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2018 Medicare National Training Program (NTP) Workshop – Papillion (Omaha) Nebraska and
St. Louis Missouri
The Centers for Medicare & Medicaid Services (CMS) Kansas City Regional Office invites you to attend the 2018 Medicare
National Training Program (NTP) Workshops.
In addition to the Workshop in Kansas City, we are pleased to announce that we will be hosting the Workshop in Omaha
Nebraska and St. Louis Missouri. While the workshop in Kansas City will be 2 ½ days, the workshops in Omaha and St. Louis will
be 2 full days. The same information will be provided at all Workshops.
We are at capacity right now for the Kansas City workshop and cannot approve additional registrations. However, if you
have registered for the Workshop in Kansas City and would prefer to attend one of the workshops in Omaha or St. Louis,
please let me know so I can cancel your registration for the Kansas City workshop.

When and Where
Papillion (Omaha), NE
Wednesday, August 15, 2018
8:30AM – 5:00PM
Thursday, August 16, 2018
8:30AM – 5:00 PM
Registration at 8:00AM
Register:
https://www.eventbrite.com/e/2018-medicare-national-training-program-workshop-omaha-ne-tickets-47925935764
St. Louis, MO Area
Tuesday, August 28, 2018
8:30AM – 5:00PM
Wednesday, August 29, 2018
8:30AM – 5:00 PM
Registration at 8:00AM
Register:
https://www.eventbrite.com/e/2018-cms-national-training-program-workshop-st-louis-mo-registration-47310136893
Topics to be covered are:



Medicare 101 - Explains the Medicare Program including what it is, coverage and costs, coverage
choices, enrollment, coordination of benefits, and how to fight fraud and abuse.



Medicare Supplement Insurance (Medigap) Policies - Explains how Medigap policies work with Medicare, what
Medigap policies cover, how they are structured, and when to buy a Medigap policy.



Medicare Advantage and Other Medicaid Health Plan - Explains Medicare health plan options other than Original
Medicare.



Medicare Prescription Drug Coverage - Provides an overview of Medicare prescription drug coverage under Part A
(Hospital insurance), Part B (Medical Insurance), and Part D (Prescription Drug Coverage).



Medicare and Other Programs for People With Disabilities/SSA - Explains Medicare, Social Security benefits and
other programs for people with disabilities.



Medicare and Medicaid Fraud and Abuse Prevention - Explains Medicare and Medicaid fraud and
abuse prevention, detection, reporting, recovery and the Office of the Inspector General’s role in
fighting healthcare fraud including showcasing resolved fraudulent Medicare and Medicaid cases.



Medicaid and the Children’s Health Insurance Program - Describes eligibility, benefits, and administration of
Medicaid; Define eligibility, benefits, and administration of the Children’s Health Insurance Program (CHIP).



Casework - Hands-on experience working through case scenarios pertaining to Medicare.
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Current Topics - Explains new policies, innovations, and legislation.



CMS Program Resources - Outlines key websites, associated resources, and tools for the programs administered by
CMS—Medicare, Medicaid, the Children’s Health Insurance Program (CHIP), and the Federally-facilitated Health
Insurance Marketplace.



Opportunities to network with CMS staff and subject matter experts and other organizations working with the
Medicare/Medicaid population.

As always, there will be no charge to you for the training; however, CMS will not be able to provide food or drinks.
In addition, if you register for a Workshop and then later determine you are unable to attend please access Eventbrite and
cancel your ticket so others can attend. Those who register and do not attend may be placed on a wait list for future CMS
events.
We look forward to your participation. If you have any questions or have difficulty registering, please contact Lorelei
Schieferdecker at Lorelei.Schieferdecker@cms.hhs.gov.
###
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New Medicare Card Updates
New Medicare Cards May Have QR Codes
New Medicare cards may have a square code, also referred to as a QR code (a type of machine-readable code). The QR
codes on Medicare cards allow the contractor who prints the cards to ensure the right card goes to the right person with
Medicare or Railroad Retirement Board (RRB) benefits. Providers cannot use it for any other purpose. The RRB issued cards
may have a QR code on the front of the card while all other Medicare patients may get a new card with a QR code on the
back of the cards. These are legitimate (official) Medicare cards.
Information on the transition to the new Medicare Beneficiary identifier:






New MBI Get It, Use It MLN Matters® Article
Transition to New Medicare Numbers and Cards MLN Fact Sheet
New Medicare Card information website
New Medicare cards are in the mail website for people with Medicare
###

New Medicare Card Reminder: Wave 1 Mailing Complete
We finished mailing cards to people with Medicare who live in Delaware, District of Columbia, Maryland, Pennsylvania,
Virginia, and West Virginia. If someone with Medicare in these states says they did not get a card, they can:



Sign into MyMedicare.gov to see if we mailed their card. If so, they can print an official card; they need to create an
account if they do not have one.




Call 1-800-MEDICARE (1-800-633-4227). They may need to correct something, such as their mailing address.
Use their current card to get health care services.
Share this product with your patients, so they have something to take with them.
We will keep you updated on card mailing progress. Continue to check the Mailing Strategy and direct people with
Medicare to Medicare.gov/NewCard for information about the mailings.
###
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ACA/Marketplace Updates
CMS Announces New Funding Opportunity Announcement for the Federally-Facilitated
Exchange Navigator Program
On Tuesday, the Centers for Medicare & Medicaid Services (CMS) announced release of the Funding Opportunity
Announcement (FOA) for the Federally-facilitated Exchange Navigator Program for 2018. Under this FOA, CMS expects to
award $10 million for a 1-year project period and a minimum of $100,000 will be available in each of the 34 Federallyfacilitated Exchange states to provide assistance to Marketplace consumers.
To access the Funding Opportunity Announcement, visit: http://www.grants.gov, and search for CFDA # 93.332.
Applications are due August 9, 2018 by 3:00pm EST and must be submitted through http://www.grants.gov.
For more information about Navigators and additional resources for potential applicants, visit:
http://www.cms.gov/CCIIO/Programs-and-Initiatives/Health-Insurance-Marketplaces/assistance.html
###

CMS Released Reports on the Performance of the Exchanges and Individual Health Insurance
Market
Reports show individual market erosion and increasing taxpayer liability

The Centers for Medicare and Medicaid Services (CMS) released three reports that provide important information on the
current condition of the Federal and State-based Exchanges and state individual health insurance markets. Taken together,
these reports show that state markets are increasingly failing to cover people who do not qualify for federal subsidies even
as the Exchanges remain relatively stable. Steps taken by CMS in 2017, as the reports show, improved the performance of
the Exchanges and began addressing market stability issues. However, serious problems persist. Rising premiums have left
unsubsidized people with poor health coverage options and dramatically increased the federal cost of premium subsidies.
“As the Trump Administration took office, there were warning signs that we were dealing with a crisis in the individual health
insurance market and Obamacare was failing its consumers. These reports show that the high price plans on the individual
market are unaffordable and forcing unsubsidized middle class consumers to drop coverage,” said CMS Administrator
Seema Verma.
Additionally, these reports represent the current state of the market, as well as confirm our Agency’s efforts to stabilize the
market. The three reports released include the Early 2018 Effectuated Enrollment Snapshot, Exchange Trends Report, and
new for this year, Trends in Subsidized and Unsubsidized Enrollment. The reports include data on effectuated Exchange
enrollment for 2017 and 2018, overall trends on the operational and programmatic performance of the Exchange, and
trends in subsidized and unsubsidized individual market enrollment from 2014 to 2017. These data provide a number of
insights on how well state individual health insurance markets and Exchanges are serving the American consumer.
Serious problems in the individual health insurance market emerged in 2016.

