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December 3,2020

To: Strategic Health Care Clients

From: David Introcaso, Ph.D., VP, Regulatory Affairs (david.introcaso@shcare.net)

Re: Overview of CMS’ Final Physician Fee Schedule - Quality Payment Program 2021 Rule

Late Tuesday CMS released the agency’s 2021 final Physician Fee Schedule - Quality Payment Program
rule. The press release is here, the fact sheet is here and the 2,165 page final rule here.

Here is a brief overview of the final rule.
Physician Fee Schedule

Conversion Factor and E/M Changes

CMS finalized, as proposed, the agency’s update to the Conversion Factor (CF), i.e., after accounting for
the statutorily required budget neutrality adjustment, the final CF for 2021 is $32.41, a decrease of $3.68
from the 2020 conversion factor of $36.09. The proposed negative adjustment is caused by a
combination of proposed changes in E/M work RVUs, as recommended by the AMA, and a
statutory requirement that the final rule maintain budget neutrality. The resultant effect will
cause changes estimated at ranging from +11% to -17% in reimbursements for allowable charges
by specialty. For example, nurse anesthetists may see, depending on their utilization pattern, a
reduction in aggregate payments for allowable charges of upwards of 11%. Alternatively,
endocrinologists may see an increase in aggregate payments for allowable aggregate charges of
upwards of 17%. (CMS’ estimated impact on total allowed charges by specialty are provided in
Table 90 in the PFS proposed rule at page 50375. The proposed rule is here.)

Telehealth
CMS is adding these services to the agency’s list of Category 1 covered services.
e  Group Psychotherapy (CPT code 90853)
e Psychological and Neuropsychological Testing (CPT code 96121)
e Domiciliary, Rest Home, or Custodial Care services, Established patients (CPT codes 99334-
99335)
e Home Visits, Established Patient (CPT codes 99347-99348)
e Cognitive Assessment and Care Planning Services (CPT code 99483)
e Visit Complexity Inherent to Certain Office/Outpatient Evaluation and Management (E/M)
(HCPCS code G2211)
e Prolonged Services (HCPCS code G2212)

CMS is creating a third temporary category of criteria for adding services to the list of Medicare
telehealth services. Category 3 describes services added to the Medicare telehealth list during the public
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health emergency (PHE). These services will remain on the list through the calendar year in which the
PHE ends.

Domiciliary, Rest Home, or Custodial Care services, Established patients (CPT codes 99336-
99337)

Home Visits, Established Patient (CPT codes 99349-99350)

Emergency Department Visits, Levels 1-5 (CPT codes 99281-99285)

Nursing facilities discharge day management (CPT codes 99315-99316)

Psychological and Neuropsychological Testing (CPT codes 96130-96133; CPT codes 96136-
96139)

Therapy Services, Physical and Occupational Therapy, All levels (CPT codes 97161-97168; CPT
codes 97110, 97112, 97116, 97535, 97750, 97755, 97760, 97761, 92521-92524, 92507)
Hospital discharge day management (CPT codes 99238-99239)

Inpatient Neonatal and Pediatric Critical Care, Subsequent (CPT codes 99469, 99472, 99476)
Continuing Neonatal Intensive Care Services (CPT codes 99478-99480)

Critical Care Services (CPT codes 99291-99292)

End-Stage Renal Disease Monthly Capitation Payment codes (CPT codes 90952, 90953, 90956,
90959, 90962)

Subsequent Observation and Observation Discharge Day Management (CPT codes 99217; CPT
codes 99224-99226)

In the March 2020 COVID-19 interim final rule with comment CMS established separate payment for
audio-only telephone (E/M) services. CMS is establishing payment on an interim final basis for a new
HCPCS G-code describing 11-20 minutes of medical discussion to determine the necessity of an in-
person visit.

Remote Physiologic Monitoring Services

In the final 2021 rule, CMS clarifies several payment policies related to the RPM services. These
clarifications include:

consent to receive RPM services may be obtained at the time that RPM services are furnished:;
auxiliary personnel may provide services described by CPT codes 99453 and 99454 incident to
the billing practitioner’s services and under their supervision, auxiliary personnel may include
contracted employees;

a medical device supplied to a patient as part of RPM services must be a medical device as
defined by Section 201(h) of the Federal Food, Drug, and Cosmetic Act, that the device must be
reliable and valid, and that the data must be electronically or automatically collected and
transmitted rather than self-reported,;

after the COVID-19 PHE ends, 16 days of data each 30 days must be collected and transmitted to
meet the requirements to bill CPT codes 99453 and 99454;

only physicians and NPPs who are eligible to furnish E/M services may bill RPM services;

RPM services may be medically necessary for patients with acute conditions as well as patients
with chronic conditions;

for CPT codes 99457 and 99458, an “interactive communication” is a conversation that occurs in
real-time and includes synchronous, two-way interactions that can be enhanced with video or
other kinds of data as described by HCPCS code G2012; and,

CMS clarifies that the 20-minutes of time required to bill for the services of CPT codes 99457
and 99458 can include time for furnishing care management services as well as for the required
interactive communication.



