
 

 

  
September 13, 2021 

 

The Honorable Chiquita Brooks-LaSure 

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-1751-P: Medicare Program; CY 2022 Payment Policies Under 

the Physician Fee Schedule and Other Changes to Part B Payment Policies; Medicare Shared Savings 

Program Requirements; Provider Enrollment Regulation Updates; Provider and Supplier Prepayment 

and Post-Payment Medical Review Requirements. 

 

Dear Ms. Brooks-LaSure: 

  

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 2022 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. Payment Update: reducing the PFS conversion factor by 0.14% for CY 2022, as well as 

eliminating the single-year CY 2021 3.75% conversion factor increase  

2. Telehealth provisions: Supporting permanent audio-only telehealth coverage, Category 3 Codes, 

and Federally Qualified Health Centers & Rural Health Clinics  

3. Appropriate Use Criteria (AUC): Delaying implementation of the penalty phase of the AUC 

program  

4. MIPS: Implementing seven optional MIPS Value Pathways beginning in 2023  
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1. Payment Update: Reducing the PFS conversion factor by 0.14% for CY 2022, as well as 

eliminating the single-year CY 2021 3.75% conversion factor increase  

  

As stated in the proposed rule, the payment update for CY 2022 reflects several distinct factors, some of 

which are unique to this year to account for policy changes implemented last year. The Consolidated 

Appropriations Act of 2021 (CAA) provided a 3.75% increase in the PFS conversion factor for CY 2021 

only. This one-time increase was meant to offset the significant, 10.20% physician fee schedule (PFS) 

conversion factor decrease that CMS finalized for that year. Because the CAA instructed CMS to ignore 

the 3.75% increase when determining PFS payment rates for subsequent years, the agency calculated 

the CY 2022 conversion factor as though the 3.75% increase never occurred. Thus, CMS proposes a slight 

decrease in PFS payment rates of 0.14% in CY 2022. However, the actual change from the final CY 2021 

conversion factor of $34.89 to the proposed CY 2022 conversion factor of $33.58 is a decrease of $1.31, 

or 3.89%. This reflects the expiration of the 3.75% payment increase, a zero-percent update factor as 

required by MACRA and a budget-neutrality adjustment.  

  

Similar to last year, MHA has concerns with the 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 patients of all 

ages with 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. CMS should consider delaying this proposal and fully engage stakeholders on the detrimental 

effects this would have on patients. With the COVID-19 public health emergency (PHE) still in effect and 

the Delta variant stressing hospital and health system bed and staff capacity, 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. Telehealth provisions: Supporting permanent audio only telehealth coverage, Category 3 Codes, 

and Federally Qualified Health Centers & Rural Health Clinics  

  

Permanent Audio-Only Telehealth Service Coverage  

  

The COVID-19 pandemic has made it clear that audio-only telehealth services create greater access and 

equity for underserved populations without broadband internet connections or access to local 

healthcare professionals specializing in mental health while decreasing missed appointments 

and patient wait times. According to the Federal Communications Commission 2021 Broadband 

Deployment Report, nearly one in five Americans still live in an area without access to broadband at the 

Commission’s current benchmark (25/3 megabits per second). In addition, 80% of Minnesota counties 

qualify as mental health professional shortage areas as of 2019. MHA members have stated that 

demand for mental health services via telehealth has not decreased over the pandemic and audio-only 

services have contributed to more patients complying with the care plans that they have been 

prescribed.   

https://www.fcc.gov/document/fcc-annual-broadband-report-shows-digital-divide-rapidly-closing
https://www.fcc.gov/document/fcc-annual-broadband-report-shows-digital-divide-rapidly-closing
https://www.health.state.mn.us/facilities/ruralhealth/docs/ruralhealthcb2019.pdf
https://www.health.state.mn.us/facilities/ruralhealth/docs/ruralhealthcb2019.pdf
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MHA urges CMS to permit healthcare professionals to assess and determine appropriate use of a 

modality for mental health services. Audio-only telehealth services should not be rigidly restricted to 