The subsidized and unsubsidized enrollment report shows enrollment began to decline in some states between 2015
and 2016, and in particular among the unsubsidized portion of the market. Over that period, 23 states experienced
a decline in unsubsidized enrollment, with 10 states experiencing double-digit declines.

For plan year 2017, for which enrollment began in November 2016, the report shows an alarming 20 percent drop in
the number of people nationwide who enrolled in the individual health insurance market without federal premium
subsidies. By comparison, subsidized enrollment dropped by just 3 percent, or 223,000 people.

This enrollment drop occurred at the same time average monthly premiums spiked by 21 percent.

The unsubsidized portion of some state individual markets have clearly entered a death spiral, with unsubsidized
enrollment dropping by more than a third in 14 states, including an astonishing 73 percent decline in Arizona.

These dramatic drops in enrollment occurred under the insurance rules and rates established under the previous
Administration.
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Immediate actions taken by CMS improved the performance of the Federal platform Exchanges and began addressing
market stability issues.

CMS took immediate steps in 2017 to address market stability issues and to improve the performance of the
Exchanges using the Federal platform in order to mitigate the deterioration of the individual health insurance
market for consumers. The Exchange trends report shows a number of these initiatives are already improving the
Federal platform Exchanges.

The Exchange Call Center reported an all-time high customer satisfaction rate of 90 percent.

CMS increased efforts to leverage the capabilities of the private sector by expanding the role of health insurance
agents and brokers who supported 3,660,668 health plan enrollments, 42 percent of plan year 2018 open
enrollments on Federal platform Exchanges. In contrast, Navigators enrolled less than 1 percent of total enrollees.

CMS also added new changes to Special Enrollment Periods (SEPs) to improve the risk pool by requiring people to
verify their eligibility for an SEP. As a result, the volume of exceptional circumstance SEPs granted by CMS declined
by 56 percent for plan year 2017.

Consumer requests for SEPs continued to be served at a high level. Average response times for SEP verifications
were one to three days and 90 percent of SEP applicants were able to satisfy SEP verification and begin coverage.
With enhancements to the Federal platform, enrollment through the Federal and State-based Exchanges remained steady
into 2018.

Effectuated enrollment is when a person has selected or is automatically reenrolled in a plan and paid the first
month’s premium, if applicable. The effectuated enrollment report shows that enrollment through the Exchanges
remained steady for subsidized people moving into plan year 2018. In February 2018, 10.6 million individuals had
effectuated their coverage through the Exchanges. This is approximately 3 percent higher than the 10.3 million
people who had effectuated their coverage at the same time last year.

Those who enroll through the Exchanges increasingly rely on federal subsidies. The report shows 87 percent of
enrollees rely on Advance Premium Tax Credits up from 84 percent for plan year 2017.

People who made a plan selection during open enrollment were more likely to have effectuated coverage in 2018.
Nine percent of people failed to follow through with effectuating their coverage in 2018, compared to 15 percent
in 2017.
Rising premiums dramatically increase the federal cost of subsidies and leave unsubsidized people with few if any
coverage options.

The effectuated enrollment report also shows that average monthly premiums for coverage purchased through
Exchanges rose another 27 percent in 2018 on top of the 21 percent increase consumers experienced in 2017.

This premium increase resulted in an even sharper increase in the average federal premium subsidy, which jumped
by 39 percent in 2018, rising from $373 in 2017 to $520 in 2018.

This increase in average premiums subsidy, as well as higher enrollment, will likely increase federal spending on
premium subsidies by more than $17 billion in 2018.

Coverage options for the unsubsidized portion of the market were already bad in 2017 when 20 percent dropped
coverage. Another 27 percent increase in premiums leaves unsubsidized people with few if any coverage options
and likely resulted in another substantial decline in unsubsidized coverage for 2018.
It is clear that many Americans are being priced out of the health insurance market, especially for employed people who
earn too much to qualify for tax credits and have no access to employer-sponsored coverage. This underscores the need
for CMS to continue efforts to stabilize the market and provide all consumers—including those who do not qualify for large
premium subsidies—with more affordable health coverage options.
CMS will continue to build on the significant steps already taken by the Administration to promote healthcare choice and
competition and decrease costs. Americans should not be forced to choose between coverage they cannot afford and
no coverage at all.
To see the reports, click the links below:
Early 2018 Effectuated Enrollment Snapshot:
https://www.cms.gov/CCIIO/Programs-and-Initiatives/Health-Insurance-Marketplaces/Downloads/2018-07-02-TrendsReport-1.pdf
Trends in Subsidized and Unsubsidized Enrollment:
https://www.cms.gov/CCIIO/Programs-and-Initiatives/Health-Insurance-Marketplaces/Downloads/2018-07-02-TrendsReport-2.pdf
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Exchange Trends Report: https://www.cms.gov/CCIIO/Programs-and-Initiatives/Health-InsuranceMarketplaces/Downloads/2018-07-02-Trends-Report-3.pdf
###
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MACRA/Quality Payment Program (QPP) Updates
A Letter to Doctors from CMS Administrator Seema Verma
Dear Doctor,
Thank you for the difference you make in your patients’ lives. Many of our nation’s best and brightest students go into
medicine – the competition is intense for every spot. To become a practicing physician, you had to put in years of training,
hours of studying, and long days and nights on the wards.
Your dedication and commitment have enabled you to join the profession that makes up the core of our healthcare
system. But after years of education, training, and hard work, our system is not fully leveraging your expertise. Instead,
doctors today spend far too much of their time on burdensome and often mindless administrative tasks.
From reporting on measures that demand that you follow complicated and redundant processes, to documenting lines of
text that add no value to a patient’s medical record, to hunting down records and faxes from other physicians and sifting
through them, wasteful tasks are draining energy and taking time away from patients. Our system has taken our most
brilliant students and put them to work clicking through screens and copying and pasting. We have arrived at the point
where today’s physicians are burning out, retiring early, or even second-guessing their decision to go into medicine.
In a recent Medscape survey of over 15,000 physicians, 42 percent reported burnout.
Enough is enough. CMS’s focus is on putting patients first, and that means protecting the doctor-patient relationship. We
believe that you should be able to focus on delivering care to patients, not sitting in front of at a computer screen.
Washington is to blame for many of the frustrations with the current system, as policies that have been put forth as solutions
either have not worked or have moved us in the opposite direction. Electronic Health Records were supposed to make it
easier for you to record notes, and the government spent $30 billion to encourage their uptake. But the inability to
exchange records between systems – and the increasing requirements for information that must be documented – has
turned this tool into a serious distraction from patient care.
CMS is committed to turning the tide. President Trump has made it clear that he wants all agencies to cut the red tape, and
CMS is no exception. Last year, we launched our “Patients Over Paperwork” initiative, under which we have been working
to reduce the burden of unnecessary rules and requirements. As part of this effort, we have proposed an overhaul of
the Evaluation & Management (E&M) documentation and coding system to dramatically reduce the amount of time you
have to spend inputting unnecessary information into your patients’ records. E&M visits make up 40 percent of all charges
for Medicare physician payment, so changes to the documentation requirements for these codes would have widereaching impact.
The current system of codes includes 5 levels for office visits – level 1 is primarily used by nonphysician practitioners, while
physicians and other practitioners use levels 2-5. The differences between levels 2-5 can be difficult to discern, as each level
has unique documentation requirements that are time-consuming and confusing.
We’ve proposed to move from a system with separate documentation requirements for each of the 4 levels that physicians
use to a system with just one set of requirements, and one payment level each for new and established patients. Most
specialties would see changes in their overall Medicare payments in the range of 1-2 percent up or down from this policy,
but we believe that any small negative payment adjustments would be outweighed by the significant reduction in
documentation burden. If you add up the amount of time saved for clinicians across America in one year from our
proposal, it would come to more than 500 years of additional time available for patient care.
In addition to streamlining documentation, under the leadership of the White House’s Office of American Innovation, we
are advancing the MyHealthEData Initiative which promotes the interoperability of electronic medical records. Patients
must have control of their medical information; and physicians need visibility into a patient’s complete medical record.
Having all of a patient’s information available to inform clinical decision-making saves time, improves quality, and reduces
unnecessary and duplicative tests and procedures. CMS is taking action to make this vision a reality, including recently
proposing a redesign of the incentives in the Merit-Based Incentive Payment System or “MIPS” to focus on rewarding the
sharing of healthcare data securely with patients and their providers.
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We welcome your thoughts on our proposals, and we look forward to partnering with you to make them successful. Patients
and their families put their trust in your hands, and you should be able to focus on keeping them healthy. And to secure the
future strength of our system, we must make sure that the nation’s best students continue to choose to go into medicine.
We need your input to improve the healthcare system. Once again, thank you for your service to your patients.

