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CMS Finalizes Regulations for 2018 MIPS Reporting Year 

 

On November 2
nd

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

for the 2018 reporting year/2020 payment year for the Medicare Quality Payment Program 

(QPP). As you know, QPP was created under the Medicare Access and CHIP Reauthorization 

Act of 2015 (MACRA). Among other things, MACRA repealed the Sustainable Growth Rate 

Formula (SGR) for determining annual updates to Medicare Part B payment and replaced it with 

the new QPP.  

 

The QPP includes two participation options: the Merit-based Incentive Payment System (MIPS) 

or the Advanced Alternative Payment Models (Advanced APM). It is expected that initially, 

most Eligible Clinicians (Physicians, Physician Assistants and Nurse Practitioner, Clinical Nurse 

Specialists and Certified Registered Nurse Anesthetists) will participate in the Merit-based 

Incentive Payment System (MIPS) which consolidates the existing Medicare value-based 

payment programs into a single program.  

 

MIPS assesses performance across four categories: quality, cost, use of technology and practice 

improvement activities. Eligible Clinicians (ECs) opting to participate in MIPS can earn a 

positive or negative payment adjustment based on their total performance. 

 

https://www.federalregister.gov/documents/2017/11/16/2017-24067/medicare-programs-cy-2018-updates-to-the-quality-payment-program-and-quality-payment-program-extreme


Payment adjustments in MIPS are budget neutral meaning that all money recouped by Medicare 

from negative payment adjustments will be used to pay for the cost of the positive payment 

adjustments earned by high-performing Clinicians. For 2020 payments (2018 reporting year), 

participating Eligible Clinicians could receive as much as a five percent negative adjustment for 

failing to adequately report MIPS data.  

 

Clinicians can earn anywhere from a 0.1 to a five percent bonus for high performance with the 

top performers being eligible for additional bonus money. Some MIPS participating Clinicians 

will see no change in their payment - either up or down – based upon their MIPS reporting in 

2020.  

 

All ECs are evaluated under MIPS unless they are exempt because they are a “new” clinician, 

fall below the low-volume provider threshold or they qualify as a full or partial participant in an 

Advanced APM. Full participants in Advanced APMs are eligible for a five percent lump sum 

bonus payment in 2020 based on their 2019 Medicare Part B revenue.  

 

The final rule kept most of what was included in the proposed rule however CMS made several 

important modifications to some of its proposals. Below, is a brief summary of the 2018 QPP 

reporting year requirements as finalized by CMS.  

 

The HBMA Government Relations Committee is currently analyzing the final rule and will be 

providing a more detailed summary for HBMA members in the near future.  

 

 CMS is finalizing its proposed increase to the low volume provider threshold. Eligible 

Clinicians (EC) who provided care to 200 or fewer Medicare patients or who bill 

Medicare for $90,000 or less are exempt from MIPS participation in 2018. This is a 

significant increase from the low volume threshold for 2017 reporting year which is 100 

or fewer patients or less than $30,000 in Medicare Part B billing. This change will result 

in approximately 60 percent of eligible clinicians being exempt from participating in the 

QPP. 

 

While this is good news in that exempt clinicians are not subject to any cuts in their 

payments due to QPP, these ECs will also not see any increase in their Medicare 

payments for the payment year either. Automatic annual adjustments to the Medicare 

Conversion Factor are suspended under QPP until 2026.   

 

 MIPS participating ECs must achieve a minimum, or benchmark, Composite 

Performance Score (CPS) to avoid a negative payment adjustment. The CPS is the 

combined performance score from all four MIPS performance categories. For 2017 

reporting, the minimum CPS for participating ECs is three. For the 2018 reporting year, 

CMS is increasing the benchmark CPS to 15 points. ECs who fail to reach the benchmark 

CPS for 2018 reporting year will experience a five percent downward adjustment to their 

2020 Medicare Part B payments.  



 

 Perhaps the most significant MIPS policy change from what was originally proposed, 

CMS is going to activate the Resource Use (cost) category in 2018. Resource Use will 

now count for 10 percent of an EC’s CPS in the 2018 reporting year. In the Proposed 

Rule, CMS recommended that the cost category count for zero percent of the final CPS.  

Concurrent with the decision to include a Resource Use score, CMS is reducing the value 

of the Quality component from 60 percent of the total CPS to 50 percent of an EC’s CPS 

in 2018.  

 

 In an effort to provide more reporting options for ECs, CMS originally proposed allowing 

ECs to use multiple reporting mechanisms within each category for the 2018 reporting 

year. In the final rule, CMS announced it is delaying implementation of this policy until 

the 2019 reporting year. ECs will be limited to one reporting mechanism within each 

performance category for the 2018 reporting year as is the case for 2017.  

 

 CMS is providing up to a five point CPS adjustment for ECs who treat complex patients 

and is awarding five CPS points to small practices.  

 

 Beginning in 2018, individual and small practice ECs will be able to join together to form 

a Virtual Group to participate in MIPS as a single entity.  

 

 CMS will provide annual feedback reports to ECs in 2018. CMS intends to move to more 

frequent feedback reports in the future.  

