government accountability at every level.  

 The second focuses on the Cybersecurity Information Sharing Act and how health IT systems should be 

secure throughout the entire process of patient care.  

 The next mandate includes recommendations by the Task Force to educate the healthcare workforce on 

cybersecurity especially in areas with less medical and technological resources. 

 The fourth imperative addresses an increased preparedness of educating patients and what to do if an 

information breach event does occur. 

 The fifth imperative focuses on protecting intellectual property in research and development stages to 

keep consumers, researchers, and patients protected. 

 The sixth and final imperative mandates an improved information sharing system for patients moving 

from different medical clinics, while still adhering to safe cybersecurity standards.  

 

In 2009, the Health Information Technology for Economic and Clinical Health (HITECH) Act required large 

HIPAA (Health Insurance Portability and Accountability Act) privacy breaches to be disclosed to individuals 

affected and information about the breach easily accessible to the public. Therefore, the HIPAA Breach 

Reporting Tool (HRBT) was created.  

 

https://www.phe.gov/Preparedness/planning/CyberTF/Documents/report2017.pdf
https://www.phe.gov/Preparedness/planning/CyberTF/Documents/hcic-tf-factsheet.pdf


Some of the outlined changes suggested by the Health Care Industry Cybersecurity Taskforce are geared 

towards HRBT.  

 

The new recommendations for HRBT include increased patient accessibility, greater archived information of 

past breaches, improved web navigation, and cybersecurity tips for consumers.  
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Medicare ACOs Have Saved CMS $1 Billion Over Three Years 

 

According to a new report by the Department of Health and Human Services (HHS) Office of Inspector General 

(OIG), Medicare Accountable Care Organizations (ACO) have had mixed results over the first three years of 

the program (2013 – 2015). In total, ACOs have saved the Medicare program $1 billion since 2013. Further, 

OIG found that the highest performing ACOs reduced spending by an average of $673 per beneficiary.  

 

Although two thirds of participating ACOs were able to generate savings for at least one of the three years; only 

one-third of ACOs were able to reduce spending by a sufficient amount to earn shared savings over that three 

year period. It should also be noted that a handful of ACOs are responsible for a disproportionate amount of the 

financial savings.   

 

Unfortunately, the OIG report only looked at the Medicare Shared Savings Program (MSSP) which is only one 

of type of Medicare ACOs. The financial impact of the other types of ACOs was not analyzed and are thus not 

included in this report.   

 

The ACO program was created by the Affordable Care Act (ACA). ACOs bring providers of all types together 

to care for a specific patient population for which they are responsible for the cost and quality of the care they 

provide. If the ACO meets quality and savings targets, the ACO can receive a portion of the total Medicare 

savings achieved by that ACO. However, an ACO is also supposed to be at risk for a percentage of financial 

losses. Downside risk was temporarily delayed for the MSSP program in order to maintain participation from 

ACOs that worried about bearing risk too soon.  

 

In addition to the financial savings, the OIG found that ACOs improved their performance on 82 percent of the 

33 individual quality measures they report. ACOs also outperformed non-ACO (fee-for-service (FFS)) 

providers on 81 percent of quality measures.  

 

The study also shows a generally stronger spending and quality performance for ACOs that participated in the 

program for all three years. 

 

The number of beneficiaries served by ACOs increased from 3.7 million beneficiaries in 2013 to 7.3 million by 

2015, representing 19 percent of all Medicare beneficiaries. There was a corresponding increase in the number 

of ACOs over this time period. There were 220 ACOs in 2013 and 392 by 2015. A total of 36 ACOs dropped 

out of the program over the three year time period that was studied.  

 

The report demonstrates that the ACO program has had varying results to date. There are clear examples of 

success but there is also room for improvement. Further, most of the positive statistics were generated by only a 

handful of high-performing participants. The OIG characterizes the results of its study as “promising” but also 

acknowledges that some policy changes are needed.  