Sincerely,
Seema Verma
###

CMS Releases Proposed Rule for 2019 Medicare Quality Payment Program
On July 12, the Centers for Medicare & Medicaid Services (CMS) released its proposed policies for Year 3 (2019) of the
Quality Payment Program via the Medicare Physician Fee Schedule (PFS) Notice of Proposed Rulemaking (NPRM). The
provisions included in the NPRM are reflective of the feedback we received from many stakeholders, and continue to
provide additional flexibilities to reduce burden and smooth the transition, where possible, so that doctors and other
clinicians can spend more time with patients.
Key proposals for Year 3 of the Quality Payment Program include:













Expanding the definition of Merit-based Incentive Payment System (MIPS) eligible clinicians to include new clinician
types (physical therapists, occupational therapists, clinical social workers, and clinical psychologists).
Adding a third element (Number of Covered Professional Services) to the low-volume threshold determination and
providing an opt-in policy that offers eligible clinicians who meet or exceed one or two, but not all, elements of the
low-volume threshold the ability to participate in MIPS.
Providing the option to use facility-based scoring for facility-based clinicians that doesn’t require data submission.
Modifying the MIPS Promoting Interoperability (formerly Advancing Care Information) performance category to
support greater electronic health record (EHR) interoperability and patient access while aligning with the proposed
new Promoting Interoperability Program requirements for hospitals.
Moving clinicians to a smaller set of Objectives and Measures with scoring based on performance for the Promoting
Interoperability performance category.
Continuing the small practice bonus, but including it in the Quality performance category score of clinicians in small
practices instead of as a standalone bonus.
Streamlining the definition of a MIPS comparable measure in both the Advanced Alternative Payment Models
(APMs) criteria and Other Payer Advanced APM criteria to reduce confusion and burden amongst payers and
eligible clinicians submitting payment arrangement information to CMS.
Updating the MIPS APM measure sets that apply for purposes of the APM scoring standard.
Increasing flexibility for the All-Payer Combination Option and Other Payer Advanced APMs for non-Medicare
payers to participate in the Quality Payment Program.
Updating the Advanced APM Certified EHR Technology (CEHRT) threshold so that an Advanced APM must require
that at least 75% of eligible clinicians in each APM Entity use CEHRT.
Extending the 8% revenue-based nominal amount standard for Advanced APMs through performance year 2024.

Additionally, as result of our Human-Centered Design research, we’ve included new language that more accurately
reflects how clinicians and vendors interact with MIPS. We look forward to your feedback on this approach. Please note
that the official commenting mechanisms are outlined below.
Submit Comments by September 10
CMS is seeking comment on a variety of proposals in the NPRM. Comments are due by September 10, 2018.
You must officially submit your comments in one of the following ways:






Electronically, through Regulations.gov
Regular mail
Express or overnight mail
By hand or courier

For More Information
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To learn more about the PFS NPRM and the Quality Payment Program proposals, review the following resources:




Press release – provides more details about the announcement
Fact sheet – offers an overview of the proposed policies for 2019 (Year 3) and compares these policies to the
current 2018 (Year 2) requirements
 Webinar – overview of the proposed rule for the 2019 performance period with the opportunity to ask questions
To learn more about the Quality Payment Program, visit: https://qpp.cms.gov
###

New CMS Proposals to Modernize and Drive Innovation in Durable Medical Equipment and
End-Stage Renal Disease Programs
Combined actions would increase access to durable medical equipment, reduce administrative burden, and encourage
development of innovative therapies for beneficiaries on dialysis
The Centers for Medicare & Medicaid Services (CMS) proposed innovative changes to the payment rules for Durable
Medical Equipment Prosthetics, Orthotics, and Supplies (DMEPOS) and the End-Stage Renal Disease (ESRD) program. The
DME proposals in the proposed rule released aim to increase access to items for patients and simplify Medicare’s DMEPOS
Competitive Bidding Program (CBP) to drive competition and increase affordability. The rule also includes ESRD proposals,
including a proposal to address new renal dialysis drug and biological costs and foster innovations in treatment by
incentivizing new therapies for patients on dialysis and a proposal to reduce facility-related documentation burden.
“At CMS, we celebrate innovation in the healthcare system and encourage new therapies that will help save lives and
lower costs for patients,” said CMS Administrator Seema Verma. “Today’s proposals will help secure sustainable access to
durable medical equipment and reward dialysis facilities that adopt innovative new therapies.”
Today’s proposed rule takes key steps towards changing Medicare’s DME fee schedule payments and the DMEPOS CBP. A
successful CBP for DME is important for the Medicare program, but many stakeholders have raised concerns about
beneficiary access to items and services under the current CBP. CMS sought ways to improve competitive bidding going
forward and worked with market experts to leverage opportunities to increase the program’s effectiveness. Today’s rule
proposes market-oriented reforms to the DMEPOS CBP. The process for recompeting contracts with suppliers currently in
effect under the DMEPOS CBP has not yet been initiated. As a result, we note that the current contracts for the DMEPOS
CBP will expire on December 31, 2018. Beginning January 1, 2019, and until new contracts are awarded under the DMEPOS
CBP, beneficiaries may receive DMEPOS items from any Medicare enrolled DMEPOS supplier.
As required by the 21st Century Cures Act, this rule also includes proposals that address Medicare fee schedule payments
for DME furnished on or after January 1, 2019 in areas of the country where competitive bidding is not in effect. The
proposed rule also solicits stakeholder feedback on CMS’ approach to establishing the fee schedule amounts for new DME
technologies. These improvements will modernize the Medicare DME program.
CMS is also taking steps today to promote innovation in Medicare’s ESRD PPS by expanding the ESRD Transitional Drug Addon Payment Adjustment (TDAPA) to encourage the use of new drug therapies by promoting innovation in the program in
order to encourage the development and use of new treatments and therapies. As the largest payer for kidney care, we
recognize that Medicare has a large part to play in encouraging innovation in an area where innovation has been lagging.
We are proposing to make changes to Medicare’s payment structure that will support access to new renal dialysis drugs
and foster innovation in this critical area of heath care.
This proposed rule also takes significant steps forward by strengthening quality incentives and reducing administrative
burden. Based on stakeholder feedback, CMS intends to reduce ESRD facility-related documentation burdens for certain
payment adjustments so that requirements are more consistent with other payment systems. These changes will allow
doctors to spend less time on paperwork and more time with their patients, which is in line with CMS’ Patients Over
Paperwork initiative. Also, CMS is proposing to update the measure set for the ESRD QIP so that it is more closely aligned with
the quality priorities the agency has adopted as part of the Meaningful Measures Initiative.
For a fact sheet on the CY 2019 proposed rule (CMS-1691-P), please visit:
https://www.cms.gov/Newsroom/MediaReleaseDatabase/Fact-sheets/2018-Fact-sheets-items/2018-07-11.html
To view the proposed rule, please visit: https://www.federalregister.gov/inspection.aspx.
###
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Now Available: Quality Data Model (QDM) v5.4
The Centers for Medicare & Medicaid Services has published the Quality Data Model (QDM) standard, version 5.4. The
standard has been updated to align with the emerging standard, Health Level Seven International (HL7) Fast Healthcare
Interoperability Resources (FHIR) and add increased explicit capabilities. Support for these features and modifications will be
implemented in the production version of the Measure Authoring Tool (MAT) to be released in Fall 2018 (MAT v5.6). Measures
produced using QDM v5.4 are anticipated for implementation in calendar year 2020, whereas QDM v5.3 is for calendar
year 2019.
QDM v5.4 contains the following changes from QDM v5.3, Annotated:










