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Disclaimer

This presentation was prepared as a tool to assist providers and is not intended 
to grant rights or impose obligations. Although every reasonable effort has been 
made to assure the accuracy of the information within these pages, the ultimate 
responsibility for the correct submission of claims and response to any 
remittance advice lies with the provider of services. 

This publication is a general summary that explains certain aspects of the 
Medicare Program, but is not a legal document. The official Medicare Program 
provisions are contained in the relevant laws, regulations, and rulings. 
Medicare policy changes frequently, and links to the source documents have 
been provided within the document for your reference

The Centers for Medicare & Medicaid Services (CMS) employees, agents, and 
staff make no representation, warranty, or guarantee that this compilation of 
Medicare information is error-free and will bear no responsibility or liability for 
the results or consequences of the use of this guide. 

.



Objectives
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• Update on Patients over Paperwork

• Summary of current CMS action to address feedback
- Documentation Requirement Simplification

- Targeted Probe & Educate

- EHR Interoperability

- Meaningful Measures Initiative

• Discussion
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https://www.cms.gov/About-CMS/story-
page/patients-over-paperwork.html

https://www.cms.gov/About-CMS/story-page/patients-over-paperwork.html
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Initiative Overview
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https://www.cms.gov/About-
CMS/story-page/patients-over-

paperwork.html

https://www.cms.gov/About-CMS/story-page/patients-over-paperwork.html
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Provider Feedback
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Working to Reduce 
Provider Burden

ReducingProviderBurden
@cms.hhs.gov

https://go.cms.gov/cpi

mailto:ReducingProviderBurden@cms.hhs.gov
https://go.cms.gov/cpi


What CMS is Doing to Minimize Burden
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Simplifying Documentation Requirements

11



Documentation Requirements Simplification Examples

Example: Signature Requirements
Before: Our instructions were unclear and claims could be
denied if part of the supporting medical record was 
initialed by a nurse.

After: We clarified the Program Integrity Manual. Providers 
ultimately responsible for the beneficiary’s care still must 
sign the medical record. However, now we won’t deny 
claims if a support care provider (such as a nurse 
documenting chemotherapy) forgets to sign part of the 
record. 
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Documentation Requirements Simplification Examples
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Example: Inpatient Rehabilitation Facility (IRF) 
Requirements
• Before: Providers said that IRF claims are denied even 

though patients need and could benefit from an inpatient 
rehabilitation.

• After: We clarified guidance to CMS contractors, 
requiring them to use clinical review judgment to 
determine medical necessity of the intensive 
rehabilitation therapy program based on the individual 
facts and circumstances of the case, and not based on 
any threshold of therapy time.
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Documentation Requirements Simplification Example
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Example: Verifying Medical Student Notes
•Define what verification means regarding medical 

student documentation. 
•Teaching physicians no longer have to re-

document their student’s notes of services they 
(the physician) personally performed or re-
performed.

•The physician can verify the student’s notes 
simply by signing them.
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Making Requirements Easier to Find
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Schematic

https://go.cms.gov/MedicareRequirementsLookup

https://go.cms.gov/MedicareRequirementsLookup


Documentation: what we’ve heard
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The current state
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E/M Guidelines: why change?
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Proposed Changes for E/M based visits
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Proposed Changes for Documentation

Proposed Changes for Reimbursement



CMS Proposals to Streamline 
E/M Documentation
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The MACs’ New Review Process:  ”Targeted Probe & Educate (TPE)”

http://go.cms.gov/TPE
22

http://go.cms.gov/TPE


The TPE Process 23



CMS’s Targeted Probe and Educate 
(TPE) program helps providers and 
suppliers: 

• reduce claim denials
• reduce appeals

When Medicare claims are submitted accurately, everyone 
benefits. 
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The process is only used with those who have high denial 
rates or unusual billing practices.

Most providers will never need TPE.

If you are chosen for the TPE program, the goal is to 
help you quickly improve. 

Often, simple errors – such as a missing physician’s 
signature – are to blame. 
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What are some common claim errors?

https://www.cms.gov/About-CMS/Components/CPI/Reducing-Burden.html

https://www.cms.gov/About-CMS/Components/CPI/Reducing-Burden.html


• Most providers that have participated in the TPE 
process increased the accuracy of their claims.

• Any providers who fail to improve after 3 rounds of 
TPE will be referred to CMS for next steps. 

