
 

  
October 5, 2020 
 
The Honorable Seema Verma 
Administrator 
Centers for Medicare & Medicaid Services 
Hubert H. Humphrey Building 
200 Independence Avenue, S.W., Room 445-G 
Washington, DC 20201 
 
Submitted electronically through www.regulations.gov. 
 
RE: Comments on Proposed Rule CMS-1734-P: Medicare Program; Revisions to Payment Policies 
under the Physician Fee Schedule and Other Revisions to Part B for Calendar Year (CY) 2019; Medicare 
Shared Savings Program Requirements; Quality Payment Program; and Medicaid Promoting 
Interoperability Program. 
 
Dear Ms. Verma: 
 
On behalf of our 129 member hospitals and health systems, the Minnesota Hospital Association (MHA) 
offers the following comments and suggestions regarding the Centers for Medicare & Medicaid Services’ 
(CMS) proposed rule for the 2021 Physician Fee Schedule (Proposed Rule). 
 
At the outset, MHA supports the recommendations and detailed comments submitted by the American 
Hospital Association (AHA). Instead of duplicating AHA’s analysis and suggestions, MHA’s comments will 
focus on the issues of most concern to Minnesota’s hospitals and health systems. 
 
Specifically, we are providing comments and recommendations in the following areas:  

1. Reducing the PFS conversion factor by 10.61% for CY 2021 and increasing payment rates for 
office/outpatient E/M visits. 

2. Adding services to the Medicare telehealth list of services and make other changes to retain 
certain COVID-19 telehealth flexibilities. 

3. Implementing provisions of the SUPPORT Act, including Medicare coverage for OTPs, screening 
for substance use disorder in Medicare physicals, and electronic prescribing of controlled 
substances. 

4. Quality Payment Program and Medicare Shared Savings Program  
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1. Reducing the PFS conversion factor by 10.61% for CY 2021 and increasing payment rates for 
office/outpatient E/M visits. 
 
CMS proposes a net decrease in payment rates of 10.61% in CY 2021. This reflects the zero percent 
update factor as required by MACRA, and a budget neutrality adjustment (see “Revaluation of E/M and 
Related Codes” below for more information). These adjustments would result in an estimated 
conversion factor of $32.26 for CY 2021, a decrease of $3.83 from the CY 2020 PFS conversion factor of 
$36.09. 
 
Additionally, in conjunction with revaluations for the office/outpatient E/M visit code set, CMS proposes 
to revalue several services that are closely tied to office/outpatient E/M visits. These services may be 
analogous to E/M visits or their valuations are explicitly built upon the value of E/M visits. Specifically, 
CMS proposes to increase the valuations for the code families for:  
 

• ESRD monthly capitation payment services;  
• Transitional care management services;  
• Maternity services;  
• Assessment and care planning for patients with cognitive impairment;  
• Initial preventive physical examination (IPPE) and initial and subsequent annual wellness visits;  
• Emergency department (ED) visits;  
• Therapy evaluations; and  
• Behavioral health care services.  

 
CMS decided against revaluing ophthalmological services because it does not believe these services are 
sufficiently analogous or connected to the office/outpatient E/M visit codes. CMS also declined to 
propose to revalue the 10- and 90-day global surgical service codes to reflect the increased E/M values. 
In the CY 2020 PFS, the RUC recommended adjusting the values for these codes because procedures 
with global periods have post-operative E/M visits included in their valuation; however, CMS chose 
instead to conduct analysis on this topic and allow time for stakeholder feedback. This year, CMS 
expresses great concern about whether the E/M services included as part of the global surgical codes 
are actually furnished. To that end, CMS does not propose to revalue the 10-and 90-day global surgical 
service codes. CMS’s proposals to revalue the office/outpatient E/M visit and related codes would have 
a differential impact on different practice specialties, depending on the volume of E/M visits billed. In 
addition, CMS proposes to offset these and other payment changes with a significant decrease of almost 
11% to the conversion factor in order to maintain the budget neutrality of the PFS. 
 