 

The 2018 reporting year begins on January 1, 2018. ECs should note that certain categories, such 

as cost, will measure performance across the entire performance year while other categories such 

as Advancing Care Information (ACI) will require a 90-consecutive-day reporting period for full 

participation.  
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2018 ACA Open Enrollment Begins on November 1
st
  

 

November 1
st
 marks the beginning of the 2018 open enrollment period for health insurance plans 

sold on the ACA Exchanges. With efforts by Republicans in Congress to repeal and replace the 

ACA on hold, the ACA is set to begin its fifth year of selling plans to consumers through the 

individual and small group markets. The new plan year will see several important changes from 

previous years.  

 

Perhaps most notably, the open enrollment period has been reduced from eight weeks to six 

weeks. The 2018 open enrollment period ends on December 15
th

 instead of December 31
st
 as was 

the case last year.  

 



The ACA markets are facing several challenges such as higher prices and fewer plans being 

available for sale on the exchanges. In addition, last year we saw a decline for the first time in 

the number of people enrolling in ACA Exchange Health Plans. The Trump Administration, 

which is publicly opposed to the ACA and wishes to replace it, is tasked with managing the open 

enrollment period and addressing these challenges.  

 

According to the Department of Health and Human Services, premiums for the second lowest-

cost silver plans, which are used to determine the premium subsidy payments, are set to increase 

by an average of 37 percent. This is likely caused by a number of factors, not least of which is 

the Trump Administration’s decision to end the Cost Sharing Reduction (CSR) payments to 

insurers.  

 

President Trump’s decision to stop the CSR payments, which is being challenged in federal 

court, would discontinue the $7 Billion in annual subsidies Health Plans have been receiving to 

lower the out-of-pocket costs of certain health plans for individuals and families with earnings 

between 100% and 250% of poverty. These CSR subsidy payments are in addition to the billions 

of federal tax dollars ACA health plans receive each year to bring down the out-of-pocket 

premium costs for individuals and families with incomes between 100% and 400% of poverty.   

 

In 2017, approximately 11 million people had health insurance premium payments made on their 

behalf to ACA Health Plans and of those, approximately 6 million had the additional subsidy 

payments made to Health Plans to lower their out-of-pocket costs for deductibles and 

coinsurance.   

 

The ACA requires Health Plans to sell Silver Level plans with lower cost sharing (deductibles 

and coinsurance) to consumers with qualifying incomes. The CSR payments are intended to 

directly subsidize insurers for lowering a plan’s cost sharing for qualifying consumers.  

 

However, the funding for this requirement was not clear. The legality of the Administration’s 

authority to make the CSR payments is the subject of a lawsuit brought by the Republican-led 

House of Representatives against the (originally Obama but now Trump) Administration. The 

federal judge hearing the case ruled in favor of the House but agreed to “stay” his ruling pending 

appeal by the Obama Administration. That appeal is now in the hands of the Trump 

Administration and they are basically saying they agree with the ruling of the federal judge.   

 

It is expected that most current enrollees will re-enroll in 2018 but there will be fewer new sign-

ups. This reduction in enrollment could be a result of the premium increases or perhaps because 

some consumers believe that the individual mandate penalty will be repealed. The Trump 

Administration also reduced HHS’ open enrollment advertising budget by 90 percent and is not 

making the same type of spirited enrollment appeal to consumers that the Obama Administration 

undertook ahead of each open enrollment period.  

 

Those who do enroll through the exchanges will likely have fewer options to choose from. Many 

markets will have fewer insurers and therefore fewer plans compared to previous years. 

According to HHS, less than half of enrollees will have more than three insurers selling plans in 



their market and almost a third of consumers will only have one insurer selling plans in their 

market. Less competition could also be a contributing factor to increasing premiums.  

 

Looking beyond 2018, additional changes are expected for the 2019 plan year. The Centers for 

Medicare and Medicaid Services (CMS) released a proposed rule for the requirements Qualified 

Health Plans (QHP) must meet for the 2019 plan year. Most notably, CMS is proposing to give 

states greater flexibility to set the minimum essential health benefits (EHB) that must be covered 

by a QHPs. CMS is also proposing to give states authority to choose a different benchmark plan 

which are used for determining the premium assistance subsidies. States would also have the 

ability to set network adequacy standards and states could lower the medical loss ratio (MLR) in 

their state from 85 percent to 80 percent.  

 

CMS is also proposing to stop facilitating the federal exchange for the Small Business Health 

Options Market Place (SHOP). State-run SHOPS can continue if the state chooses to maintain 

their website.  
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CMS Issues 2018 Medicare Physician Fee Schedule Final Rule 

 

On November 2, 2017, the Centers for Medicare and Medicaid Services (CMS) issued the 2018 

Medicare Physician Fee Schedule (MPFS) final rule. This regulation finalizes changes in 

payment rates for Medicare services covered under the MPFS and sets other Medicare payment 

policies. HBMA submitted extensive comments to CMS on the proposed rule. CMS finalized 

many of the policies HBMA recommended and supported.  