a subset of mental health service codes. MHA supports CMS’ proposed use of a modifier to track 

service utilization; however, we encourage CMS to refrain from any additional documentation 

requirements in the patient’s medical record for audio-only telehealth services, which would create an 

administrative burden that would likely result in unnecessary claim denials and lengthy audits. We also 

urge CMS to abstain from a policy that would require patients seeking to use audio-only mental health 

services or counseling/therapy through an Opioid Treatment Program (OTP) to either be incapable of 

using, or not consent to, two-way, audio/video communications to utilize this modality. This policy 

requiring patient dissent to audio/video telehealth services may confuse or inadvertently increase 

perceived stigma for seeking help in a way that patients are most comfortable, resulting in an additional 

barrier to care. A telehealth service using audio-only communication is a high quality, clinically 

appropriate modality to deliver mental healthcare, and should be presented by the healthcare 

professional to the patient as a choice, not a last resort.   

  

The proposed limitation to audio-only telehealth services for mental health disorders requiring in-

person care every six months is overly restrictive and may create unnecessary, harmful treatment 

interruptions. Section 123 of the Consolidated Appropriations Act of 2021 permits the Secretary of the 

Department of Health and Human Services (HHS) flexibility to determine subsequent in-person 

requirements after the initial in-person visit, which should be used to eliminate additional in-person 

requirements not mandated by law. These additional requirements are burdensome for patients who 

may choose to discontinue services if faced with barriers that exacerbate healthcare disparities, such as 

transportation, lost income, disabilities, a need for paid personal assistance services, or the stigma of 

seeking help. Further, we encourage CMS to permit flexibility for healthcare professionals of the same 

specialty/subspecialty in the same practice to furnish services due to unavailability of the patient’s 

regular healthcare professional.  

  

Temporary Telehealth Service Coverage  

  

MHA supports CMS’ decision to extend temporary telehealth service coverage of Category 3 codes 

while reviewing clinical data to justify permanent coverage. We strongly encourage CMS to extend this 

temporary coverage for the foreseeable future, as submitting clinical data and studies for publication 

may be delayed due to emergency response priorities during and directly following the 

PHE. Additionally, MHA encourages CMS to consolidate other temporary telehealth service codes 

covered through the end of the PHE under Category 3 to similarly extend coverage. This consolidation 

will also better coordinate clinical data requests and the consideration of all temporary telehealth 

service codes for permanent coverage once the PHE ends.  

  

Federally Qualified Health Centers and Rural Health Clinics   
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Federally Qualified Health Centers (FQHCs) and Rural Health Clinics (RHCs) are critical safety-net 

providers in Minnesota and across the United States that care for some of the most underserved patient 

populations. MHA supports policies to empower these providers to expand access within their 

communities through technologies such as telehealth. MHA applauds CMS for considering the 

importance of these providers and for recommending FQHCs and RHCs offer mental health services 

through interactive, real-time telecommunications technology. This policy change is a key step to 

ensure health equity for all Medicare patients and promote patients being able to comply with their 

prescribed medical care  

  

MHA supports CMS’s decision to align FQHC and RHC patient access with other tele-mental health 

services provided under the PFS by enabling these patients to use audio-only services. In the proposed 

rule, CMS specifically requests feedback on whether the agency should further align FQHC and RHC tele-

mental health services with tele-mental care that is covered under the PFS by replicating the 

problematic in-person requirement that is statutorily required for PFS services. MHA urges CMS to only 

add an in-person requirement to receive remote services for these patients when the provider deems it 

appropriate. The ability for RHCs and FQHCs to offer mental health services remotely is a great step in 

the right direction, and the MHA encourages CMS to consider in future rulemaking what additional 

services beyond mental health could be offered via real-time telecommunications technology to RHC 

and FQHC patients, such as Health Behavior Assessment and Intervention services.  