Scopes of Practice Reforms
CMS will make permanent several PHE-related policies. These include:

¢ allowing nurse practitioners, clinical nurse specialists, physician assistants, certified nurse-
midwives, and certified registered nurse anesthetists to supervise the performance of diagnostic
tests in addition to physicians;

o allowing physical therapists and occupational therapists to delegate the performance of
maintenance therapy services, as clinically appropriate, to a therapy assistant;

¢ allowing teaching physicians to use interactive, real-time audio/video technology to interact with
residents to meet the requirement that they be present for key portions of the service (this
flexibility does not apply to certain services, such surgical or high-risk procedures);

e CMS is expanding the settings in which a resident may moonlight to include the services of
residents that are not related to their approved GME programs and which are furnished to
inpatients of a hospital in which they have their training program;

e pharmacists may provide services incident to the services, and under the appropriate level of
supervision, of the billing physician or NPP, if payment for the services is not made under the
Medicare Part D benefit;

e physicians and NPPs, including therapists can review and verify documentation entered into the
medical record by members of the medical team for their own services that are paid under the
physician fee schedule; and,

e therapy students, and students of other disciplines, working under a physician or practitioner who
furnishes and bills directly for their professional services to the Medicare program, may
document in the record so long as it is reviewed and verified (signed and dated) by the billing
physician, practitioner, or therapist.

Quality Payment Program
(See CMS’ QPP final rule overview fact sheet. The document is here.)

MIPS Value Pathways (MVPs)
In the final rule CMS further refines MVPs principles, however, the agency is again delaying
implementation, now to 2022.

APP Performance Pathway (APP)

The APP will be available only to participants in MIPS APMs and may be reported by the individual
eligible clinician, group (TIN), or APM entity. The APP, like an MVP, will be composed of a fixed set of
measures for each performance category. The Cost performance category would be weighted at 0%.

The Improvement Activities category score would automatically be assigned based on the requirements of
the MIPS APM in which the MIPS eligible clinician participates. The Promoting Interoperability
category would be reported and scored at the individual or group level, as is required for the rest of MIPS.
The Quality category will be composed of six measures that will be focused on population health.

Quality measures reported through the APP will automatically be used for purposes of Medicare Shared
Savings Program or ACO quality scoring.

MIPS Scoring
e The 2021 performance threshold will remain at 60 points

The Quality performance category will be weighted at 40% (5% decrease)

The Cost performance category will be weighted at 20% (5% increase)

The Promoting Interoperability performance category will be weighted at 25% (no change)
The Improvement Activities performance category will be weighted at 15% (no change)
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MIPS Quality Performance
Changes in MIPS quality performance scoring include:
e Making substantive changes to 113 existing MIPS quality measures, removing 11 quality
measures and adding two new administrative claims measures; and,
e CMS will sunset the CMS Web Interface as a collection and submission type but will extend the
availability of the CMS Web Interface for one year or for the 2021 performance period.

Scoring Policies: Complex Patients and Extreme and Uncontrollable Circumstances

CMS is finalizing doubling the number of points available for the complex patient bonus to account for
the additional complexity of treating patients during the COVID-19 PHE. Clinicians, groups, virtual
groups, and APM Entities can now earn up to 10 bonus points toward their final score for the 2020
performance year. This increase is finalized for the 2020 performance period only.

CMS will allow APM entities to submit an application to reweight MIPS performance categories as a
result of extreme and uncontrollable circumstances, such as the public health emergency resulting from
the COVID-19 pandemic. The policy will apply beginning with the 2020 performance period.

Alternative Payment Models (APMSs): Meeting the 5% Bonus Qualifying Threshold

CMS states, “We finalized a policy related to calculating Qualifying APM Participant (QP) Threshold
Scores used in making QP determinations, beginning in the 2021 QP performance period. Medicare
patients who have been attributed to an APM Entity during a QP performance period will not be included
as attribution-eligible Medicare patients for any APM Entity where the Medicare patient could not
actually be attributed to the APM Entity, in other words, where the APM’s attribution rules do not allow
for attribution to an APM Entity of Medicare patients who have already been attributed to other APM
Entities. The effect of this finalized policy would be to remove such attributed Medicare patients from the
denominator of the QP Threshold Score calculations for APM Entities or individual eligible clinicians in
APMs that do not allow for attribution of Medicare patients who have already been prospectively
attributed to another APM Entity. This will prevent potential dilution of the QP Threshold Score for the
APM Entity or individual eligible clinician.”

Translation: If there are overlapping ACOs in a market, and ACO A has prospective assignment. ACO
B’s denominator for the MACRA threshold will not include ACO A’s prospectively aligned beneficiaries.

Please feel free to contact me if you have any questions.

Thank you.