 

https://www.hhs.gov/about/news/2017/07/25/hhs-unveils-improved-web-tool-highlight-recent-breaches-health-information.html
https://oig.hhs.gov/oei/reports/oei-02-15-00450.pdf


Finally, while $1 billion in savings over three years is certainly a noteworthy amount of spending reductions, 

Medicare spent $646.2 billion in benefits in FY 2015, the final year that was studied.  

 

One of the primary goals of alternative payment models such as ACOs is to reduce Medicare spending to 

strengthen its financial outlook. The Medicare Trustees Report estimates that the Medicare Hospital Trust Fund 

will be insolvent by 2029. ACOs have a long way to go in a relatively short period of time before making a 

serious dent in this forecast.  
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CMS Cancels New Bundled Payment Models, Reduces Participating Areas for CJR  

 

On August 15th, CMS issued a proposed rule that would cancel the two bundled payment models (BPM) for 

cardiac care. It would also reduce the number of geographic areas required to participate in the Comprehensive 

Care for Joint Replacement (CJR) Bundled Payment Model and make the initiative voluntary for low volume 

and rural providers in those geographic areas that were selected to participate. The proposed rule would also 

cancel the expansion of the CJR model to surgical hip and femur fracture treatments.  

 

These changes should come at little surprise. Secretary of Health and Human Services (HHS) Tom Price has 

been a vocal critic of the three BPMs – especially of the mandatory nature of the models. CMS delayed the start 

date of the models in rule making earlier this year. In addition to the delay, CMS stated that it was considering 

cancelling the models altogether.  

 

The two cardiac care models were for Coronary Artery Bypass Grafts (CABG) and Acute Myocardial Infarction 

(AMI) for treating heart attacks. The BPMs would have covered all Medicare Part A and B services for the 

procedure and 90-days post-surgery.  

 

Under the original Obama Administration plan, participation in these programs would have been mandatory in 

the selected geographic areas. The proposed rule would end these cardiac care BPMs as well as a cardiac 

rehabilitation incentive payment model all of which were scheduled to begin on January 1, 2018.  

 

CMS is also proposing changes to the CJR model. 

 

For the CJR performance year beginning on January 1, 2018, CMS is proposing to reduce the number of 

geographic areas required to participate in the CJR model from 67 to 34. Hospitals in the selected 34 geographic 

areas would still be required to participate in the CJR model for Medicare hip and knee replacement surgeries. 

However, CMS is proposing to allow hospitals in the 33 geographic areas that were removed from the 

mandatory list to voluntarily participate in the CJR model.  

 

CMS is also proposing to exempt rural and low volume hospitals located in one of the mandatory geographic 

areas from participating in the CJR model. For purposes of this proposal, low volume hospitals are those with 

fewer than 20 episodes over the three-year period. 

 

CMS estimates between 450 to 470 hospitals will participate in the CJR including 60-80 that will voluntarily 

participate.  
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https://www.cms.gov/Research-Statistics-Data-and-Systems/Statistics-Trends-and-Reports/ReportsTrustFunds/Downloads/TR2017.pdf
https://s3.amazonaws.com/public-inspection.federalregister.gov/2017-17446.pdf


CMS Makes Changes to How MACs Audit Provider’s Claims 

 

The Centers for Medicare and Medicaid Services (CMS) is taking steps to require Medicare Administrative 

Contractors (MAC) to provide education to providers on incorrect claims before referring those providers to 

other program integrity contractors.  

 

The Provider Compliance Group (PCG) is the office within CMS responsible for this new approach, called 

“Targeted Probe and Educate.” The HBMA Government Relations Committee met with PCG staff during its 

June visit to CMS headquarters in Baltimore, MD. PCG staff presented on TPE during that meeting.  

 

Under this new program, when conducting an audit, MACs will randomly select between 20 and 40 claims from 

a provider. MACs are supposed to target only the providers who have the highest claim error rates compared to 

their peers. After selecting the claims, which are fewer than MACs have been allowed to select in the past, the 

MACs are required to provide education to the provider on the incorrect claims it identified through the audit.  