Added QDM datatype Assessment, Order



Merged three Communication QDM datatypes – Communication, Provider to Patient; Communication, Patient to
Provider; Communication, Provider to Provider into a single QDM datatype, Communication, Performed

Added “setting” attribute to QDM datatype Medication, Order
Removed the “method” attribute from all datatypes with a recommended or order context
Provided additional guidance to the use of the QDM datatype Device, Applied
Provided additional guidance for the use of the QDM datatype Symptom
Removed the “supply” attribute from QDM datatypes for which clinical data does not provide supply information
Removed the “anatomical approach site” attribute from several QDM datatypes
Retained the distinction between QDM categories Intervention and Procedure even though interoperability
standards do not provide any differentiation between the two concepts



Provided some guidance on the use of the QDM substance category with existing use cases (blood product
administration and exclusive breast milk feeding for newborn infants in the hospital)
Previously published versions of the QDM (through version 4.3) included the data model and logic required to compare one
data element to another. With the implementation of Clinical Quality Language (CQL) in Fall 2017, the QDM includes only
the data model, so this and future versions require the use of CQL as a separate method for expressing logic. QDM will
continue to evolve based on stakeholder input and feedback from the QDM User Group.
For More Information
You can find current and past versions of the QDM and QDM User Group meeting information on the eCQI Resource Center
QDM page.
###

Now Available: MIPS 2017 Performance Feedback User Guide
CMS has posted the 2017 Performance Feedback User Guide on CMS.gov to help eligible clinicians and groups understand
their 2017 Merit-based Incentive Payment System (MIPS) performance feedback.
This User Guide:
 Discusses who can access MIPS performance feedback;
 Highlights the differences between preliminary performance feedback and final performance feedback; and
 Provides step-by-step instructions for accessing your feedback
CMS also recently posted its 2017 Performance Feedback Fact Sheet, which offers an overview of what performance
feedback is, who receives the feedback, and how to access it on the Quality Payment Program website.
For More Information
Visit the Quality Payment Program Resource Library on CMS.gov to review new and existing Quality Payment Program
resources.
Contact the Quality Payment Program at QPP@cms.hhs.gov or 1-866-288-8292 (TTY: 1-877-715-6222).
###
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Obtaining Your Enterprise Identification Management (EIDM) Credentials for the Quality
Payment Program
To access the Quality Payment Program Portal, you’ll need your EIDM User ID and Password. Once logged in, you can:






Submit your MIPS performance data
Access your 2017 MIPS final score
View your 2017 MIPS performance feedback
Request a targeted review for your 2017 MIPS final score and 2019 payment adjustment

Creating an EIDM Account
CMS has established the EIDM system to provide clinicians and practices with a single User ID that can be used to access
one or more CMS Applications.
How to Obtain an EIDM Account
If you do not have an EIDM account, navigate to the CMS Enterprise Portal and select ‘New User Registration’ to create
one. The following information is required for registration:
 Application Name
 Application Role
 Organization Legal Business Name, Address, and Phone Number
 Taxpayer Identification Number (TIN) and corresponding individual Provider Transaction Access Number (PTAN)
Your organization or CMS can help you identify the information needed for your application.
Once you complete your EIDM account registration, you will receive an e-mail acknowledging your successful account
creation with your EIDM User ID. Use your unique EIDM User ID and Password to login to the Quality Payment Program Portal.
For More Information:
 Review the EIDM User Guide
 Contact the Quality Payment Program at QPP@cms.hhs.gov or 1-866-288-8292/TTY: 1-877-715-6222.
Visit the Quality Payment Program Website
###

CMS Proposes Historic Changes to Modernize Medicare and Restore the Doctor-Patient
Relationship
Proposed changes to the Medicare Physician Fee Schedule and Quality Payment Program would streamline clinician billing
and expand access to high-quality care
The Centers for Medicare & Medicaid Services (CMS) proposed historic changes that would increase the amount of time
that doctors and other clinicians can spend with their patients by reducing the burden of paperwork that clinicians face
when billing Medicare. The proposed rules would fundamentally improve the nation’s healthcare system and help restore
the doctor-patient relationship by empowering clinicians to use their electronic health records (EHRs) to document clinically
meaningful information, instead of information that is only for billing purposes.
“Today’s reforms proposed by CMS bring us one step closer to a modern healthcare system that delivers better care for
Americans at a lower cost,” said HHS Secretary Alex Azar. “Such a system requires empowering American patients by giving
them price and quality transparency and control over their own interoperable health records, goals supported by CMS’s
proposals. These proposals will also advance the successful Medicare Advantage program and accomplish a historic
regulatory rollback to help physicians put patients over paperwork. Further, today’s proposed reforms to how CMS pays for
medicine demonstrate the commitment of HHS to implementing President Trump’s blueprint for lowering drug prices. The
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ambitious reforms proposed by CMS under Administrator Verma will help deliver on two HHS priorities: creating a valuebased healthcare system for the 21st century and making prescription drugs more affordable.”
“Today’s proposals deliver on the pledge to put patients over paperwork by enabling doctors to spend more time with their
patients,” said CMS Administrator Seema Verma. “Physicians tell us they continue to struggle with excessive regulatory
requirements and unnecessary paperwork that steal time from patient care. This Administration has listened and is taking
action. The proposed changes to the Physician Fee Schedule and Quality Payment Program address those problems headon, by streamlining documentation requirements to focus on patient care and by modernizing payment policies so seniors
and others covered by Medicare can take advantage of the latest technologies to get the quality care they need.”
The proposals, part of the Physician Fee Schedule (PFS) and the Quality Payment Program (QPP), would also modernize
Medicare payment policies to promote access to virtual care, saving Medicare beneficiaries time and money while
improving their access to high-quality services no matter where they live. Such changes would establish Medicare payment
for when beneficiaries connect with their doctor virtually using telecommunications technology (e.g., audio or video
applications) to determine whether they need an in-person visit. Additionally, the QPP proposal would make changes to
quality reporting requirements to focus on measures that most significantly impact health outcomes. The proposed changes
would also encourage information sharing among health care providers electronically, so patients can see various medical
professionals according to their needs while knowing that their updated medical records will follow them through the
healthcare system. The QPP proposal would make important changes to the Merit-based Incentive Payment System (MIPS)
“Promoting Interoperability” performance category to support greater EHR interoperability and patient access to their
health information, as well as to align this clinician program with the proposed new “Promoting Interoperability” program for
hospitals.
If today’s proposals were finalized, clinicians would see a significant increase in productivity – leading to substantially more
and better care provided to their patients. Removing unnecessary paperwork requirements through the PFS proposal would
save individual clinicians an estimated 51 hours per year if 40 percent of their patients are in Medicare. Changes in the QPP
proposal would collectively save clinicians an estimated 29,305 hours and approximately $2.6 million in reduced
administrative costs in CY 2019.
Proposed CY 2019 Physician Fee Schedule Key Changes
The Physician Fee Schedule establishes payment for physicians and medical professionals treating Medicare patients. It is
updated annually to make changes to payment policies, payment rates and quality-related provisions. Extensive public
feedback the agency has received has highlighted a need to streamline documentation requirements for physician
services known as “evaluation and management” (E&M) visits, as well as a need to support greater access to care using
telecommunications technology.
The proposed changes to the Physician Fee Schedule would reinforce CMS’ Patients Over Paperwork initiative focused on
reducing administrative burden while improving care coordination, health outcomes, and patients’ ability to make
decisions about their own care.
Streamlining Evaluation and Management (E&M) Payment and Reducing Clinician Burden
CMS and the Office of the National Coordinator for Health Information Technology (ONC) have heard from stakeholders
that CMS’s extensive documentation requirements for Evaluation and Management codes have resulted in unintended
consequences. To meet these documentation requirements, providers have to create medical records that are a
collection of predefined templates and boilerplate text for billing purposes, in many cases reflecting very little about the
patients’ actual medical care or story.
Responding to stakeholder concerns, several provisions in the proposed CY 2019 Physician Fee Schedule would help to free
EHRs to be powerful tools that would actually support efficient care while giving physicians more time to spend with their
patients, especially those with complex needs, rather than on paperwork. Specifically, this proposal would:




