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allow the use of NPPs, or APPs, to document progress notes of patients receiving services in 

psychiatric hospitals, in addition to MDs/DOs as is currently allowed. 

Given the changes made to the requirements under § 482.13 regarding the removal of the 

word “independent” from the phrase “licensed independent practitioner” when referencing NPPs 

that we have previously discussed, we are making the same change for this provision.  We 

believe that the regulatory language should be as consistent as possible throughout the hospital 

CoPs and, in addition, as was the case with the requirement under § 482.13, using the term 

“licensed independent practitioner” may inadvertently exacerbate workforce shortage concerns, 

might unnecessarily impose regulatory burden on hospitals by restricting a hospital’s ability to 

allow APPs and other NPPs to operate within the scope of practice allowed by state law, and 

does not recognize the benefits to patient care that might be derived from fully utilizing APPs 

and their clinical skills to the highest levels of their training, education, and experience as 

allowed by hospital policy in accordance with state law.  We believe that this change permits a 

greater scope of practice for these professionals in the psychiatric hospital context.   

Q.  Innovation Center Models  

1.  Medicare Diabetes Prevention Program (MDPP) expanded model Emergency Policy 

Through this IFC, we are amending the Medicare Diabetes Prevention Program (MDPP) 

expanded model to modify certain MDPP policies during the PHE.  Specifically, this IFC will 

permit certain beneficiaries to obtain the set of MDPP services more than once per lifetime, 

increase the number of virtual make-up sessions, and allow certain MDPP suppliers to deliver 

virtual MDPP sessions on a temporary basis. These changes are in response to COVID-19, which 

resulted in an interruption to expanded model services delivered by MDPP suppliers and/or 

prevented MDPP beneficiaries from attending sessions. Throughout the rulemaking for the 

MDPP expanded model, we sought to ensure that the MDPP set of services would be delivered 

in-person, in a classroom based setting, within an established timeline. At the time, the priority 
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was placed on establishing a structured service that, when delivered within the confines of the 

rule, would create the least risk of fraud and abuse, increase the likelihood of success, and 

maintain the integrity of the data collected for evaluation purposes. However, the COVID-19 

pandemic has led to suspension of in-person class sessions and guidance from CDC that 

Medicare-age beneficiaries stay home.  In response, we will implement provisions that allow for 

temporary flexibilities that prioritize availability and continuity of services for MDPP suppliers 

and MDPP beneficiaries impacted by extreme and uncontrollable circumstances during the 

COVID-19 PHE.  The changes in this IFC are applicable to MDPP suppliers, as defined in § 

410.79(b), that are enrolled in MDPP as March 1, 2020, and MDPP beneficiaries as defined in § 

410.79(b) who were receiving MDPP set of services as of March 1, 2020. Under these temporary 

flexibilities, the requirement for in-person attendance at the first core-session will remain in 

effect. As a result, if beneficiaries are prohibited from attending the first core session in person, 

suppliers will be unable to start any new cohorts with MDPP beneficiaries.  All flexibilities 

described in this IFC will cease to be available at the conclusion of the PHE.  The CDC issued 

guidance to all National Diabetes Prevention Program suppliers on or about March 12, 2020, 

providing alternative delivery options during the COVID-19 national emergency, including 

encouraging organizations to use virtual make-up sessions as necessary, regardless of usual 

delivery mode; if virtual make-up sessions are not possible, organizations may pause offering 

classes.  When classes resume, the CDC is allowing suppliers to pick up where they left off, or to 

restart the expanded model program from week one. It is our intent to conform with the CDC 

guidance where feasible, with the overall intent to minimize disruption of services for MDPP 

suppliers and MDPP beneficiaries; by allowing MDPP beneficiaries to maintain their eligibility.  

We are amending the MDPP regulations to provide for certain changes, including allowing 

MDPP suppliers to either deliver MDPP services virtually or suspend in-person services and 

resume services at a later date.  The limit to the number of virtual make-up sessions is waived for 
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MDPP suppliers with existing capabilities to provide services virtually, so long as the virtual 

services are furnished in a manner that is consistent with the CDC Diabetes Prevention 

Recognition Program (DPRP) standards for virtual sessions, follow the CDC-approved DPP 

curriculum requirements, and are provided upon the individual MDPP beneficiary’s request. In 

addition, the MDPP supplier may only furnish to the MDPP beneficiary a maximum of one 

session on the same day as a regularly scheduled session and a maximum of one virtual make-up 

session per week. Virtual make-up sessions may only be furnished to achieve attendance goals 

and may not be furnished to achieve weight-loss goals. An MDPP supplier may offer to an 

MDPP beneficiary no more than:  15 virtual make-up sessions offered weekly during the core 

session period; 6 virtual make-up sessions offered monthly during the core maintenance session 

interval periods; and 12 virtual make-up sessions offered monthly during the ongoing 

maintenance session interval periods. 

In addition, these changes permit certain MDPP beneficiaries to obtain the set of MDPP 

services more than once per lifetime, for the limited purposes of allowing a pause in service and 

to provide the flexibilities that will allow MDPP beneficiaries to maintain eligibility for MDPP 

services despite a break in service, attendance, or weight loss achievement. 

 We are amending our provisions at § 410.79 by adding paragraph (e).  

2.  Changes to the Comprehensive Care for Joint Replacement (CJR) Model to Extend the 

Length of Performance Year 5 by Three Additional Months and to Change the Extreme and 

Uncontrollable Circumstances Policy to Account for the COVID-19 Pandemic 

Through this IFC, we are implementing two changes to the Comprehensive Care for Joint 

Replacement (CJR) model to support the continuity of model operations and to ensure that CJR 

participants do not unfairly suffer financial consequences from the impact of COVID-19 due to 

their participation in CJR. Specifically, we are implementing a 3-month extension to CJR 

performance year (PY) 5 such that the model will now end on March 31, 2021, rather than 