 

MACs must conduct three rounds of these audits before they can refer a provider to one of CMS’ other program 

integrity contractors such as Recovery Audit Contractors (RAC), or Zone/Unified Program Integrity 

Contractors (Z/UPIC).  

 

This new program reflects the PCG’s goal of reducing the administrative burden of audits on providers and 

targeting the few bad actors in the program while sparing the majority of providers who are compliant with 

Medicare billing policies.  

 

MACs are only one piece of a larger Medicare program integrity contractor framework. CMS is also making 

reforms to the RAC program which perform post-payment reviews of Medicare claims. CMS is requiring RACs 

to facilitate a discussion period with the provider to discuss the RAC’s findings and allow the provider to 

submit a corrected claim before the RAC takes action against the provider. Allowing the provider to submit a 

corrected claim is something HBMA has been promoting to CMS for several years. 

 

These reforms will hopefully help alleviate the growing backlog of appealed claims pending before the 

Department of Health and Human Services (HHS). Most of these appeals are for hospital inpatient status 

determinations that were challenged by RACs. However, the backlog also affects other providers who want to 

have their appeal resolved quickly so that they can resubmit a claim within the one-year timely filing deadline 

after the appeal determination.  
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CMS Invites Stakeholders to Participate in QPP Website Testing 

 

The Centers for Medicare and Medicaid Services (CMS) developed a centralized website for the new Medicare 

Quality Payment Program (QPP) which includes both the Merit-based Incentive Payment System (MIPS) and 

the Advanced Alternative Payment Model (Advanced APM) participation tracks.  

 

The website, https://qpp.cms.gov/, includes information on both participation tracks and serves as a resource for 

important program functions such as housing the National Provider Identifier (NPI) NPI lookup tool to view a 

clinician’s eligibility for participation in MIPS.  

 

https://www.cms.gov/Research-Statistics-Data-and-Systems/Monitoring-Programs/Medicare-FFS-Compliance-Programs/Medical-Review/Targeted-Probe-and-EducateTPE.html
https://qpp.cms.gov/


CMS developed this website in collaboration with industry stakeholders. CMS is now facilitating a new 

opportunity for industry stakeholders to provide one-on-one feedback on the website and participate in testing 

of certain functionalities. According to its announcement, “CMS invites representatives from organizations of 

all sizes to assess current and future functionality of the website, as well as make recommendations for 

improvements.” 

 

CMS is interested in feedback from: 

 

 Medicare clinicians 

 Practice managers 

 Medical billing staff  (both in-house and third-party) 

 Administrative staff; and 

 EHR and Registry vendors. 

 

Interested participants are directed to email Partnership@cms.hhs.gov to participate in a one-on-one feedback 

session. 
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Senate Confirms Several HHS Nominees 

 

Before leaving D.C. to spend the month of August in their home states meeting with constituents, the Senate 

confirmed a package of 65 nominees for positions within the Trump Administration by a unanimous vote. Four 

of these nominees were for positions within the Department of Health and Human Services (HHS).  

 

The Senate confirmed: 

 

 Jerome Adams, M.D., as Surgeon General;  

 Robert Kadlec, M.D., as Assistant Secretary for Preparedness and Response;  

 Elinore McCance-Katz, M.D., as Assistant Secretary for Mental Health and Substance Abuse; and  

 Lance Robertson, as Assistant Secretary for Aging. 

 

One HHS nominee who was not confirmed is Brett Giroir, M.D. who was nominated to serve as Assistant 

Secretary for Health.  

 

Senate Democrats objected to including him in this package of “non-controversial” nominees. Several Senators 

asked for a roll call vote for this confirmation. Several Senate Democrats objected to his position on funding for 

women’s health programs, such as Planned Parenthood, and wanted a roll call vote as a way to express their 

displeasure with his position.  

 

A Senate vote on Giroir’s nomination had not been schedule by the time this report was published.     
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CMS Transmittals 

 

The following transmittals were released by CMS during the month of August. 