Simplify, streamline and offer flexibility in documentation requirements for Evaluation and Management
office visits — which make up about 20 percent of allowed charges under the Physician Fee Schedule and
consume much of clinicians’ time;
Reduce unnecessary physician supervision of radiologist assistants for diagnostic tests; and
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Remove burdensome and overly complex functional status reporting requirements for outpatient therapy.

Advancing Virtual Care
“CMS is committed to modernizing the Medicare program by leveraging technologies, such as audio/video applications or
patient-facing health portals, that will help beneficiaries access high-quality services in a convenient manner,” said
Administrator Verma.
Getting to the doctor can be a challenge for some beneficiaries, whether they live in rural or urban areas. Innovative
technology that enables remote services can expand access to care and create more opportunities for patients to access
personalized care management as well as connect with their physicians quickly.
Provisions in the proposed CY 2019 Physician Fee Schedule would support access to care using telecommunications
technology by:





Paying clinicians for virtual check-ins – brief, non-face-to-face appointments via communications technology;
Paying clinicians for evaluation of patient-submitted photos; and
Expanding Medicare-covered telehealth services to include prolonged preventive services.

Lowering Drug Costs
President Trump is putting American patients first and lowering prescription drug costs, and CMS is committed to advancing
this effort. CMS is today proposing changes as part of the continued rollout of the Administration’s blueprint to lower drug
prices and reduce out-of-pocket costs.
The changes would affect payment under Medicare Part B. Part B covers medicines that patients receive in a doctor’s
office, such as infusions. CMS is proposing a change in the payment amount for new drugs under Part B, so that the
payment amount would more closely match the actual cost of the drug. This change would be effective January 1, 2019,
and would reduce the amount that seniors would have to pay out-of-pocket, especially for drugs with high launch prices.
This is one of many steps that CMS is taking to ensure that seniors have access to the drugs they need.
Proposed CY 2019 Quality Payment program Key Changes
To implement the Medicare Access and CHIP Reauthorization Act of 2015 (MACRA), CMS established the Quality Payment
Program (QPP), which consists of two participation pathways for doctors and other clinicians – the Merit-based Incentive
Payment System (MIPS), which measures performance in four categories to determine an adjustment to Medicare
payment, and Advanced Alternative Payment Models (Advanced APMs), in which clinicians may earn an incentive
payment through sufficient participation in risk-based payment models.
The proposed changes to QPP aim to reduce clinician burden, focus on outcomes, and promote interoperability of
electronic health records (EHRs), including by:




Removing MIPS process-based quality measures that clinicians have said are low-value or low-priority, in order to
focus on meaningful measures that have a greater impact on health outcomes; and
Overhauling the MIPS “Promoting Interoperability” performance category to support greater EHR interoperability
and patient access to their health information, as well as to align this performance category for clinicians with the
proposed new Promoting Interoperability Program for hospitals.

Under the requirements of the Bipartisan Budget Act of 2018, CMS is continuing the gradual implementation of certain MIPS
requirements to ease administrative burden on clinicians. The proposed changes to the Quality Payment Program reflect
feedback and input from clinicians and stakeholders, and we will continue to offer free and customized support from CMS’s
technical assistance networks.
Medicare Advantage Qualifying Payment Arrangement Incentive (MAQI) Demonstration
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Aligning with the agency’s goals of improving quality of care and responding to the feedback we have received from
clinicians, CMS also proposes waivers of MIPS requirements as part of testing a demonstration called the Medicare
Advantage Qualifying Payment Arrangement Incentive (MAQI) demonstration. The MAQI demonstration would test waiving
MIPS reporting requirements and payment adjustments for clinicians who participate sufficiently in Medicare Advantage
(MA) arrangements that are similar to Advanced APMs.
Some Medicare Advantage plans are developing innovative arrangements that resemble Advanced APMs. However,
without this demonstration, physicians are still subject to MIPS even if they participate extensively in Advanced APM-like
arrangements under Medicare Advantage. The demonstration will look at whether waiving MIPS requirements would
increase levels of participation in such MA payment arrangements and whether it would change how clinicians deliver
care.
Price transparency: Request for information
Finally, as part of its commitment to price transparency, CMS is seeking comment through a Request for Information asking
whether providers and suppliers can and should be required to inform patients about charge and payment information for
healthcare services and out-of-pocket costs, what data elements would be most useful to promote price shopping, and
what other changes are needed to empower healthcare consumers.
Public comments on the proposed rules are due by September 10, 2018.
For a fact sheet on the CY 2019 Physician Fee Schedule proposed rule, please visit:
https://www.cms.gov/Newsroom/MediaReleaseDatabase/Fact-sheets/2018-Fact-sheets-items/2018-07-12-2.html
To view the CY 2019 Physician Fee Schedule proposed rule, please visit: https://www.federalregister.gov/public-inspection/
For a fact sheet on the CY 2019 Quality Payment Program proposed rule, please visit:
https://www.cms.gov/Medicare/Quality-Payment-Program/Resource-Library/2019-QPP-proposed-rule-fact-sheet.pdf
To view the CY 2019 Quality Payment Program proposed rule, please visit: https://www.federalregister.gov/publicinspection/
For a fact sheet on the Medicare Advantage Qualifying Payment Arrangement Incentive (MAQI) Demonstration, please
visit: https://www.cms.gov/Newsroom/MediaReleaseDatabase/Fact-sheets/2018-Fact-sheets-items/2018-07-12.html
###
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Medicare and Medicaid Updates
CMS Takes Action to Modernize Medicare Home Health