  

3. Appropriate Use Criteria: Delay implementation of the penalty phase of the AUC program  

  

Appropriate Use Criteria (AUC) are a set of individual criteria that present information linking a specific 

clinical condition or presentation with one or more services and an assessment of the appropriateness 

of the services. The Protecting Access to Medicare Act (PAMA) of 2014 required CMS to establish a 

program to promote the use of AUC for advanced diagnostic imaging that integrates AUC into the 

clinical workflow. The statute requires that payment be made to the furnishing professional for an 

applicable advanced diagnostic imaging service only if the claim indicates that the ordering professional 

consulted with a qualified clinical decision support mechanism (CDSM) as to whether the ordered 

service adheres to applicable AUC.   

  

CMS has implemented the AUC program over several years. In 2020, the educational and operations 

testing period began. During this period, ordering professionals must consult specified applicable AUC 

through qualified CDSMs and furnishing professionals must report the AUC consultation information on 

Medicare claims, but CMS continued to pay claims whether or not they correctly included AUC 

information. In response to the COVID-19 PHE, the agency extended the educational and operational 

testing period through 2021. The payment penalty phase of the program was thus set to begin on Jan. 1, 

2022. However, considering the ongoing PHE and the complexities of the AUC program, CMS proposes 

to delay the payment penalty phase of the program to the later of Jan. 1, 2023, or the first of the 

January that follows the end of the PHE.   
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MHA supports CMS in delaying the payment penalty phase of the program to the later of Jan. 1, 2023, 

or the first of the January that follows the end of the PHE. With the COVID-19 Delta variant, it has been 

difficult, if not impossible, for hospitals and health systems to predict when the pandemic will 

subside. With that being said, delaying the payment penalty phase of the AUC program is welcomed 

because hospitals and health systems in Minnesota and across the country have been overwhelmed. 

Staff shortages are prevalent in all states, staff are increasingly experiencing burn out, and hospitals and 

health systems continue to face significant financial challenges.   

  

4. Implementing seven optional MIPS Value Pathways beginning in 2023  

 

CMS proposes to improve the Quality Payment Program by creating a new framework, known as the 

MIPS Value Pathways (MVPs), which is slated to begin voluntarily for the 2023 Performance 

Period.  MVPs are intended to connect clinicians with their specialty or a condition, with the goal of 

aligning reporting measures to activities that are relevant to the clinician’s scope of practice.  Ultimately, 

similar clinicians would report on similar measures.  As a benefit, the agency would report back data and 

feedback to clinicians to improve best practices and patient outcomes.  CMS notes that the proposal 

could significantly change the way providers participate in MIPS and encourages feedback that would 

reduce burden, drive meaningful participation, and improve patient outcomes.  

 

There have been many changes proposed for performance years 2022 – 2025. MHA members continue 

to experience undue burden on their care systems due to the COVID pandemic.  Due to current 

circumstances, the yearly changes proposed across several years will be an undue burden on 

measurement and IT staff.  

 

The consensus among industry analysts is that most electronic health records have not been able to 

keep up with the changing requirements of the MIPS program.  It would be essential that CMS provides 

a list of measures/specifications to all electronic medical record vendors pro-actively, which reflect all 

measures within each MVP, so all EMRs have the ability to report on all available MVPs.  It would 

become an undue burden to report only through eCQMs if the electronic health record is not able to 

report the required MVPs due to missing specifications and requirements.   

 

In addition, the administrative burden associated with the timeline proposal will be substantial. Likely 

issues with the proposed reporting timeline include allocating staffing resources to redesign care 

process and workflows, at the potential expense of the overall care experience for patients, as well as 

reduction in IT resources for yearly Traditional MIPS updates and new yearly MVP 

builds.  Therefore, MHA recommends moving the start of voluntary MVP reporting to 2024, to get past 

the associated burdens of the COVID pandemic.  That would allow CMS an extra year to build out 

additional MVP measures, which care groups can choose from for reporting in 2024.  With this 

recommendation to move voluntary reporting to 2024, MHA also recommends delaying the sunset of 

the Traditional MIPS program to 2028.  It is prudent to keep the Traditional MIPS program intact, as 

we want to ensure that MVPs are working appropriately before sunsetting the program.  
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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 Policy & Analytics 

 

mailto:jschindler@mnhospitals.org