 

mailto:partnership@cms.hhs.gov


Transmittal 

Number 
Subject 

Effective 

Date 

R202NCD  

Updates to Pub. 100-04, Chapter 18 Preventive and Screening Services 

and Chapter 32 Billing Requirements for Special Services and 

Publication 100-03, Chapter 1 Coverage Determinations Part 4  

2017-09-26 

R3851CP 

File Conversions Related to the Spanish Translation of the Healthcare 

Common Procedure Coding System (HCPCS) Descriptions 
2017-10-02 

R3849CP 

Inpatient Rehabilitation Facility (IRF) Annual Update: Prospective 

Payment System (PPS) Pricer Changes for FY 2018 
2017-10-02 

R3848CP 

Updates to Pub. 100-04, Chapter 18 Preventive and Screening Services 

and Chapter 32 Billing Requirements for Special Services and 

Publication 100-03, Chapter 1 Coverage Determinations Part 4  

2017-09-26 

R3850CP 

Quarterly Healthcare Common Procedure Coding System (HCPCS) 

Drug/Biological Code Changes - October 2017 Update 
2017-10-02 

R3852CP 

October 2017 Integrated Outpatient Code Editor (I/OCE) Specifications 

Version 18.3 
2017-10-02 

R3853CP 

October 2017 Update of the Hospital Outpatient Prospective Payment 

System (OPPS) 
2017-10-02 

R1911OTN 
Part B Detail Line Expansion - Common Working File (CWF) 2018-07-02 

R3840CP 
Common Edits and Enhancements Modules (CEM) Code Set Update 2018-01-02 

R3841CP 

Implement Operating Rules - Phase III Electronic Remittance Advice 

(ERA) Electronic Funds Transfer (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)  

2018-01-02 

R3842CP 

Healthcare Provider Taxonomy Codes (HPTCs) October 2017 Code Set 

Update 
2018-01-02 

R3843CP 

2018 Healthcare Common Procedure Coding System (HCPCS) Annual 

Update Reminder 
2018-01-02 

R107GI  

Affordable Care Act Bundled Payments for Care Improvement Initiative 

- Recurring File Updates Models 2 and 4 January 2018 Updates  
2018-01-09 

R738PI  
Provider Error Rate Formula 2017-09-19 

R1904OTN 

Multi-Carrier System (MCS), Fiscal Intermediary Shared System (FISS) 

and VIPS Medicare Shared System (VMS) Automation of Prior 

Authorization (PA) Requests/Pre-Claim Reviews (PCR) and their 

N/A 

https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/2017-Transmittals-Items/R202NCD.html
https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/2017-Transmittals-Items/R3851CP.html
https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/2017-Transmittals-Items/R3849CP.html
https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/2017-Transmittals-Items/R3848CP.html
https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/2017-Transmittals-Items/R3850CP.html
https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/2017-Transmittals-Items/R3852CP.html
https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/2017-Transmittals-Items/R3853CP.html
https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/2017-Transmittals-Items/R1911OTN.html
https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/2017-Transmittals-Items/R3840CP.html
https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/2017-Transmittals-Items/R3841CP.html
https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/2017-Transmittals-Items/R3842CP.html
https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/2017-Transmittals-Items/R3843CP.html
https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/2017-Transmittals-Items/R107GI.html
https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/2017-Transmittals-Items/R738PI.html
https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/2017-Transmittals-Items/R1904OTN.html


Transmittal 

Number 
Subject 

Effective 

Date 

Responses with Multiple Services (for programs like Home Health (HH)) 

via the Electronic Submission of Medical Documentation (esMD) 

System  

R1905OTN 
Modify VMS Accreditation Logic to Accept Additional Modifiers 2018-01-02 