CMS Action for Home Health Agencies Puts Value over Volume and Advances MyHealthEData Initiative
The Centers for Medicare & Medicaid Services (CMS) proposed significant changes to the Home Health Prospective
Payment System to strengthen and modernize Medicare, drive value, and focus on individual patient needs rather than
volume of care. Specifically, CMS is proposing changes to improve access to solutions via remote patient monitoring
technology, and to update the payment model for home health care.
“Today’s proposals would give doctors more time to spend with their patients, allow home health agencies to leverage
innovation and drive better results for patients,” said CMS Administrator Seema Verma. “The redesign of the home health
payment system encourages value over volume and removes incentives to provide unnecessary care.”
CMS’s proposed changes promote innovation to modernize home health by allowing the cost of remote patient monitoring
to be reported by home health agencies as allowable costs on the Medicare cost report form. This is expected to help
foster the adoption of emerging technologies by home health agencies and result in more effective care planning, as data
is shared among patients, their caregivers, and their providers. Supporting patients in sharing this data will advance the
Administration’s MyHealthEData initiative.
As required by the Bipartisan Budget Act of 2018, this proposed rule would also implement a new Patient-Driven Groupings
Model (PDGM) for home health payments. The current system pays for 60-day episodes of care and relies on the number of
therapy visits a patient receives to determine payment. The PDGM would eliminate the use of “therapy thresholds” in
determining payment and changes the unit of payment to 30-day periods of care. The improved structure would move
Medicare towards a more value-based payment system that puts the unique care needs of the patient first while also
reducing the administrative burden associated with the HH PPS. The PDGM would be implemented in a budget-neutral
manner on January 1, 2020.
The proposed rule also includes information on the implementation of home infusion therapy temporary transitional
payments as required by the Bipartisan Budget Act of 2018. In addition, the proposed rule solicits comments on elements of
the new home infusion therapy benefit category and proposes standards for home infusion therapy suppliers and
accrediting organizations of these suppliers as required by the 21 st Century Cures Act.
Physicians who order home health services for their patients would also see administrative burden reduced under this
rule. CMS is proposing to eliminate the requirement that the certifying physician estimate how much longer skilled services
would be needed when recertifying the need for continuing home health care, as this information is already gathered on a
patient’s plan of care.
The proposed rule helps advance the Trump Administration’s Meaningful Measures Initiative. CMS is proposing changes to
the Home Health Quality Reporting Program (HH QRP). The cost impact related to updated data collection processes as a
result of the proposed implementation of the PDGM and proposed changes to the HH QRP are estimated to result in a net
$60 million in annualized cost savings to HHAs, or $5,150 in annualized cost savings per HHA, beginning in CY 2020.
In the proposed rule CMS is releasing a Request for Information to welcome continued feedback on the Medicare program
and interoperability. CMS is gathering stakeholder feedback on revising the CMS patient health and safety standards that
are required for providers and suppliers participating in the Medicare and Medicaid programs to further advance
electronic exchange of information that supports safe, effective transitions of care between hospitals and community
providers.
The proposed rule and the Request for Information can be downloaded from the Federal Register at:
https://www.federalregister.gov/public-inspection.
The proposed rule announced is part of a broader effort to put patients over paperwork by improving access to and value
of care, and reducing the administrative burden on physicians so that more effective care to patients may be provided. To
date, CMS has taken the following notable actions in this year’s rulemaking for Medicare, among others, to advance the
Patients Over Paperwork initiative for Medicare beneficiaries:
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The modernizing proposals to advance CMS’ Meaningful Measures Initiative released in five separate fiscal year
2019 proposed rules are projected to save Medicare providers close to four million hours and more than $144 million
as they take effect in 2019 and 2020.
CMS proposed a Patient-Driven Payment Model for the Skilled Nursing Facility Prospective Payment System that
ties payment to patients’ conditions and care needs rather than volume of services provided and simplifies
complicated paperwork requirements that save facilities approximately $2.0 billion over 10 years.
CMS finalized a rule that would allow Medicare Advantage plans to offer more tailored plan benefit packages and
new types of supplemental benefits.

For a fact sheet on the proposed rule, please visit: https://www.cms.gov/Newsroom/MediaReleaseDatabase/Factsheets/2018-Fact-sheets-items/2018-07-02.html
For additional information about the Home Health Prospective Payment System, visit
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/HomeHealthPPS/index.html and
https://www.cms.gov/center/provider-Type/home-Health-Agency-HHA-Center.html.
For additional information about the Home Health Value-Based Purchasing Model, visit
https://innovation.cms.gov/initiatives/home-health-value-based-purchasing-model.
For additional information about the Home Health Quality Reporting Program, visit https://www.cms.gov/Medicare/QualityInitiatives-Patient-Assessment-Instruments/HomeHealthQualityInits/Home-Health-Quality-Reporting-Requirements.html
###

SSA POMS Update for Premium-Part A Enrollments for QMB Applicants
The Centers for Medicare & Medicaid Services (CMS), Medicare-Medicaid Coordination Office (MMCO) is pleased to
announce the following updates:




Updated Social Security Administration (SSA) Field Office Instructions Regarding Premium-Part A Enrollments for
Individuals Who Wish to Apply for the Qualified Medicare Beneficiary (QMB) Program
Training Opportunity: Best Practices for Meeting the Behavioral Health Needs of Dually Eligible Older Adults Webinar

Updated Social Security Administration (SSA) Field Office Instructions Regarding Premium- Part A Enrollments for Individuals
Who Wish to Apply for the Qualified Medicare Beneficiary (QMB) Program
The Social Security Administration (SSA) has revised its program instructions for field offices to process Part A enrollments for
individuals who must pay a premium to enroll in Part A (Premium-Part A) and who intend to apply for the Qualified Medicare
Beneficiary (QMB) at the state Medicaid office. Additional information about the update can be found at the following link:
http://policynet.ba.ssa.gov/poms.nsf/lnx/0600801140.
The QMB program provides Medicaid coverage of Part A premiums and other costs for low income Medicare
beneficiaries. QMB is an eligibility category under the Medicare Savings Programs.
SSA’s updated program instructions clarify that a person not yet determined by the state to be a QMB can use the conditional
enrollment process to enroll in Premium-Part A. The conditional enrollment process allows an individual to apply for PremiumPart A but only get the coverage if the state approves the QMB application. If the state denies the QMB application, the
individual will not be enrolled in Premium-Part A.
The conditional enrollment process is necessary because an individual must have Part A in order to qualify for the QMB
Program, however, most low-income individuals who are not eligible for Premium-Free Part A cannot afford to pay the Part A
premium before obtaining QMB. The conditional enrollment process addresses this problem by allowing the individual to
enroll in Premium-Part A on the condition that the state approves the individual’s QMB application.
The revised instructions also specify that individuals who live in a Part A Buy-in state (36 states and D.C) can enroll conditionally
in Premium-Part A at any time while individuals who live in a Group Payer state (14 states) can only enroll in Medicare Premium
Part A during a prescribed enrollment period.
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###