 

The HBMA Government Relations Committee is currently analyzing the final rule and will 

provide a more detailed summary of the 2018 MPFS final rule for HBMA members in the near 

future.   

For 2018, CMS is finalizing a slight increase to the MPFS Conversion Factor (CF). The 2018 CF 

will be $35.99, up from $35.89 in 2017. The CF is multiplied by the relative value units (RVU) 

assigned to each medical service to calculate Medicare’s reimbursement for that service. Each 

service’s RVUs are derived from the amount of work the service requires to provide, the amount 

of time it takes to provide the service and medical malpractice costs.  

The MPFS finalizes a delay in when CMS will require ordering professionals to consult clinical 

decision support mechanisms (CDSM) for advanced imaging procedures. CMS will not require 

ordering professionals to consult CDSM until 2020.  

CMS is also reducing the amount of its proposed payment cuts for services provided in new off-

campus provider-based hospital settings. CMS’ proposal would have reduced the payment rates 

for these services to be 50 percent of the Hospital Outpatient Prospective Payment System 

(HOPPS) rate but is finalizing these services to be reimbursed at 40 percent of the HOPPS rate. 

In passing a site-neutral payment policy at the end of 2015, Congress only applied the reduced 

payment rates to new off-campus provider-based departments.  

https://www.federalregister.gov/documents/2017/11/02/2017-23599/patient-protection-and-affordable-care-act-benefit-and-payment-parameters-for-2019
https://s3.amazonaws.com/public-inspection.federalregister.gov/2017-23953.pdf


For CY 2018, CMS is finalizing the addition of several codes to the list of telehealth services, 

including: 

 HCPCS code G0296 (visit to determine low dose computed tomography (LDCT) 

eligibility); 

 CPT code 90785 (Interactive Complexity); 

 CPT codes 96160 and 96161 (Health Risk Assessment); 

 HCPCS code G0506 (Care Planning for Chronic Care Management); and 

 CPT codes 90839 and 90840 (Psychotherapy for Crisis). 

 

Additionally, CMS is finalizing its proposal to eliminate the required reporting of the telehealth 

modifier GT for professional claims in an effort to reduce administrative burden for practitioners. 

CMS is also finalizing payment for CPT code 99091, which covers remote patient monitoring.  

 

In the proposed rule, CMS stated that it is considering revising the Evaluation and Management 

(E/M) coding guidelines. CMS solicited input from stakeholders on how to best go about 

updating these guidelines. HBMA submitted extensive comments on this request for stakeholder 

input. CMS is not moving forward yet with a revision to the guidelines but hopes to do so in the 

near future after reviewing the stakeholder feedback it received in more detail.  

 

Lastly, CMS is finalizing its proposal to reduce the number of measures necessary for 

satisfactory reporting for the Physician Quality Reporting System, Value Modifier and EHR 

Meaningful Use (MU) programs. The PQRS and VM feedback reports that clinicians received 

assumed this proposal would be finalized. Therefore, the information in the feedback reports 

reflects this final policy.  
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Senators Announce Short-term Bipartisan ACA Stabilization Bill 

On October 17
th

, Senators Lamar Alexander (R-TN) and Patty Murray (D-WA), who are the top 

Senators from their respective parties on the Senate Health, Education, Labor and Pensions 

(HELP) Committee, announced that they reached an agreement on a short-term stabilization bill 

for the individual insurance markets established under the Affordable Care Act (ACA).  

Senators Alexander and Murray began negotiating a bipartisan, short-term stabilization bill after 

Republicans in Congress failed to pass legislation that would repeal and replace the ACA 

without any Democratic support.  

Republicans and most Democrats are in agreement that the ACA has flaws, however they 

disagree on the long-term solutions to these issues. Most Republicans believe these issues should 

be addressed by repealing the ACA and replacing it with a different policy while Democrats 

believe that these issues can and should be fixed.  

This jostling has created a great deal of uncertainty in the individual markets. Although 

premiums for ACA health plans were already rising, the uncertainty of a possible repeal may be 

leading to even larger premium increases than might have otherwise occurred. This may have led 

https://www.scribd.com/document/361896639/Discussion-draft#from_embed


to fewer participating insurers and therefore fewer health plan choices. It is believed that many 

plans built in an extra premium increase to their 2018 rate proposals to account for this 

uncertainty. 

Insurers have faced challenges as well, mainly in the form of uncertainty over subsidy programs 

and weak enrollment. Most Republican repeal/replace proposals would not take effect until 

around the 2020 plan year, meaning that the 2018 and 2019 plan years would still face these 

challenges if a repeal/replace bill is passed. 

The stabilization bill takes several key actions to strengthen and stabilize the ACA for the 2018 

and 2019 plan years.  

First, the bill authorizes Congress to appropriate funding for the Cost Sharing Reduction (CSR) 

payments to insurers for plan years 2018 and 2019 as well as the remainder of the 2017 plan 

year. The Administration currently controls the CSR payments and only a few days before the 

announcement of this bill, President Trump stated that he will stop making CSR payments to 

insurers beginning this month.  