R1906OTN 

Out-of-Jurisdiction Providers (OJP) and Qualified Chain Providers 

(QCP) Move to Correct A/B MAC Jurisdiction - Analysis CR Only  
2018-01-02 

R3836CP 
Home Health Value-Based Purchasing Implementation 2017-11-21 

R3837CP 

Influenza Vaccine Payment Allowances - Annual Update for 2017-2018 

Season 
2017-10-02 

R3839CP 

 2018-01-02 

R1910OTN 

Guidance on Implementing System Edits for Certain Durable Medical 

Equipment, Prosthetics, Orthotics and Supplies (DMEPOS) 
N/A 

R1909OTN 

Implementation of Section 1557 for Medicare Redetermination Notices 

(MRNs) by Adding a Notice and Tagline Sheet 
2017-10-02 

R3835CP 
Screening for the Human Immunodeficiency Virus (HIV) Infection 2017-10-02 

R737PI  
Credentials of Reviewers 2017-09-12 

R1901OTN 
Automating the HCPCS Load Process 2018-01-02 

R1903OTN 

Implement Changes to Effect the Functionality of Combination Force 

Codes in the ViPS Medicare System (VMS) 
2018-01-02 

R3833CP 

Quarterly Update to the End-Stage Renal Disease (ESRD) Prospective 

Payment System (PPS) 
2017-10-02 

R3828CP 

Update to Hospice Payment Rates, Hospice Cap, Hospice Wage Index 

and Hospice Pricer for FY 2018 
2017-10-02 

R1900OTN 
CICS Region Merge(s) for A/B MACs - Analysis Only 2018-01-02 

R3832CP 

Fiscal Year (FY) 2017 Inpatient Prospective Payment System (IPPS) and 

Long Term Care Hospital (LTCH) PPS Changes 
2017-10-03 

R1890OTN 

Suppression of the Standard Paper Remittance Advice (SPR) in 45 Days 

if also receiving Electronic Remittance Advice (ERA) 
2018-01-02 

R3827CP 
Quarterly Influenza Virus Vaccine Code Update - January 2018 2018-01-02 
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Transmittal 

Number 
Subject 

Effective 

Date 

R3825CP 

October Quarterly Update to 2017 Annual Update of HCPCS Codes 

Used for Skilled Nursing Facility (SNF) Consolidated Billing (CB) 

Enforcement  

2017-10-02 

R3826CP 

Inpatient Psychiatric Facilities Prospective Payment System (IPF PPS) 

Fiscal Year (FY) 2018 
2017-10-02 

R1893OTN 

Combined Common Edits/Enhancements Module (CCEM) Updates to 

Business and Holiday Tables 
2018-01-02 

R1892OTN 

Shared System Enhancement 2015: Identify Inactive Medicare 

Demonstration Projects within the Fiscal Intermediary Shared System 
2018-01-02 

R1889OTN 
Implementation of the Transitional Drug Add-On Payment Adjustment 2018-01-02 

R1891OTN 
Provider-Based Determination 2017-11-06 

R1896OTN 

Shared System Enhancement 2015: Identify Inactive Medicare 

Demonstration Projects within the Fiscal Intermediary Shared System - 

(Removing/Archiving demonstration codes 03, 04 and 15)  

2018-04-02 

R3831CP 
Screening for Hepatitis B Virus (HBV) Infection 2018-01-02 

R177DEMO  

Next Generation Accountable Care Organization (NGACO) Year Three 

Benefit Enhancements 
2018-01-02 

R3829CP 

Revisions to the Home Health Pricer to Support Value-Based Purchasing 

and Payment Standardization 
2018-01-02 

R1895OTN 

System Changes to Implement Section 15010 of the 21st Century Cures 

Act, Temporary Exception for Certain Severe Wound Discharges from 

Certain Long-Term Care Hospitals (LTCHs)  

 

R3824CP 

July Quarterly Update for 2017 Durable Medical Equipment, Prosthetics, 

Orthotics, and Supplies (DMEPOS) Fee Schedule 
2017-07-03 

R201NCD  
National Coverage Determination (NCD20.8.4): Leadless Pacemakers  
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