MHA is concerned with the detrimental effect this proposal will have on payments for specialty 
providers and, in turn, the patients who benefit from specialty care. These changes would negatively 
impact the reimbursement associated with specialty care needed for patient of all ages who have 
complex medical conditions. Care for complex patients requires a higher ratio of surgical interventions 
compared to other primary care services relative to the general population. Reducing payments to these 
providers will reduce access to these services and lead to an unhealthier population overall. Instead of 
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reducing payment rates by almost 11% in one year, CMS should delay this proposal and engage 
stakeholders on the detrimental effects this would have on patients. With the COVID-19 public health 
emergency (PHE), it is likely that many health care stakeholders have not been able to review this 
proposal and will feel an even greater financial strain because of an aggressive phase in process.  

 
2. Adding services to the Medicare telehealth list of services and making other changes to retain 
certain COVID-19 telehealth flexibilities. 
 
MHA appreciates and applauds CMS’ efforts to expand access to telehealth. The agency has led the way 
in expanding access to remote care during the COVID-19 PHE and, with this proposed rule, CMS seeks to 
make some of those regulatory flexibilities permanent.  We strongly urge CMS to increase access to 
telehealth services in the Medicare program in order to increase clinically and cost-effective care, 
particularly for underserved populations. 
 
To further that goal, MHA asks the agency to consider the following: 
 
Category 1 and 3 codes. CMS proposes to add new codes that were temporarily covered during the 
COVID-19 PHE to the telehealth services list on a permanent basis.  MHA recommends the inclusion of 
codes relating to inpatient hospital care services (99221-99223), observation admission services 
(99218-99220), and same day inpatient/observation admission and discharge services (99234-99236).  
Furthermore, the agency is proposing to create a third category of temporary coverage while a more 
thorough review process is underway.  We ask that the agency include the following codes to this new 
Category 3:  
 

• Higher level emergency department visits (99284-99285) 
• Hospital, Intensive Care Unit, Emergency care 
• Observation stays (99217, 99224-99226, 99484-99485, 99468-99472, 99475-99476, and 99477- 

99480)  
• Psychological and Neuropsychological Testing (96136-96139) 
• Physical and occupational therapy services (92521-92524, 97161-97168, 97110, 97112, 97116, 

97535, 97750, 97755, 97760, 97761) 
• Initial and final observation and discharge day management visits (9923499236, 99238, 99239) 
• Inpatient neonatal and pediatric critical care (99468, 99469, 99471-99473, 99475) 
• Initial and continuing intensive care services (99477-99480) 
• Critical care services (99291, 99292) 
• Therapeutic activities to improve functional performance (97530) 
• Orthotic and Prosthetic Management (97763) 

 
Supervision Requirements. Generally, direct supervision requirements require that the supervising 
clinician be on site with the billing clinician when the service is provided. During the COVID-19 PHE, CMS 
has allowed virtual direct supervision of incident-to and diagnostic services to be done via telehealth. 



Ms. Seema Verma 
October 5, 2020 
Page 4 out of 8 
 
Under the proposed rule, this change would be in effect through the end of 2021, or the end of the PHE, 
whichever is later.  While physician supervision requirements have traditionally been a barrier to the 
delivery of telehealth services, this new CMS definition of direct supervision opens up more 
opportunities for telehealth.  MHA and its members support the ability of supervision to be done 
remotely using telehealth when the supervising provider does not clinically need to be available in 
person.  We understand that this definition may not be clinically appropriate in complex or high-risk 
procedures and thus should only be applicable when clinically appropriate.  Finally, we urge CMS to 
make this change permanent beyond the PHE.    

 
Treating New Patients. During the PHE, CMS approved the use of G2010 for new patients rather than 
only established patients. We encourage CMS to make this exception permanent. We also encourage 
CMS to open virtual check-ins to new patients, as well as established patients. Overall, we support 
removing restrictions on offering telehealth services to new patients and not just existing patients. 
 