CSRs are federal payments to insurers to reduce the cost-sharing obligation (deductibles and co-

pays) of plans for individuals who earn between 100 and 250 percent of the federal poverty line 

(FPL). The CSRs are in addition to the premium assistance tax credits available to these 

consumers because they earn below 400 percent of the FPL.  

CSRs have been criticized for being a “bailout” to insurers because the money is not contingent 

on actual out-of-pocket health spending by the beneficiary. President Trump may also be using 

the CSR payments as leverage to negotiate other policy concessions from Democrats.  

It should be noted that in 2014, the Republican-controlled House of Representatives brought a 

lawsuit against the Obama Administration challenging the President’s authority to issue the 

CSRs payments absent a congressionally approved appropriation for that purpose. The House 

GOP argued that the Constitution stipulates that Congress must authorize and appropriate the 

funding. The courts sided with the House GOP but an appeal filed by the Obama Administration 

maintained the CSRs. 

This bill would conform to what the Court ruled, namely that Congress must authorize Congress 

and appropriate the CSR funding which the Trump Administration could then distribute. The bill 

does not authorize a specific amount of funding.  

In addition to restoring CSR Payments, the bill seeks to streamline the process for states to 

receive an innovation waiver from the Federal Government which would allow them to be 

exempt from certain ACA requirements. The bill would require the Administration to review and 

issue a decision on waiver requests in under 45 days, a reduction from the current 90 day 

requirement. Waivers could be used to create high risk pools, reinsurance programs or other 

stabilization programs.  



This bill does not make any changes to the essential health benefits (EHB) that insurers are 

required to include in their plans. The changes to the waiver process would not allow states to 

opt-out of EHBs in their waivers as previous Republican proposals have.  

The bill would increase availability of catastrophic health plans. These “copper” plans generally 

offer more limited coverage and have lower-premiums and higher-deductibles than what is 

currently offered on the exchanges. These plans would be available for all consumers. The ACA 

limits availability of catastrophic health plans to individuals under the age of 30.  

The bill also provides funding for consumer outreach, education and assistance to help market 

the exchange plans and enroll consumers into the plan of their choice. The Trump 

Administration has drastically cut the budget for these activities.  

The Congressional Budget Office (CBO), the non-partisan agency of Congress that provides 

budgetary and economic analysis of legislation, estimates that the Alexander-Murray bill would 

reduce the federal deficit by $3.8 billion over ten years. If passed, the CBO believes the bill 

would lead to similar enrollment numbers as 2016.  

It is not clear if the stabilization bill has a chance of becoming law. Senate Democrats appear to 

support the bill but Senate Republicans have been hesitant to endorse the bill. There is confusion 

with how President Trump feels about this bill. He has stated his support for this effort while 

opposing key provisions such as not providing CSR funding to insurers. 

In response to the bipartisan stabilization bill, Senator Orrin Hatch (R-UT) who chairs the Senate 

Finance Committee and Rep. Kevin Brady (R-TX) who chairs the House Ways and Means 

Committee announced their own stabilization bill which they are branding as more conservative 

than the Alexander-Murray bill. This alternative stabilization bill still funds the CSRs for two 

years but would also eliminate the individual and employer mandate penalties while also 

increase the maximum contribution limit for health savings accounts (HSA).  

Any bipartisan deal in this political environment is worth applauding. However, it remains to be 

seen if the Alexander-Murray bill will become law. If passed, it also remains to be seen if the bill 

will have the desired stabilizing effect on markets.  
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President Trump Issues Executive Order Promoting Alternatives to ACA Plans 

After several failed attempts by Congress to repeal, replace or stabilize the Affordable Care Act 

(ACA), President Trump signed an executive order (EO) intended to promote alternatives to the 

individual market established by the ACA. This order does not repeal the ACA. However, it will 

potentially provide relief to consumers who are unhappy with the plans that are available to them 

through the ACA’s exchanges.  

The Trump Administration hopes these alternatives will provide consumers with lower-cost 

options for health insurance. While today’s Executive Order provides some direction, we will 

https://www.cbo.gov/system/files/115th-congress-2017-2018/costestimate/bipartisanhealthcarestabilizationactof2017_0.pdf
https://www.whitehouse.gov/the-press-office/2017/10/12/presidential-executive-order-promoting-healthcare-choice-and-competition


have to wait for the various Agencies to draft and finalize new rules before we have a complete 

understanding of the Order’s impact.  

As is common with Executive Orders, these policy changes may be challenged in court which 

could delay development and implementation.  

The EO expands access to three types of health plans:  

1. Association Health Plans (AHP) 

 

Under the EO, industry, trade, philanthropic, etc. associations (such as HBMA or the Knights 

of Columbus) would be able to offer health insurance plans to their members similar to how 

large, multi-state employers offer plans to their employees through the large-group insurance 

market. AHPs would be regulated under the Employee Retirement Income Security Act 

(ERISA). 

The goal of this policy is to increase access to the more stable and cheaper “large group” 

market that major employers offer their employees. This may provide cost relief to 

individuals and businesses that are currently in the individual or “small group” markets. 

Critics argue that this option will undermine the actuarial stability of the individual and small 

group markets, which will raise insurance costs for anyone that remains in those markets. 

