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POLICIES STEMMING FROM FINAL CMS 2020 
FEE SCHEDULE RULES OF INTEREST TO MEMBERS 

(Nov. 2019) 

 
Consumer Price Transparency  

Following through on promises to bring greater transparency to the costs of healthcare for 

consumers, the Centers for Medicare & Medicaid Services (CMS) announced two rules – the 

first aimed at hospitals – and the second aimed at payers. These rules respond to the directives 

issued in the President’s Executive Order on this topic published in June. The new policy for 

hospitals requires them to make available pricing information for patients. 

Hospitals 

• Compliance date: CMS initially planned for 2020 compliance date, however, based 

upon feedback from CHIME and others the deadline will be January 1, 2021.  

• Comprehensive Machine-Readable File: Hospitals will be required to make public all 

hospital standard charges for all items and services on the Internet in a single data file 

that can be read by other computer systems.  

• Display of Shoppable Services in a Consumer-Friendly Manner: Hospitals will be 

required to make public payer-specific negotiated charges, the amount the hospital is 

willing to accept in cash from a patient for an item or service, and the minimum and 

maximum negotiated charges for 300 common shoppable services (including 70 CMS-

specified and 230 hospital-selected) in a manner that is consumer-friendly and update 

the information at least annually. 

• Effected Hospitals: Medicare-enrolled institutions that are licensed as hospitals (or 

approved as meeting licensing requirements) as well any non-Medicare enrolled 

institutions that are licensed as a hospital (or approved as meeting licensing 

requirements).  

• Enforcement: Failure to comply could result in a penalty of up to $300 per day. 

• Background materials: A CMS Fact Sheet is here. The final rule is here. 

Proposed Payer Requirements 

• Proposed rule: The, “Transparency in Coverage,” is a new proposed rule, and it is not 

yet final.  

• Key provisions: CMS is proposing that payers must offer the following: 

o Cost-sharing data: To give consumers real-time, personalized access to cost-

sharing information, including an estimate of their cost-sharing liability through an 

online tool (and on paper at consumer’s request). 

https://www.hhs.gov/about/news/2019/11/15/trump-administration-announces-historic-price-transparency-and-lower-healthcare-costs-for-all-americans.html
https://lnks.gd/l/eyJhbGciOiJIUzI1NiJ9.eyJidWxsZXRpbl9saW5rX2lkIjoxMDAsInVyaSI6ImJwMjpjbGljayIsImJ1bGxldGluX2lkIjoiMjAxOTExMTUuMTI5Mzk1NjEiLCJ1cmwiOiJodHRwczovL3d3dy53aGl0ZWhvdXNlLmdvdi9wcmVzaWRlbnRpYWwtYWN0aW9ucy9leGVjdXRpdmUtb3JkZXItaW1wcm92aW5nLXByaWNlLXF1YWxpdHktdHJhbnNwYXJlbmN5LWFtZXJpY2FuLWhlYWx0aGNhcmUtcHV0LXBhdGllbnRzLWZpcnN0LyJ9.WNBjCDrh4wwhjFZZ1bbTDEsxaRIKBT9H2FNTg5sOuio/br/71428087678-l
https://www.cms.gov/newsroom/fact-sheets/cy-2020-hospital-outpatient-prospective-payment-system-opps-policy-changes-hospital-price
https://www.hhs.gov/sites/default/files/cms-1717-f2.pdf
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o Negotiated rates: Disclose on a public website their negotiated rates for in-

network providers and allowed amounts paid for out-of-network providers.  

o Medical Loss Ratio (MLR): Insurers would be allowed to offer plans that 

encourage consumers to shop for lower cost / higher value and to share savings 

with consumers. Payers could then take credit for these “shared savings” 

payments in their MLR calculations. 

• Effected plans: Non-grandfathered group health plans or health insurance issuers 

offering non-grandfathered health insurance coverage. Grandfathered health plans are 

health plans that were in existence as of March 23, 2010. 

• Compliance date: On or after 1 year after the finalization of the rule, except for the MLR 

provision, which would be applicable beginning with the 2020 MLR reporting year. 

• Background materials: A CMS Fact Sheet is here. The proposed rule is here. 

Physician Fee Schedule 

• Review and Verification of Medical Record Documentation: CMS has changed the 

requirements around clinician documentation so physicians, physician assistants, and 

advanced practice registered nurses can review and verify (sign and date), rather than re-

documenting, notes made in the medical record by other members of the medical team. This 

may necessitate changes to signature authority in the EHR. 