Audio-Only. During the COVID-19 PHE, CMS recognized the need to perform E/M services remotely, 
including using telephones and cell phones for audio-only services. This is particularly important in rural 
and underserved areas that do not have access to reliable broadband and for communities that may not 
have access to smartphones or other video-enabled technology. We support reimbursement of audio-
only services when clinically appropriate, which would include expanding beyond the G2012 code, which 
is not sufficient to cover all situations in which audio-only is appropriate. We encourage CMS to work 
with stakeholders to determine services that are clinically appropriate using audio only modalities long-
term. During the COVID-19 pandemic, we encourage CMS to cover audio-only services more widely to 
ensure patients can maintain critical access to care in a time of social distancing. This should include 
coverage of telephone E/M services (CPT codes 99441, 99442, 99443) at least until the end of the 
calendar year following the year in which the PHE ends. This should be done in order to give added 
certainty to patients and providers. Additionally, CMS should consider the adverse impact of only using 
G2012 for audio-only services on the provision of home health services due to current face-to-face 
requirements 
 
Telehealth in Federally Qualified Health Centers and Rural Health Clinics. Federally qualified health 
centers (FQHCs) and rural health clinics (RHCs) are not listed in statute as telehealth providers for 
Medicare telehealth services under section 1834(m). During the pandemic, Congress directed CMS to 
create a temporary 10 payment system for FQHCs and RHCs to act as distant sites for providing 
telehealth services. MHA supports permanently including FQHCs and RHCS as distant sites for 
telehealth services and ensuring they are adequately reimbursed for those services. MHA and AHA 
have been working with Congress to add FQHCs and RHCs to statute and to ensure a fair permanent 
payment system, which is not currently reflected by the temporary payment created for the pandemic.  
Additionally, FQHCs and RHCs should be reimbursed for providing RPM services. The all-inclusive rate for 
FQHCs and RHCs, when initially defined by CMS, did not foresee the increased use of RPM and how it 
would become a method of clinician patient interaction separate and distinct from the traditional face-
to-face visit. MHA encourages CMS review the FQHC and RHC billing practices to allow RPM as separate 
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and distinct patient interactions and establish the same billing codes for RPM services, regardless of the 
traditional bricks-and-mortar care delivery location. 
 
3. Implementing provisions of the SUPPORT Act, including Medicare coverage for OTPs, screening for 
substance use disorder in Medicare physicals, and electronic prescribing of controlled substances.  
 
In the proposed rule for CY 2021, CMS proposes several refinements to the OTP benefit and offers 
clarifications on program logistics in response to stakeholder questions. CMS also proposes to 
implement two other provisions of the SUPPORT Act. 
 
Payment for Naloxone Dispensing. CMS proposes to add dispensing of naloxone to the list of eligible 
OUD treatment services furnished by an OTP, to the extent that it is medically reasonable and necessary 
as part of a patient’s OUD treatment. Naloxone is already covered under Medicare Part D, but because 
the Part B OTP benefit currently has no copay requirements, CMS believes adding naloxone 
administration to the benefit would increase access and obviate the need for the patient to visit a 
separate provider. 
 
Including Screening for Substance Use Disorder in Physicals. Section 2002 of the SUPPORT Act requires 
the Initial Preventive Physical Examination (IPPE) and Annual Wellness Visit (AWV) to include screening 
for potential substance use disorders and a review of any current opioid prescriptions. The IPPE also is 
known as the one-time “Welcome to Medicare” visit and focuses on health promotion and disease 
prevention; the AWV is covered once every 12 months and is intended to develop or update a 
personalized prevention plan and perform a health risk assessment. Both the IPPE and AWV comprise 
several required elements. In this rule, CMS proposes to add elements to this list of requirements to 
fulfill the provisions of the SUPPORT Act. These elements and their definitions include:  

• Screening for Potential Substance Use Disorders: review of the patient’s potential risk factors for 
substance use disorder and referral for treatment, as appropriate.  

