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October 5, 2020 

Submitted electronically via: https://www.regulations.gov 

Seema Verma  
Administrator  
Centers for Medicare & Medicaid Services  
Department of Health and Human Services  
Attention: CMS-1715-P 
P.O. Box 8016  
Baltimore, MD 21244-8013  

Re: Medicare Program; CY 2021 Revisions to Payment Policies under 
the Physician Fee Schedule and Other Changes to Part B Payment 
Policies [CMS-1715-P] 

Dear Administrator Verma: 

The Association of Black Cardiologists (ABC) appreciates the opportunity to 
provide comments on the Centers for Medicare and Medicaid 
Services’ (CMS) Proposed Rule on CY2021 Revisions to Payment Policies 
under the Physician Fee Schedule (PFS) as published in the Federal Register 
on August 17, 2020. 

Founded in 1974, the ABC is a nonprofit organization with a national and 
international membership of 2,023 health professionals, professionals outside 
of the health care community who are members of the community 
(Community Health Advocates), corporate, and institutional members. The 
ABC is dedicated to eliminating disparities related to cardiovascular disease 
for all people of color and adheres to the vision that all people regardless of 
race, ethnicity or gender should benefit equally from reduction in the 
frequency, duration and impact of diseases of the heart and blood vessels.  

The ABC offers comments on the following:  

• CY 2021 Conversion Factor 
• Telehealth Services 
• Remote Patient Monitoring (RPM) and Management 

2021 Conversion Factor 

The ABC urges the Agency to take immediate actions to delay or 
mitigate the cut to the 2021 conversion factor arising from budget 
neutrality requirements while allowing the previously finalized 
evaluation and management (E/M) code policies to take effect on 
January 1, 2021.  



Cardiologists are projected to experience next year a one percent increase in their Medicare Part B 
payments on average. But for cardiologists who rely on imaging to diagnose and manage their patients 
or those who specialize in surgical procedures to treat cardiovascular disease, the effect of the 
conversion factor cut will be devastating.   

While patient visits have begun to rebound, according to the Commonwealth Fund, the cumulative 
decline in visits from the start of the pandemic (March 15 - June 20) is greatest among specialties, 
including cardiology (-40%) and surgery (-41%).    1

Without predictable cash flow, physician practices gravitate toward consolidation and private equity. 
While the impact in the growth of private equity on health care cost and quality is not well understood, 
provider integration leads to higher commercial prices for physician practices.  With spending per 2

enrollee growing faster for the privately insured than for Medicare beneficiaries,  continued reductions 3

in Medicare payments pose a real and increasing threat to Medicare beneficiary access to specialty care.  

In other medically underserved parts of the country, when physician practices close, entire communities 
are affected. For example, Mississippi, which was 37 percent Black during the 2010 census, has the 
lowest number of physicians per capita and it is the poorest state, with an annual household income of 
$36,900 per year. Mississippi is also an epicenter for peripheral artery disease (PAD), amputations and 
all other cardiovascular diseases, and it has had the lowest reduction in the probability of dying from 
cardiovascular disease during the period between 1990-2016.   An initiative in Mississippi led by one 4

cardiologist has led to a dramatic reduction in the rate of lower extremity amputations. This benefit was 
realized largely through standardizing the use of angiograms in the management of these patients.  5

This successful model was the result of a multi-disciplinary team of individuals who used aggressive 
early screening, diagnosis and treatment of modifiable cardiovascular risk factors in at-risk patients and 
advocated for angiography as standard of care before amputation.  They promoted patient medical 
literacy and advocacy through faith-based networks – building community navigators, educating the 
community about PAD and stressing the importance of prevention over cure.  They also recognized the 
social determinants of health and discussed solutions with stakeholders on local and state levels.    

The unreimbursed services demonstrated in this example become less financially viable when payment 
cuts occur. Worse, when physicians can’t continue to provide services that aren’t adequately reimbursed, 
the result is worse or more costly patient outcomes. Moreover, when physician practices close their 
doors, patient care is often shifted to academic centers hours away from their residence, impeding access 
and further exacerbating disparities and inequities.  
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The COVID-19 pandemic has disproportionately affected African Americans and other racial and ethnic 
minority groups living in the United States as a result of historic disparities in health care for these 
populations, as well as racial inequities that permeate throughout society. ABC members bear witness to 
these disparities and have seen firsthand what happens when access to health care disappears. ABC 
urges you to use what ever authorities available to mitigate or waive the effects of budget neutrality 
requirements on the conversion factor resulting from implementation of changes to E/M code policies. 