• Care Management Services: CMS is increasing payment for transitional care management 

(TCM) services which are care management services provided to beneficiaries after 

discharge from an inpatient stay or certain outpatient stays. A new Medicare-specific code is 

being added for additional time spent beyond the initial 20 minutes allowed in the current 

coding for chronic care management (CCM) services, which are services provided to 

beneficiaries with multiple chronic conditions over a calendar month. They also created new 

coding for principal care management (PCM) services, for patients with only a single serious 

and high-risk chronic condition.   

• Medicare Coverage for Opioid Use Disorder Treatment Services Furnished by Opioid 

Treatment Programs (OTPs): Section 2005 of the Substance Use–Disorder Prevention 

that Promotes Opioid Recovery and Treatment for Patients and Communities Act 

(SUPPORT Act) established a new Medicare Part B benefit for opioid use disorder (OUD) 

treatment services, including medications for medication-assisted treatment (MAT), 

furnished by opioid treatment programs (OTPs) starting January 1, 2020. Among the 

policies CMS is implementing is a monthly bundled payment for the management and 

counseling for OUD which will create a way to bill for a group of services in the office. This 

will include overall management, care coordination, individual and group psychotherapy, 

and substance use counseling, as well as an add-on code for additional counseling. The 

individual psychotherapy, group psychotherapy, and substance use counseling included in 

these codes could be furnished as Medicare telehealth services using communication 

technology as clinically appropriate. 

 

CMS is adding the following codes to the list of telehealth services: HCPCS codes G2086, 

G2087, G2088, which describe a bundled episode of care for treatment of opioid use 

disorders. 

 

 

https://www.cms.gov/newsroom/fact-sheets/transparency-coverage-proposed-rule-cms-9915-p
https://www.hhs.gov/sites/default/files/cms-9915-p.pdf
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• CMS Fact Sheet 

• Press Release on Opioid Treatment Disorder  

• CMS Final Rule 

Quality Payment Program 

• Performance thresholds: 

o Performance threshold is 45 points (up from 30 in 2019; will be 60 points in 2021) 

o Additional performance threshold for exceptional performance is 85 points (up 

from 75 in 2019; will stay 85 points in 2021) 

• Category weights (not changed from 2019): 

o Quality: 45%  

o Cost: 15%  

o  Promoting Interoperability: 25%  

o Improvement Activities: 15%  

• Promoting Interoperability performance category: 

o Measure changes: 

▪ Query of Prescription Drug Monitoring Program (PDMP) measure: 

optional for 2020 reporting. And, starting for payment year 2019 CMS is 

making reporting yes/no instead of numerator/denominator. 

▪ Verify Opioid Treatment Agreement measure: removed. 

o Hospital-based threshold: CMS is reducing the threshold for a group to be 

considered hospital-based (Instead of 100% of clinicians, more than 75% of the 

clinicians in a group must be a hospital-based individual MIPS eligible clinician in 

order for the group to be excluded from reporting the measures under the 

Promoting Interoperability performance category and to have this category 

reweighted to zero.) 

• Improvement Activities performance category: 

o Group reporting: CMS is increasing the Improvement Activity performance 

category participation threshold for group reporting from a single clinician to 50% 

of the clinicians in the practice. They clarify that instead of requiring that a group 

must perform the same activity for the same continuous 90 days in the 

performance period as proposed, they are requiring that a group must perform 

the same activity during any continuous 90-day period within the same 

performance year 

• MVP Program:  

o CMS is finalizing their new MIPS Value Pathways (MVPs) program, which will 

reorient the MIPS program from one they say will involve moving away from less 

siloed measures to one that will “move towards an aligned set of measure 

options more relevant to a clinician’s scope of practice that is meaningful to 

patient care.”  

o Their plan revolves around “a foundation population health core measure set 

using administrative claims-based quality measures that can be broadly applied 

to communities or populations can result in MVP measure tracks that provide 

more uniformity in the program’s measures, reduce clinician reporting burden, 

allow focus on important public health priorities, increase the value of MIPS 

performance data, and reduce barriers to APM participation.” 

https://www.cms.gov/newsroom/fact-sheets/finalized-policy-payment-and-quality-provisions-changes-medicare-physician-fee-schedule-calendar
https://www.cms.gov/newsroom/press-releases/trump-administration-takes-steps-expand-access-treatment-opioid-use-disorder
https://s3.amazonaws.com/public-inspection.federalregister.gov/2019-24086.pdf
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o They also note that interoperability will be a foundational element as well and that 

they “envision an initial uniform set of Promoting Interoperability measures in 

each MVP and will consider customizing MVP Promoting Interoperability 

measures in future years.” 

o The new program will begin in 2021. CMS has not decided if the program will be 

mandatory or optional yet. 