What if accuracy still doesn’t improve?
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Making EHRs More Interoperable 
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Provider-to-Provider Medical Record Exchange

2



EHR Interoperability: Opportunities and Resources 
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https://www.healthit.gov/topic/interoperability

https://www.healthit.gov/news/events/oncs-2nd-interoperability-forum

https://www.healthit.gov/topic/interoperability
https://www.healthit.gov/news/events/oncs-2nd-interoperability-forum
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Meaningful Measures focus everyone’s efforts on the same 
quality areas and lend specificity, which can help identify 
measures that:

MEANINGFUL MEASURES OBJECTIVES





https://www.cms.gov/Medicare/Quality-Payment-
Program/Measure-Development/2018-MDP-annual-
report.PDF

https://www.cms.gov/Medicare/Quality-Payment-
Program/Measure-Development/2018-MDP-Environmental-
Scan-and-Gap-Analysis-report.pdf

CORE QUALITY MEASURES COLLABORATIVE

https://www.cms.gov/Medicare/Quality-Payment-Program/Measure-Development/2018-MDP-annual-report.PDF
https://www.cms.gov/Medicare/Quality-Payment-Program/Measure-Development/2018-MDP-Environmental-Scan-and-Gap-Analysis-report.pdf


MEANINGFUL MEASURES FRAMEWORK

Give us your feedback!
MeaningfulMeasuresQA@cms.hhs.gov

mailto:MeaningfulMeasuresQA@cms.hhs.gov


Proposed Rule Driven By Patients Over Paperwork

Issued September 
17, 2018

Omnibus Proposed 
Rule[CMS-3346-P]

Comment period ends 
November 19th



Proposed Rule Driven by Patients Over Paperwork
Medicare and Medicaid Programs; Proposed Regulatory Provisions to 
Promote Program Efficiency, Transparency, and Burden Reduction 
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Critical Access Hospital (CAHs), Rural Health Centers (RHCs) and Federally Qualified Health Centers 
(FQHCs)
Hospital and CAH swing-bed providers: 
 Removing cross-references to requirements for long term care facilities that do not apply because 

of the short amount of time patients are in swing-beds. 

CAHs: 
 Reducing the frequency of the requirement that CAHs perform a review of all their policies and 

procedures from annual to biennial, in order to allow facilities to better utilize their limited resources; 
and 

 Removing the duplicative requirement for CAHs to disclose the names of people with a financial 
interest in the CAH, as this information is also collected outside of the conditions of participation. 

RHCs and FQHCs: 
 Reducing the frequency of review of the patient care policies from annually to every two years, in 

order to allow these clinics to direct their limited resources to patient care. Facilities are always 
permitted to conduct reviews as they deem appropriate.



Proposed Rule Driven by Patients Over Paperwork
Medicare and Medicaid Programs; Proposed Regulatory Provisions to 
Promote Program Efficiency, Transparency, and Burden Reduction 
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Transplant Centers 
 Updating the terminology and proposed nomenclature change used in the regulations to conform to 

the terminology that is widely used and understood within the transplant community
 Removing requirements for transplant centers to re-submit clinical experience, outcomes, and other 

data in order to obtain Medicare approval. CMS proposes to remove this requirement in order to 
address unintended consequences of existing requirements

Hospitals 
 Allowing multi-hospital systems to have unified and integrated Quality Assessment and 

Performance Improvement and unified infection control programs for all of its member hospitals. 
 Allowing hospitals the flexibility to establish a medical staff policy describing the circumstances 

under which a pre surgery/pre procedure assessment for an outpatient could be utilized, instead of 
a comprehensive medical history and physical examination. 

 Clarifying for psychiatric hospitals the requirement that allows for the use of non-physician 
practitioners or doctors of medicine/doctors of osteopathy (MD/DOs) to document progress notes of 
patients receiving services in psychiatric hospitals. 



Proposed Rule Driven by Patients Over Paperwork
Medicare and Medicaid Programs; Proposed Regulatory Provisions to 
Promote Program Efficiency, Transparency, and Burden Reduction 
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Hospices
 Allowing hospices to defer to State licensure requirements for their aides regardless of the State 

content or format
 Encouraging more seamless integration of information provided by the hospice’s drug management 

expert into routine interdisciplinary group meetings
• Replacing requirement to provide a physical paper copy of policies and procedures with user-

friendly manner, as decided by each hospice.

Comprehensive Outpatient Rehabilitation Facilities
 Implement a proposed decrease in the frequency and implementation of a utilization review plan

Community Mental Health Centers (CMHCs)
 Remove requirement to update the client comprehensive assessment every 30 days for all CMHC 

clients and only retain the minimum 30-day assessment update for those clients who receive partial 
hospitalization program services



Proposed Rule Driven by Patients Over Paperwork
Medicare and Medicaid Programs; Proposed Regulatory Provisions to 
Promote Program Efficiency, Transparency, and Burden Reduction 
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Portable X-Ray Services
 Replace these four different qualifications with a single, streamlined qualification that focuses on 

the skills and abilities of the technologist.
 Allowing for portable x-ray services to be ordered in writing, by telephone, or by electronic methods 

to streamline the ordering process.