2. Short-term Limited Duration Insurance (STLDI) 

 

Sometimes referred to as “Temporary” or “Term” health insurance, STLDI is designed to 

help bridge gaps in insurance coverage. STLDI plans are exempt from certain regulations in 

the Affordable Care Act. The Order would extend the allowable coverage period for STLDIs 

beyond the current three month limit.  

STLDI plans are not considered minimum essential coverage for the purposes of avoiding the 

tax penalty (the individual mandate) for lack of insurance. However, the Trump 

Administration or Congress may take action that would reduce or nullify the individual 

mandate in the coming months. The hope is that these plans can be “appealing and affordable 

alternative(s) to government-run exchanges for many people without coverage available to 

them through their workplaces.” 

3. Health Reimbursement Arrangements (HRA) 

 

The EO directs the relevant Agency Secretaries to find ways to “increase the usability of 

HRAs.” Health Reimbursement Arrangements (HRAs) are similar to Health Savings 

Accounts (HSAs) but not exactly the same. HRAs are tax-advantaged accounts that 

employers can use to reimburse employees after a healthcare expense has already been 

incurred. HRA contributions can only be made by employers and all money stays with the 

company if the employee leaves. The Trump Administration argues that “expanding the 

flexibility and use of HRAs would provide many Americans…more options for financing 

their healthcare.” 



It is unclear how quickly the policies outlined in this EO will take effect. The Agencies still need 

to develop regulations and go through the rule making process for implementing these policies. 

After final rules are issued, the relevant entities, such as associations interested in offering AHPs, 

would need to then go through the process of working with health insurers to design insurance 

products to offer to their members. These processes take time. It is therefore unlikely that these 

policies are in a state where they can truly provide an alternative to the ACA until the 2019 plan 

year.  

Removing the ACA from this “equation,” it will be interesting to see the impact of these 

additions to the U.S. health insurance system.   
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CMS Creates SSNRI Ombudsman  

The Centers for Medicare and Medicaid Services (CMS) has announced that Dr. Eugene Freund 

will serve as the newly-created Provider Ombudsman for the New Medicare Card. This follows 

last month’s unveiling of the new Medicare card design as required by the Medicare Social 

Security Number Removal Initiative (SSNRI).  

CMS is required by Congress to replace Social Security Numbers (SSN) as the beneficiary 

identification number on Medicare beneficiary cards with a unique, alpha-numeric number 

similar to commercial health insurance products. This is intended to reduce fraud and abuse.  

Dr. Freund leads CMS’ Physician Regulatory Issues Team (PRIT), a CMS liaison office to the 

provider community. Dr. Freund is the HBMA Government Relations Committee’s main point 

of contact for arranging our annual CMS visits.  

It is encouraging to have someone who is familiar with the RCM industry as HBMA advocates 

for a smooth transition to the new Medicare cards.  

In this position, Dr. Freund will ensure that CMS hears and understands any implementation 

problems experienced by clinicians, hospitals, suppliers, and other providers. He will also 

communicate about the New Medicare Card to providers and collaborate with CMS components 

to develop solutions to any implementation problems that arise.  

The Ombudsman can be reached by email via: NMCProviderQuestions@cms.hhs.gov. 
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MedPAC Proposing to Replace MIPS 

The Medicare Payment Advisory Commission (MedPAC) has been discussing a proposed 

recommendation to eliminate the Merit-based Incentive Payment System (MIPS) in favor of a 

value-based payment system that is less administratively burdensome.  

https://www.cms.gov/medicare/new-medicare-card/nmc-home.html
mailto:NMCProviderQuestions@cms.hhs.gov
http://www.medpac.gov/docs/default-source/default-document-library/mips-oct-2017-final.pdf?sfvrsn=0
http://www.medpac.gov/docs/default-source/default-document-library/mips-oct-2017-final.pdf?sfvrsn=0


MedPAC is essentially Congress’s private think tank on Medicare payment policy. It is a non-

partisan agency of Congress that conducts analysis and makes recommendations to Congress on 

Medicare payment policy.  

In addition to its criticism that MIPS is too much of an administrative burden on providers, the 

Commission does not feel like MIPS measures for meaningful quality performance. Specifically, 

MedPAC says that “MIPS will not achieve [its] goal of identifying and rewarding high-value 

clinicians, but there should be a value component in Medicare [fee-for-service].” 

However, MedPAC is not proposing to completely eliminate value-based payments. It is 

proposing a replacement system for MIPS that would reduce the number of measures and collect 

data automatically through claims or through surveys.  

Under the MedPAC proposals, all eligible clinicians would have a percentage of their Medicare 

Physician Fee Schedule (MPFS) payments withheld. The number MedPAC uses to illustrate this 

system is two percent. Clinicians would be able to earn back the withheld amount by performing 

well on the new quality and cost measures or by joining an Advanced Alternative Payment 

Model (Advanced APM).  

Clinicians could also earn more than the withheld amount (a bonus) for high performance. This 

system would not be required to be budget neutral but it would be designed with the intention 

that budget neutrality is achieved.  