CMS Proposes Rule Change to Protect Medicaid Provider Payments
The Centers for Medicare & Medicaid Services (CMS) proposed changes to the Medicaid Provider Reassignment regulation
that would eliminate state’s ability to divert Medicaid payments away from providers, with the exception of payment
arrangements explicitly authorized by statute. This proposed regulatory change is designed to ensure that taxpayer dollars
dedicated to providing healthcare services for low-income vulnerable Americans are not siphoned away for other
purposes.
“The law provides that Medicaid providers must be paid directly and cannot have part of their payments diverted to third
parties outside of a few very specific exceptions,” said Tim Hill, Acting Director for the Center for Medicaid and CHIP
Services. “This proposed rule is intended to ensure that providers receive their complete payment, and any circumstances in
which a state does divert part of a provider’s payment must be clearly allowed under the law.”
Section 1902(a)(32) of the Social Security Act generally prohibits States from making payments for Medicaid services to
anyone but the provider. The statute provides only a few specific exceptions to this requirement, such as withholding
payment due to a court order for wage garnishments, child support orders, or judgments for monies that are owed to the
state.
In 2014, CMS revised the regulation to provide for a new exception to the direct payment requirement for certain providers,
which primarily include independent in-home personal care workers. This new regulatory exception authorized a state to
divert part of the Medicaid payment to third parties that could then be used to fund other costs on behalf of the provider.
After further review, CMS has determined that the new exception created by the 2014 rule is not consistent with the statute,
may have resulted in provider payments being diverted in ways that do not comport with the law, and, in some cases, may
have occurred without the express knowledge of the provider.
We are seeking comments to inform the development of CMS guidance and help explain which payment arrangements
would be considered acceptable assignments of Medicaid payments under the current law, especially those between the
states and providers.
To view the proposed rule, please visit: https://s3.amazonaws.com/public-inspection.federalregister.gov/2018-14786.pdf
###
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Upcoming Webinars and Events and Other Updates
CMS National Training Program Workshops - Registration is OPEN
You asked, and we listened! At the 2018 CMS National Training Program (NTP) Workshops, you can expect 2½ days of
tailored training to meet a variety of learning needs. Whether you’re building a foundation of basic Medicare
knowledge, or you want to expand your expertise, there’s something for everyone. You’re welcome to attend the
entire 2½-day workshop, or you can choose to attend only the days that meet your varied interests and needs. Day 1
provides the basics, Day 2 has cross-cutting information including legislative and program updates, and Day 3
provides a deeper dive into more advanced topics. It will be helpful if you bring a laptop or tablet to participate in
the casework activities.
The locations and dates for the workshops are listed below. You are invited to attend the location of your choice.
There is no fee to attend.

REGISTER NOW

Region

Date

Location

VII—Kansas

July 31–August 2

The Westin Kansas City at Crown Center

FULL – NO SEATS AVAILABLE

FULL – NO SEATS

1 E Pershing Road
Kansas City, MO 64108

AVAILABLE

FULL – NO SEATS AVAILABLE
II—New York

August 6–8

New York Hilton Midtown
1335 6th Avenue
New York, NY 10019

X—Seattle

August 14–16

The Artic Club Seattle
700 3rd Avenue
Seattle, WA 98104

IV—Atlanta

September 5–7

Loews Atlanta Hotel
1065 Peachtree St NE
Atlanta, GA 30309

VIII—Denver

September 11–13

Marriott Westminster
7000 Church Ranch Boulevard
Westminster, CO 80021
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The NTP training materials will be available for download on the registration website prior to the workshops. If you
would like hard copies, please download and print. You can also download the materials to your tablet, laptop, or on
a USB.
NOTE: Registration requests will be considered on a first-come, first-served basis until each meeting reaches capacity.
The number of attendees from the same organization may be limited.

###

2018 Medicare National Training Program (NTP) Workshop – Papillion (Omaha) Nebraska and
St. Louis Missouri
The Centers for Medicare & Medicaid Services (CMS) Kansas City Regional Office invites you to attend the 2018 Medicare
National Training Program (NTP) Workshops.
In addition to the Workshop in Kansas City, we are pleased to announce that we will be hosting the Workshop in Omaha
Nebraska and St. Louis Missouri. While the workshop in Kansas City will be 2 ½ days, the workshops in Omaha and St. Louis will
be 2 full days. The same information will be provided at all Workshops.
We are at capacity right now for the Kansas City workshop and cannot approve additional registrations. However, if you
have registered for the Workshop in Kansas City and would prefer to attend one of the workshops in Omaha or St. Louis,
please let me know so I can cancel your registration for the Kansas City workshop.

When and Where
Papillion (Omaha), NE
Wednesday, August 15, 2018
8:30AM – 5:00PM
Thursday, August 16, 2018
8:30AM – 5:00 PM
Registration at 8:00AM
Register:
https://www.eventbrite.com/e/2018-medicare-national-training-program-workshop-omaha-ne-tickets-47925935764
St. Louis, MO Area
Tuesday, August 28, 2018
8:30AM – 5:00PM
Wednesday, August 29, 2018
8:30AM – 5:00 PM
Registration at 8:00AM
Register:
https://www.eventbrite.com/e/2018-cms-national-training-program-workshop-st-louis-mo-registration-47310136893
Topics to be covered are:



Medicare 101 - Explains the Medicare Program including what it is, coverage and costs, coverage
choices, enrollment, coordination of benefits, and how to fight fraud and abuse.



Medicare Supplement Insurance (Medigap) Policies - Explains how Medigap policies work with Medicare, what
Medigap policies cover, how they are structured, and when to buy a Medigap policy.
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Medicare Advantage and Other Medicaid Health Plan - Explains Medicare health plan options other than Original
Medicare.



Medicare Prescription Drug Coverage - Provides an overview of Medicare prescription drug coverage under Part A
(Hospital insurance), Part B (Medical Insurance), and Part D (Prescription Drug Coverage).



Medicare and Other Programs for People With Disabilities/SSA - Explains Medicare, Social Security benefits and
other programs for people with disabilities.



Medicare and Medicaid Fraud and Abuse Prevention - Explains Medicare and Medicaid fraud and
abuse prevention, detection, reporting, recovery and the Office of the Inspector General’s role in
fighting healthcare fraud including showcasing resolved fraudulent Medicare and Medicaid cases.



Medicaid and the Children’s Health Insurance Program - Describes eligibility, benefits, and administration of
Medicaid; Define eligibility, benefits, and administration of the Children’s Health Insurance Program (CHIP).



Casework - Hands-on experience working through case scenarios pertaining to Medicare.



Current Topics - Explains new policies, innovations, and legislation.



CMS Program Resources - Outlines key websites, associated resources, and tools for the programs administered by
MS—Medicare, Medicaid, the Children’s Health Insurance Program (CHIP), and the Federally-facilitated Health
Insurance Marketplace.



Opportunities to network with CMS staff and subject matter experts and other organizations working with the
Medicare/Medicaid population.