Religious Nonmedical Health Care Institutions (RNHCIs)
 Creating a more condensed and flexible process for discharge planning and instructions for 

RNHCIs by requiring them only to provide discharge instructions to the patient and/or the patient’s 
caregiver when the patient is discharged home.  



Proposed Rule Driven by Patients Over Paperwork
Medicare and Medicaid Programs; Proposed Regulatory Provisions to 
Promote Program Efficiency, Transparency, and Burden Reduction 
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Ambulatory Surgery Centers
• Removing the provisions requiring ASCs to have a written transfer agreement with a hospital that 
meets certain Medicare requirements or ensuring that all physicians performing surgery in the ASC 
have admitting privileges in a hospital that meets certain Medicare requirements. 
• Removing the current requirements that a physician or other qualified practitioner conduct a 
complete comprehensive medical history and physical assessment (H&P) on each patient not more 
than 30 days before the date of the scheduled surgery. Additionally, we propose to require that each 
ASC establish and implement a policy that identifies patients who require an H&P assessment prior to 
surgery. 

Comment period ends November 19th



Proposed Rule Driven by Patients Over Paperwork
Medicare and Medicaid Programs; Proposed Regulatory Provisions to 
Promote Program Efficiency, Transparency, and Burden Reduction 
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Emergency Preparedness
 Emergency program: Gives facilities the flexibility to review their emergency program every two 

years, or more often at their own discretion and remove duplicative documentation requirements 
with other local, tribal, state, and federal agencies.

 Training: Give facilities greater discretion in revising training requirements to allow training to occur 
annually or more often at their own discretion. 
• Inpatient Provider Supplier  Increasing the flexibility for the testing requirement so that one of 

the two annually-required testing exercises may be an exercise of the facility’s choice.
• Outpatient Provider Supplier Testing:  Revising the requirement for facilities to conduct two 

testing exercises to one testing exercise annually. Additional testing will be at the facilities’ 
discretion based on unique needs. This will allow facilities to modernize their testing to use 
innovative methods such as desktop drills and simulations.



Proposed Rule Driven by Patients Over Paperwork
Medicare and Medicaid Programs; Proposed Regulatory Provisions to 
Promote Program Efficiency, Transparency, and Burden Reduction 
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Feedback Welcome!
CMS is accepting comments until close of business November 19, 2018. 

Comments may be submitted in a variety of ways.  Details about how to comment, and the proposed 
rule itself, is posted in the Federal Register: https://s3.amazonaws.com/public-
inspection.federalregister.gov/2018-19599.pdf

In commenting, please refer to file code CMS-3346-P.  Submit your feedback:
• Electronically via http://www.regulations.gov
• By mail
• By express or overnight mail

Fact Sheet:
https://www.cms.gov/newsroom/fact-sheets/medicare-and-medicaid-programs-proposed-

regulatory-provisions-promote-program-efficiency-0

Overview of Burden Reduction:
https://downloads.cms.gov/files/MedicareBurdenReductionfinal.pdf

https://s3.amazonaws.com/public-inspection.federalregister.gov/2018-19599.pdf
http://www.regulations.gov/
https://www.cms.gov/newsroom/fact-sheets/medicare-and-medicaid-programs-proposed-regulatory-provisions-promote-program-efficiency-0
https://downloads.cms.gov/files/MedicareBurdenReductionfinal.pdf


Give Us Your Suggestions!

• Many CMS improvements have been suggested 
by clinicians, providers, facility staff, patient 
advocates, and other stakeholders.

• Keep the ideas coming!

Send suggestions and comments to: 
ReducingProviderBurden@cms.hhs.gov

How Your
Voice Can 
Be Heard

https://www.cms.gov/About-CMS/story-page/patients-over-paperwork.html

mailto:ReducingProviderBurden@cms.hhs.gov
https://www.cms.gov/About-CMS/story-page/patients-over-paperwork.html


Resources
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Patients Over Paperwork
https://www.cms.gov/About-CMS/story-page/patients-over-
paperwork.html

Quality Payment Program
qpp.cms.gov

Rural Health
https://www.cms.gov/About-CMS/Agency-
Information/OMH/equity-initiatives/rural-health/index.html

Medicare Learning Network
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-
Network-MLN/MLNGenInfo/Index.html

https://www.cms.gov/About-CMS/story-page/patients-over-paperwork.html
https://www.cms.gov/About-CMS/Agency-Information/OMH/equity-initiatives/rural-health/index.html
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNGenInfo/Index.html
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Michelle Wineinger
Centers for Medicare & Medicaid Services

Kansas City MO

Michelle.wineinger@cms.hhs.gov
816-426-6408

mailto:Michelle.wineinger@cms.hhs.gov
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