To report, clinicians would join together to form small, regional groups. These groups would 

report on a small number of population health measures that assess clinical quality, patient 

experience and value. Clinical quality measures could include avoidable readmissions, 

emergency department utilization or mortality. Patient experience measures could include ability 

to obtain needed care or ability to communicate concerns to clinician. Value (cost) measures 

could include spending per beneficiary after a hospitalization, relative resource use or rates of 

low-value care.  

MedPAC is making similar recommendations for the hospital value-based purchasing programs.  

The vast majority of Commissioners have expressed their support for this concept but 

acknowledge this proposal is still missing many important details. MedPAC is continuing to 

refine this proposal with the intention of issuing a formal recommendation to Congress in one of 

its two annual reports to Congress in 2018.  

It is no secret that the goal of MedPAC’s recommendations is to drive providers towards APMs. 

The commissioners have said it themselves on many occasions. Whatever system MedPAC 

recommends to replace MIPS will likely have a lower incentive (bonus) payment than what 

providers can earn by participating in an APM.  

It is unclear how Congress views this proposal. The Centers for Medicare and Medicaid Services 

(CMS) does not have the authority to implement this proposal. MIPS was passed under the 

Medicare Access and CHIP Reauthorization Act of 2015 meaning Congress would have to act to 

implement this recommendation.  
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CMS Updates FAQ Clarifying Virtual Credit Card Policy 

The Centers for Medicare and Medicaid Services (CMS) provided welcome clarification that 

healthcare providers are not required to accept payment via virtual credit cards (VCC). This 

notice, posted on the CMS FAQ website, clearly states that health plans must make payments to 

providers using an Electronic Funds Transfer (EFT) transaction if the provider requests that 

payment method. 

The provider community has opposed the use of VCCs because of excessive processing fees for 

VCC transactions compared to EFT fees. The HBMA Government Relations Committee has 

raised this issue with CMS and Congress and collaborated with other industry stakeholders.  

In the FAQ, CMS asks that providers report any attempts by health plans to require VCC 

payments through the CMS HIPAA Administrative complaint system. To aid in our advocacy 

efforts, the HBMA Government Relations Committee asks that you also inform the Committee 

of complaints via gr@hbma.org.  
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Republicans Introduce Major Tax Reform Bill 

On Thursday November 2
nd

, the House Republicans unveiled a new tax bill, H.R. 1, the Tax Cuts 

and Jobs Act, which would make major reforms to the tax laws for both individuals/families and 

for businesses. The House Ways & Means Committee is holding a multi-day markup on the bill 

the week of November 6
th

. Speaker of the House Paul Ryan (R-WI) hopes to hold a vote on the 

bill before Thanksgiving with the expectation that the Senate can pass a bill before the New 

Year.  

The bill seeks to simplify the tax code by reducing the number of income tax brackets and 

reducing the number of tax deductions.  

The seven existing income brackets will be reduced down to four. These would be 12, 25, 35 and 

39.6 percent. For married taxpayers filing jointly, the 25 percent bracket threshold would be 

$90,000, the 35 percent bracket threshold would be $260,000, and the 39.6 percent bracket 

threshold would be $1 million. For unmarried individuals and married individuals filing 

separately, the bracket thresholds would be half the thresholds for married taxpayers filing 

jointly, except that the 35 percent bracket threshold for unmarried individuals would be 

$200,000. 

The bill also doubles the standard deduction. According to the bill’s authors, increasing the 

standard deduction allows the bill to simplify the tax code by eliminating or changing several 

other tax deductions. 

This includes a reduction in the mortgage home interest deduction for homeowners from $1 

million worth of mortgage to $500,000. It also would greatly reduce the amount that can be 

https://questions.cms.gov/faq.php?id=5005&rtopic=1851
https://www.cms.gov/Regulations-and-Guidance/Administrative-Simplification/Enforcements/FileaComplaint.html
mailto:gr@hbma.org
https://waysandmeansforms.house.gov/uploadedfiles/tax_cuts_and_jobs_act_section_by_section_hr1.pdf
https://waysandmeansforms.house.gov/uploadedfiles/tax_cuts_and_jobs_act_section_by_section_hr1.pdf


deducted under the state and local tax (SALT) deduction. The bill would also repeal the 

Alternative Minimum Tax.  

The bill phases out the inheritance (estate) tax beginning in 2023. It also increases the threshold 

value of inheritance that is subject to the current inheritance tax from $5 million to $10 million.  

The bill would also end a deduction for medical expenses.  

In regard to business taxes, the bill would lower the corporate tax rate from 35 percent to 20 

percent. Business tax credits that would be repealed under this bill include the employer-

provided child care credit, rehabilitation of structures, Work Opportunity tax credit, and Future 

New Market tax credit, and tips received by employees.  

On paper, this bill would add significantly to the national debt. However, House Republicans are 

relying on a more robust method of measuring the bill’s effects on the economy called “dynamic 

scoring” which would allow the Congressional Budget Office (CBO) to factor economic growth 

into its analysis of the bill’s impact. Congressional Republicans believe that the economic 

growth brought on by this bill will largely offset its cost.  