• A review of any current opioid prescriptions: review of any current opioid prescriptions including 
a review of the potential risk factors to the patient for OUD, an evaluation of the patient’s 
severity of pain and current treatment plan, the provision of information on non-opioid 
treatment options, and a referral to a specialist, as appropriate.  

 
In the proposed rule, CMS notes that these elements are similar and in line with the existing elements of 
the IPPE and AWV, and thus the agency does not expect these additions to add significant burden for 
providers. MHA supports these screening and review measures to better identify and address 
substance abuse disorders among the Medicare population.  
 
E-Prescribing of Controlled Substances. CMS proposes to implement Section 2003 of the SUPPORT Act 
by requiring providers to use Electronic Prescribing for Controlled Substances (EPCS) for all schedule II-V 
drugs starting January 1, 2022. CMS also refers to its Request for Information about enforcement and 
waivers under Section 2003 of the SUPPORT Act currently available for public comment.  
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MHA suggests that CMS clarify that the current exemptions at 42 CFR 423.160(a)(3)(iii) will continue 
to apply for prescriptions of controlled substances where the sender and the beneficiary are part of 
the same legal entity. An exemption would align with CMS’ existing policy at 42 CFR 423.160(a)(1) from 
using the NCPDP SCRIPT Standard because the prescriptions and prescription-related information for 
covered Part D drugs for Part D eligible individuals is not transmitted using electronic media, and 
previous clarifications CMS has issued as part of other electronic prescribing requirements. CMS should 
also align such an exception with CMS’ existing policy at 42 CFR 423.160(a)(3)(iii), which allows the use 
of HL7 messages for transmitting prescriptions and prescription-related information internally by 
clarifying that exemption’s applicability to prescriptions for controlled substances. 
 
4. Quality Payment Program and Medicare Shared Savings Program 
 
Quality and Reporting Requirements 
 
CMS proposes to revise the Medicare Shared Savings Program (MSSP) quality performance standard 
effective for performance year 2021 and subsequent performance years. According to CMS, the new 
APP would streamline reporting requirements for MSSP ACOs and would create a complementary path 
to the MIPS Value Pathways. Under this proposal, the number of measures ACOs would be scored on 
would decrease from 23 to 6, and the number of measures on which ACOs would be required to actively 
report would be reduced from 10 to 3. ACOs would only need to report one set of quality metrics that 
would satisfy the reporting requirements under both MIPS and the MSSP. The four categories in the 
proposed APP framework would be weighted as follows: Quality: 50%; Promoting Interoperability: 30%; 
Improvement Activities: 20%; and Cost: 0%. 
 
MHA has member organizations that include providers who participates in the MIPS program and the 
Next Generation ACO model. The Next Generation ACO model follows the same rules as the MSSP ACOs. 
As a Next Generation ACO, we appreciate that Medicare is proposing to reduce the number of quality 
measures for ACOs. This would reduce the reporting burden and allow ACOs to focus on a select number 
of quality measures. A lower number of measures also means that there is more weight placed on only a 
few quality measures. 
 
We have reviewed the proposed quality measures and agree with the continuing to report on the 
proposed Preventive Health and At Risk Population measures. However, we would request more 
information on the CAHPS measures such as will the current 2019/2020 CAHPS measures continue in 
2021? One MHA member has participated in CMMI ACO risk programs since 2012 and because of the 
subjective nature of the survey our overall patient experience domain score has varied significantly 
through the years.  
 
Patient experience is an important part of the triple aim to evaluate and should be included in these 
measures, however there is concern that reducing the number of overall measures puts 
disproportionate weight on the CAHPS for ACO survey results. 
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The proposed 2021 quality measures also include 2 claims measures from the Care Coordination/Patient 
Safety domain. An MHA member ACO would also like to provide feedback on these 2 measures as 2 of 
the 6 proposed measures. This member has found that there is a lot of variation for their results related 
to the Risk Standardized 30-Day Readmissions measure. Benchmarks for the claims based measures are 
very tight. Numerators and denominators are relatively small, which means that if a few additional 
patients are admitted or readmitted (depending on the measure), results can easily swing from passing 
to failing. We would suggest evaluating how the benchmarks are set for the claims-based measures.  We 
would also like the readmissions benchmark to be evaluated considering the CMS Hospital Readmission 
Penalty Program has determined to remove at least Q1 and Q2 2020 readmissions from their 
performance data. Additionally, we would like more information on if adjustments will be made for the 
ACO Readmission data, both exclusions and benchmarking impact.  
 