• CMS Fact Sheet 

• CMS Final Rule (part of Physician Fee Schedule rule) 

• New MVP webpage 

• MVP online graphic (provides CMS’ vision for the MVP future state) 

Outpatient Prospective Payment System (OPPS) 

• Price transparency: Most of the policies in the final OPPS rule address payment, rather 

than technology. However, CMS’ proposed rule called for hospitals to make available 

their standard charges for 300 services in a machine-readable. CMS finalized a separate 

rule (discussed above) that addresses the price transparency requirements. 

• Fact sheet 

• Final Rule 

Inpatient Prospective Payment System (IPPS) 

• Medicare and Medicaid Promoting Interoperability (PI) Programs: CMS continues to 

modify the Promoting Interoperability Programs, including changes the agency believes 

will reduce the burden on providers of complying with program requirements.  

o Reporting Period: The agency finalized an EHR reporting period of a minimum 

of any continuous 90-day period in CY 2021 for new and returning participants 

(eligible hospitals and CAHs) in the Medicare PI Program attesting to CMS.  

o Opioid Measures: 

▪ Query PDMP: For the CY 2020 EHR reporting period, the Query of 

PDMP measure will remain optional and available for bonus points and 

the agency is converting this measure to a yes/no attestation beginning 

with the EHR reporting period in CY 2019.  

▪ Verify Opioid Agreement: In response to feedback, CMS removed the 

Verify Opioid Treatment Agreement measure, beginning in CY 2020.  

o Quality Reporting: The agency also finalized its plan to align the clinical quality 

reporting (CQM) reporting requirements for the PI Programs with similar 

requirements under the Hospital Inpatient Quality Reporting (IQR) Program, 

including adopting the new opioid-related quality measure Safe Use of Opioids – 

Concurrent Prescribing CQM. 

• Fact Sheet 

• Final Rule   

Home Health Prospective Payment System (HH) 

• Transfer of Care Measure: As part of the Improving Medicare Post-Acute Care 

Transformation (IMPACT) Act requirement to implement a quality measure addressing 

the transfer of health information, CMS is finalizing the adoption of two new quality 

measures that assess the transfer of health information.  The measures are designed to 

https://qpp-cm-prod-content.s3.amazonaws.com/uploads/737/2020%20QPP%20Final%20Rule%20Fact%20Sheet.pdf
https://s3.amazonaws.com/public-inspection.federalregister.gov/2019-24086.pdf
https://qpp.cms.gov/mips/mips-value-pathways
https://qpp-cm-prodcontent/
https://www.cms.gov/newsroom/fact-sheets/cy-2020-medicare-hospital-outpatient-prospective-payment-system-and-ambulatory-surgical-center-0
https://www.federalregister.gov/documents/2019/11/12/2019-24138/medicare-program-changes-to-hospital-outpatient-prospective-payment-and-ambulatory-surgical-center.
https://www.cms.gov/newsroom/fact-sheets/fiscal-year-fy-2020-medicare-hospital-inpatient-prospective-payment-system-ipps-and-long-term-acute-0
https://www.federalregister.gov/documents/2019/08/16/2019-16762/medicare-program-hospital-inpatient-prospective-payment-systems-for-acute-care-hospitals-and-the
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improve patient safety by ensuring that the patient’s medication list is provided to a 

provider and the patient as part of the discharge process. The two measures are:  

1. Transfer of Health Information to Provider-Post-Acute Care; and  

2. Transfer of Health Information to Patient-Post-Acute Care.   

• SPADEs: The IMPACT Act also requires the reporting of standardized patient 

assessment data with regard to quality measures and standardized patient assessment 

data elements (SPADEs). CMS is finalizing the adoption of a number of SPADEs to fulfill 

IMPACT Act requirements. 

• CMS Fact Sheet 

• CMS Final Rule 

https://www.cms.gov/newsroom/fact-sheets/cms-finalizes-calendar-year-2020-payment-and-policy-changes-home-health-agencies-and-calendar-year
https://www.govinfo.gov/content/pkg/FR-2019-11-08/pdf/2019-24026.pdf