Problems may arise in the House where some Members (from both parties) could demand that 

deficit be dealt with more directly. To this point, House Republicans are considering adding a 

repeal of the Affordable Care Act’s (ACA) individual mandate to the bill. Repealing the 

individual mandate is projected to save upwards of $400 billion over ten years because without 

the penalty, fewer people would purchase insurance through the ACA exchanges meaning the 

government would have less to pay for insurance subsidies.  

Additional changes will be made to the bill throughout the process beginning with the 

Committee mark up. The Senate’s version of this bill is likely to be mostly similar to the House 

bill but could differ on several key provisions. If both Chambers pass differing bills, they will 

need to form a Conference Committee to reconcile the differences. It is therefore safe to say the 

bill is far from its final form.  
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Reminder to Review PQRS Feedback Reports and QRURs 

The Centers for Medicare and Medicaid Services (CMS) is reminding providers participating in 

the 2016 Physician Quality Reporting System and 2016 Value Modifier (VM) programs to 

review their annual feedback reports. These reports will inform providers if they will be subject 

to downward payment adjustments in 2018, the final year of payment adjustments under these 

programs before the Merit-based Incentive Payment System (MIPS) payment adjustments take 

effect.  

It should be noted that these reports reflect proposed changes by CMS from the 2018 Medicare 

Physician Fee Schedule (MPFS) proposed rule that would reduce the number of measures 

required for satisfactory reporting under these programs. CMS just issued the 2018 Medicare 

Physician Fee Schedule (MPFS) final rule which finalizes these policies.   



According to CMS, for the 2016 reporting period, the majority of providers successfully reported 

to PQRS and avoided the downward payment adjustment. 

Participating providers can file an informal review with CMS if they disagree with the data 

reflected in these reports. Informal reviews must be filed by 8:00 p.m. (ET) on December 1, 

2017. CMS provides assistance with the QRURs or Value Modifier via the Physician Value Help 

Desk at pvhelpdesk@cms.hhs.gov or 888-734-6433 (select option 3). Both Help Desks are 

available Monday through Friday from 7:00 a.m. to 7:00 p.m., Central Time. 

Return to Top 

 

Senate Confirms Number Two at HHS Who is Now Serving as Acting Secretary 

The Senate has confirmed Eric Hargan as the Deputy Secretary of Health and Human Services 

(HHS) which also makes him Acting Secretary of HHS after Tom Price’s departure from that 

position last month as a result of questionable travel expenses.   

Hargan has most recently worked as an attorney and was a member of President Donald Trump’s 

transition team. Hargan is a veteran of HHS, having served in various high-level positions in the 

Agency under President George W. Bush. These positions included acting deputy secretary and 

deputy general counsel.  

57 Senators voted to confirm Hargan, who received the support of a few Democrats.  

The Trump Administration has not yet nominated a replacement for Tom Price. Hargan will 

serve as the Acting Secretary of HHS until a nomination is made and confirmed by the Senate.  

Reports have been circulating that Alex Azar is at the top of President Trump’s list for HHS 

Secretary. Azar served as Deputy Secretary of HHS under President George W. Bush and most 

recently was the President of Eli Lilly and Company. Time will tell if this rumor is true.  
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House Passes Small Business Cybersecurity Bill 

On October 11, 2017, the House of Representatives passed H.R. 2105, the NIST Small Business 

Cybersecurity Act which aims to create new guidelines for small businesses to prevent 

cyberattacks. A similar bill, S. 770, the MAIN STREET Cybersecurity Act, passed the Senate in 

late September. Both the House and the Senate should be coming to an agreement on a final 

version of the bill which reconciles their differences soon. 

Small businesses are frequently the targets of ransomware and attacks because they often have 

less cybersecurity resources and IT personnel which limits their ability to properly identify and 

respond to cyber threats.  

The bill would have the Department of Commerce’s National Institute of Standards and 

Technology (NIST) create voluntary guidelines tailored to small businesses. The guidelines are 

intended to provide a set of voluntary best practices without being restrictive.  
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As is often the case for legislation, the House and Senate bills differ more on wording and less 

on substance. For instance, a provision in the Senate bill allows other federal agencies other than 

NIST to create resources and guidelines. However, the Senate bill contains an additional 

provision that the NIST must approve these in order to guarantee consistency with NIST 

cybersecurity standards.  

Cybersecurity resources through this piece of legislation could be extremely valuable to 

healthcare RCM companies and medical practices. Healthcare systems have been a regular target 

for cyberattacks because of the sensitive nature of the personal health information (PHI) stored 

within their systems. Cyberattacks that compromise this information could potentially lead to a 

costly breach of the HIPAA Privacy and Security regulations.  

On the Hill, both Senate and House staffers are confident the differences in the bill will be 

resolved very soon. The bill has bipartisan support in both chambers and only needs a few 

changes to be worked out for the bills to be identical without altering the meaning. The Senate 

Small Business Committee remains optimistic that the bill will pass in the Senate in the very near 

future.  
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House of Representatives Votes to Repeal IPAB 

 

The House of Representatives overwhelmingly voted to repeal the Independent Payment 

Advisory Board (IPAB), a yet to be convened panel created under the Affordable Care Act 

(ACA) which has broad authority to recommend Medicare payment reductions. Members from 

both parties have long-opposed the IPAB for its ability to circumvent Congress in imposing steep 

payment cuts to Medicare. All 213 House Republicans were joined by 76 Democrats in voting to 

repeal the IPAB.  