The measure Risk Standardized All- Cause Admissions for Patients with Chronic Conditions is also very 
challenging to address and track during the year. The same MHA member ACO as above reports that it 
has tried to create a proxy measure to track how we are performing on this measure, however they 
have not been able to do that for the following reasons. There are a total of 8 conditions in this measure 
and the patient has to have at least 2 of the 8 to be in the numerator. They have not been able to 
duplicate the same risk-adjustment methodology to compare their results to how they would be 
measured. Their ACO has multiple interventions in place to address the needs of patients with chronic 
conditions, however their results for this measure do not always reflect this. We would suggest 
evaluating how the benchmarks are set for the claims-based measures. We would also suggest 
considering adding additional measures that reflect our work with preventive health. 
 
Shared Savings Program Quality Performance Standard 
  
CMS proposes to increase the level of quality performance that would be required for all ACOs to meet 
the Medicare Shared Savings Program (MSSP) quality performance standard to the 40th percentile or 
above across all MIPS Quality performance category scores. The previous standard was achieving the 
30th percentile on one measure in each domain.  
  
Additionally, the proposal includes a provision applicable to 2021 and subsequent performance years 
specifying that ACOs must submit quality data via the APP to satisfactorily report on behalf of the 
eligible clinicians who bill under the TIN of an ACO participant for purposes of the MIPS Quality 
performance category. 
 
CMS proposes that to qualify for shared savings, an ACO must meet the minimum savings rate 
requirements established for the track/level, meet the proposed quality performance standard 
described in the proposed rule, and otherwise maintain its eligibility to participate in the SPP. For 
performance years beginning on or after January 1, 2021, if an ACO that is otherwise eligible to share in 
savings meets the proposed quality performance standard, the ACO will share in savings at the 
maximum sharing rate according to the applicable financial model (up to the performance payment 
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limit). If the ACO fails to meet the proposed quality performance standard, the ACO would be ineligible 
to share in savings. 
 
MHA and its members do not support changing the quality measure minimum threshold from the 
30th to 40th percentile. Achieving shared savings is very difficult work. The 30th percentile is currently 
difficult to achieve for some measures due to small numbers and tight benchmarks. An ACO could have 
a high quality score and score below the 40th percentile on just one measure, and the way CMS has 
written the proposed change, having one measure below the 40th percentile could make the ACO 
ineligible for shared savings.   
 
Proposal to Remove ACO overlap patients from QP denominator  
In the proposed rule, CMS specifies that beneficiaries who are prospectively attributed to an APM entity 
will be excluded from the attribution-eligible beneficiary count for any other APM entity, when that 
beneficiary would be ineligible to be added to the other APM entity’s attributed beneficiary list.  That is, 
CMS would remove prospectively aligned beneficiaries from the denominator when calculating the 
thresholds.  The preamble to the proposed rule states that “the effect of this proposed policy would be 
to remove such prospectively attributed beneficiaries from the denominators when calculating 
Threshold Scores for APM entities or individual eligible clinicians in Advanced APMs that align 
beneficiaries retrospectively, thereby preventing dilution of the Threshold Score for the APM Entity or 
individual eligible clinician in an advanced APM that uses retrospective attribution.” MHA agrees that 
the ACO overlap patients could be removed from the QP denominator.  

 
Thank you for the opportunity to provide these comments. We hope that they are helpful to you as you 
develop both the final rule and any additional guidance. If you have any questions, please feel free to 
contact me at (651) 659-1415 or jschindler@mnhospitals.org. 
 
Sincerely, 
 

 
Joseph A. Schindler 
Vice President, Finance 
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