As always, there will be no charge to you for the training; however, CMS will not be able to provide food or drinks.
In addition, if you register for a Workshop and then later determine you are unable to attend please access Eventbrite and
cancel your ticket so others can attend. Those who register and do not attend may be placed on a wait list for future CMS
events.
We look forward to your participation. If you have any questions or have difficulty registering, please contact Lorelei
Schieferdecker at Lorelei.Schieferdecker@cms.hhs.gov.
###

Training Opportunity: Best Practices for Meeting the Behavioral Health Needs of Dually
Eligible Older Adults Webinar
This interactive webinar will discuss common behavioral health conditions and related challenges among dually eligible
older adults, identify best practices for treatment options and care coordination, and demonstrate practical strategies for
meeting beneficiary needs. Twenty-five percent of adults in the United States who are 65 or older experience a behavioral
health issue, yet only 3% of these individuals report seeking treatment from a behavioral health professional. [1] [2] Speakers,
including a family caregiver, will discuss firsthand experiences, lessons learned, and strategies to coordinate care for dually
eligible older adults across diverse settings.
Date/Time: August 2nd, 2018 at 2:00-3:00PM (EST)
Registration
Link: https://www.resourcesforintegratedcare.com/GeriatricCompetentCare/2018_GCC_Webinar_Series/Behavioral_Health
_Needs
Intended Audience: This webinar is intended for a wide range of stakeholders – front-line staff at social service agencies,
providers and health care professionals (such as physicians, psychologists, nurses, social workers, certified prevention
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specialists, addiction counselors), MMPs, D-SNPs, managed long-term services and supports programs, and consumer
organizations.
CE Credit Information: Continuing Education (CE) credit from CMS’ Learning Management System will be available at no
cost to webinar attendees. The Centers for Medicare & Medicaid Services (CMS) – CMS is accredited by the International
Association for Continuing Education and Training (IACET) and is authorized by IACET to offer CEUs.
###

Join CMS on 7/17 for Quality Payment Program Webinar on Proposed Rule for Year 3 (2019)
CMS is hosting a webinar on Tuesday, July 17 at 1:00 PM ET to provide information about the proposed rule for Year 3 (2019)
of the Quality Payment Program.
During the webinar, CMS subject matter experts will:
 Provide an overview of the proposed rule for Year 3 of the Quality Payment Program
 Highlight key differences between Year 2 and proposed Year 3 requirements
 Discuss the comment submission process
 Provide additional resources
Webinar Details
Title: Overview of Proposed Rule for Year 3 (2019) of the Quality Payment Program Webinar
Date: Tuesday, July 17, 2018
Time: 1:00 – 2:30 p.m. ET
Registration Link: https://engage.vevent.com/rt/cms/index.jsp?seid=1142
The audio portion of this webinar will be broadcast through the web. You can listen to the presentation through your
computer speakers. CMS will open the phone line for the Q&A portion. If you cannot hear audio through your computer
speakers, please contact CMSQualityTeam@ketchum.com.
###

Applications for the New Health Information Technology Advisory Committee Now Open
Want to contribute to future heath IT policies and standards? You may now apply to become a member of the new Health
Information Technology Advisory Committee (HITAC). Applications for the Department of Health and Human Services
appointments on the committee will be accepted until noon (EST) on August 4, 2017. We encourage interested
professionals to fill out a Health IT Advisory Committee Membership Application to be considered as a committee or future
task force member.
The 21st Century Cures Act requires the Secretary of Health and Human Services to appoint three members; one shall be a
representative of HHS and one shall be a public health official. The remaining members will be appointed by the
Comptroller General of the United States and the majority and minority leaders of the Senate, and the speaker and minority
leader of the House of Representatives.
To learn more, read the Federal Register notice that was put on display July 24, 2017.
###

Medicare Learning Network
News & Announcements





New Medicare Card Reminder: Wave 1 Mailing Complete
Qualified Medicare Beneficiary: Learn about State Medicaid Agency Requirements
MIPS 2019 Payment Adjustment Fact Sheet
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Quality Payment Program: Obtaining Your EIDM Credentials
IRF QRP Non-Compliance Letters: Request for Reconsideration by August 7
LTCH QRP Non-Compliance Letters: Request for Reconsideration by August 7
SNF QRP Non-Compliance Letters: Request for Reconsideration by August 7
HQRP Non-Compliance Letters: Request for Reconsideration by August 7

Provider Compliance



Proper Use of the KX Modifier for Part B Immunosuppressive Drug Claims — Reminder

Medicare Learning Network® Publications & Multimedia









HHA Star Ratings Call: Audio Recording and Transcript — New
Ambulance Services Listening Session: Audio Recording and Transcript — New
HCPCS Drug/Biological Code Changes: July 2018 Quarterly Update MLN Matters Article — Revised
Dual Eligible Beneficiaries under Medicare and Medicaid Booklet — Revised
Medicare Vision Services Fact Sheet — Revised
SNF Consolidated Billing Web-Based Training Course — Revised
Looking for Educational Materials?

###

Rural Communities Opioid Response-Planning Program
Deadline: July 30, 2018

What the Funding Will Do
Through its parent agency, the Health Resources and Services Administration (HRSA), the Federal Office of Rural Health
Policy (FORHP) will make awards of up to $200,000 each to support one year of community-level planning for prevention
and treatment of opioid use disorder in approximately 75 high-risk rural communities. Successful awardees will partner with
at least three other separately-owned entities and develop plans to implement opioid use disorder prevention, treatment,
and recovery interventions. This program is part of a multi-year, $130 million opioid-focused effort by HRSA. In FY 2019 and
beyond, there will be additional funds available to provide continued support, including additional grants and National
Health Service Corps (NHSC) Loan Repayment Program awards.
Read HRSA’s Press Release
Eligibility
Eligible applicants include domestic public or private entities, nonprofit and for-profit, including faith-based and communitybased organizations, tribes, and tribal organizations. All services must be provided in HRSA-designated rural areas. See
Section III - Eligibility Information in the Notice of Funding Opportunity for more details on eligibility and consortium
specifications.
How to Apply
The Notice of Funding Opportunity is available on Grants.gov.
It’s important to know that you cannot apply for a HRSA grant until three registrations are completed:
1.
2.
3.

DUNS Number (What is DUNS?)
System for Awards Management (What is SAM?)
Grants.gov

More information about the registration process can be found on the Grants section of HRSA’s website.
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FORHP will hold an hour-long webinar for applicants on Thursday, June 28, 2018 at 1:00 pm ET. A recording will be made
available for those who cannot attend. To get the dial-in and other information about this funding opportunity, write to
ruralopioidresponse@hrsa.gov.
Federal Resources for the Opioid Crisis That May Help

U.S. Department of Health & Human Services

Health Resources and Services Administration

U.S. Department of Agriculture
###

Missouri DED accepting applications for second round of 2018 Community Development
Block Grants
The Missouri Department of Economic Development announced that it will be accepting a second round of 2018
Community Development Block Grant (CDBG) applications in funding categories including General Infrastructure,
Community Facilities, and Demolition.
Applications are due to the CDBG office by close of business on October 1, 2018. To find the applications and its guidelines,
visit https://ded.mo.gov/content/community-development-block-grants.
In addition, the Missouri CDBG program will hold an application training session on August 14, 2018. The workshops are free
and open to the public, and no registration is necessary. Here, participants will learn how to complete the FY2018 CDBG
application for non-entitlement areas of the state (cities of less than 50,000 and counties of less than 200,000 in population).
Participants will learn the basic application requirements, along with more specific information geared toward each
category of funding. Applications will be available at each workshop and on DED’s website.
As part of DED, CDBG assists Missouri communities with improving local facilities, addresses critical health and safety
concerns, and creates a greater capacity for development. For more information, please contact us at 573-751-3600.
Workshop Schedule:
Tuesday, August 14, 2018
9 a.m. to noon
Truman Building, Room 850
301 W High St.
Jefferson City, Missouri 65102
Contact:
Maggie Kost, Director of Communications
Missouri Department of Economic Development
(573) 522-5058
###

Unsubscribe
If you wish to unsubscribe from future CMS Region 7 emailings, please send an email to Lorelei
Schieferdecker at Lorelei.Schieferdecker@cms.hhs.gov with the word “Unsubscribe” in the subject
line.
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