 

The IPAB is a 15-member committee who would be nominated by the President and confirmed 

by the Senate that would make recommendations to Congress for reducing Medicare spending. 

These recommendations would become law unless Congress takes its own action to reduce 

Medicare spending. If the IPAB members are not confirmed, the Secretary of Health and Human 

Services (HHS) would have the ability to make these recommendations on his/her own.  

 

The IPAB would not be asked to make recommendations unless a certain level of accelerated 

Medicare spending growth is reached which would “trigger” the IPAB. To date, the IPAB has 

never been triggered.  

 

The purpose of the IPAB was to serve as a heavy stick to motivate Congress and the Medicare 

program to reduce the rate at which Medicare spending was growing while also providing 

political cover for Congress if cuts had to be made. Those in Congress who oppose the IPAB are 

not opposed to finding ways to slow the rate at which Medicare spending is growing. However, 

they feel the IPAB has far too much power. Further, Medicare spending growth has slowed 

compared to when the ACA was passed making a program such as the IPAB less necessary.   
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Neither President Obama nor President Trump ever nominated anyone to the IPAB. Congress 

has also never appropriated funding for the IPAB.  

 

The bill now goes to the Senate where it is awaiting action. The Senate’s timeline or desire for 

action on this bill is unclear. The IPAB is not expected to be triggered anytime soon meaning 

there is little urgency to act. Similar bills are pending before the Senate Finance Committee 

which has yet to act.  
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Seema Verma Announces Meaningful Measures Initiative  

 

Centers for Medicare & Medicaid Services (CMS) Administrator Seema Verma announced a 

new initiative to improve the quality of quality measures. This program, called the “Meaningful 

Measures” initiative, was announced at the Healthcare Payment Learning Action Network (HCP-

LAN) conference on October 30
th

 and is part of Administrator Verma’s efforts for regulatory 

reform within the agency.  

The HCP-LAN is a public-private partnership between the Department of Health and Human 

Services (HHS) and industry groups dedicated to developing best practices for transitioning to 

value-based payments. The HCP-LAN’s recent Summit meeting was certainly an appropriate 

venue to announce this new initiative.  

The goal of Meaningful Measures is twofold. It is intended to simplify the process for collecting 

and reporting data as well as to emphasize measures that are tied to improving patient care.  

Administrator Verma criticized the current value-based payment environment for being overly 

burdensome on providers, overly complex, and over reliant on measures that are not tied to 

improvements patient care, all of which subtracts from patient care.  

As CMS transitions to value based care, the agency wants to ensure that these new payment 

models ensure quality measures for both consumers and physicians and eliminate unnecessary 

regulatory obstacles.  

This initiative came about through a “listening tour” earlier in the month where Administrator 

Verma travelled across the country to visit healthcare professionals and receive feedback on how 

to improve the transition to value-based payments.  

Policy changes that result from this initiative will likely be made through the Quality Payment 

Program (QPP). The final rule for the 2018 QPP reporting year was just published meaning new 

regulations from the Meaningful Measures initiative will likely begin with the 2019 QPP 

reporting year.  
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CMS Transmittals 

 

The following Transmittals were released by CMS during the month of October. 

 

Transmittal 

Number 
Subject Effective Date 

R3897CP 

Pulmonary Rehabilitation (PR) Services Addition to Chapter 

19, Indian Health Services (IHS) 
2018-04-02 

R1941OTN 

Transitional Drug Add-on Payment Adjustment (TDAPA) for 

patients with Acute Kidney Injury (AKI) 
2018-04-02 

R3893CP 

Ambulance Inflation Factor for CY 2018 and Productivity 

Adjustment 
2018-01-02 

R3898CP 

Correction to Prevent Payment on Inpatient Information Only 

Claims for Beneficiaries Enrolled in Medicare Advantage 

Plans 

2018-04-02 

SE17035 

Medicare Fee-for-Service (FFS) Response to the 2017 

California Wildfires  

SE17032 Pharmacy Billing of Immunosuppressive Drugs 
 

R3881CP 

Clinical Laboratory Fee Schedule Not Otherwise Classified, 

Not Otherwise Specified, or Unlisted Service or Procedure 

Code Data Collection 

2018-01-16 

SE17034 

Hurricane Nate and Medicare Disaster Related Alabama, 

Florida, Louisiana and Mississippi ClaimsHurricane Nate and 

Medicare Disaster Related Alabama, Florida, Louisiana and 

Mississippi Claims 
 

R3872CP 

Changes to the Laboratory National Coverage Determination 

(NCD) Edit Software for January 2018 
2018-01-02 

R3878CP 

January 2018 Quarterly Average Sales Price (ASP) Medicare 

Part B Drug Pricing Files and Revisions to Prior Quarterly 

Pricing Files 

2018-01-02 
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