Telehealth Services 

The ABC appreciates that CMS recognizes the importance of avoiding an abrupt end to the use of 
telehealth services at the conclusion of the COVID-19 public health emergency. According to a 
Medicare Payment Advisory Commission (MedPAC) analysis of Medicare claims data, in mid-July of 
this year weekly Medicare visits were at 4.8 million (compared to 4.9 million in February 2020), with 
telehealth visits still constituting 700,000 of those visits. As patients continue to avoid face-to-face 
interactions with the health care system, telehealth remains a critically important tool for helping 
patients with heart disease remain connected with their physicians.  

We support the Agency’s proposal to permanently keep several codes that were temporarily added 
to the Medicare telehealth list during the public health emergency, including the prolonged office 
(99XXX) and outpatient E/M add-on (GPC1X) codes.  

ABC also supports the creation of new Category 3 Medicare telehealth options for the purpose of 
keeping additional services on the Medicare telehealth list throughout and beyond the pandemic.  
As proposed, this new Category 3 would provide a basis for adding or deleting services from the 
Medicare telehealth list on a temporary basis where there is likely clinical benefit, but where there is not 
yet sufficient evidence available to permanently consider the services under Category 1 or 2 criteria.  
ABC recommends services added to this new category should remain on the telehealth list through 
the end of the year following the year in which the public health emergency ends. Extending 
coverage only through the end of the year in which the COVID-19 pandemic ends, as proposed, may not 
be sufficient to fully understand the effect of these telehealth services under normal health care delivery 
circumstances.   

Furthermore, we recommend services used frequently during the pandemic also be included in 
Category 3 through the end of the calendar year in which the COVID-19 public health emergency 
ends, including telephone E/M codes 99441-99443.  Doing so will be least disruptive to patient care 
and will facilitate delivery of care not only to those affected by the pandemic, but also those in isolated 
rural communities and those in communities that are affected by natural disasters.  

Payment rates for telehealth services, including audio-only, should be maintained at the same rate 
as in-person services at least through the end of the year following the year in which the public 
health emergency ends. Reimbursement for telehealth services that do not adequately reflect the costs 
associated with the delivery of telehealth services may result in underuse which could interfere with 
gathering sufficient evidence for purposes of making decisions on whether services should be 
permanently added to the list of covered telehealth services. 
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On September 4, 2020, MedPAC met to discuss expansion of telemedicine in Medicare after the COVID 
public health emergency. We are deeply disappointed by suggestions that most of the telemedicine 
expansions under the public health emergency should continue only for clinicians participating in 
advanced alternative payment models (A-APMs).  We also strongly disagree with statements made 
during that meeting that visits delivered by telemedicine do not have the same practice costs as in-office 
costs, that expansion of telemedicine will lead physicians to favor virtual visits over in-person visits, and 
audio-only services would not be covered. 

Telemedicine has proven to be an effective tool in managing cardiovascular disease and is a valuable 
tool to more effectively care for patients in rural and underserved areas, including minority patients who 
are disproportionately affected by heart disease.  We reject the idea that only patients cared for by 
physicians in A-APMs would benefit from telemedicine. Instead, the use of telemedicine should be 
based on clinical appropriateness. Also, audio-only visits help to reduce disparities in health care access, 
since many of the patients who do not have access to video visits are poor or live in remote, rural areas. 

Remote Patient Monitoring and Management 

ABC appreciates that the Agency is using this rule to clarify CPT code descriptors and instructions 
associated with CPT codes 99453, 99454, 99091, and 99457 (and the add-on code, CPT code 99458) 
and their use to describe remote monitoring of physiologic parameters of a patient’s health.  ABC 
specifically supports CMS’ clarification that practitioners may furnish these services to remotely 
collect and analyze physiologic data from patients with acute conditions, as well as from patients 
with chronic conditions. 

The ABC concurs with concerns expressed by the American Medical Association (AMA) that the 
Agency has misinterpreted the structure of the RPM codes, as intended within the CPT code set. 
In the rule, CMS outlines a process that describes CMS’ proposed intended use of the current array of 
RPM CPT codes. In the rule, CMS states it interprets 99457 and 99458 to mean “the time spent in 
direct, real-time interactive communication with the patient.” These codes are not intended to just 
describe treatment management services. Rather, they are intended to capture the review, analysis, 
interpretation, development of treatment plan and treatment management, including patient 
communication.  These codes are not meant to be limited to only synchronous time spent 
communicating with the patient regarding their treatment plan.    

The RPM process laid out by CMS in the proposed rule seems to indicate that 99091 is followed by 
99457, or that these CPT codes could possibly be used together. However, the CPT code set is clear it is 
not appropriate to report CPT codes 99091 and 99457 together. In addition, there is a parenthetical 
following 99091 stating “(Do not report 99091 if it occurs within 30 days of 99339, 99340, 99374, 
99375, 99377, 99378, 99379, 99380, 99457).” This guidance is included because the two codes include 
substantial work overlap. CPT code set guidelines state code 99091 should be reported no more than 
once in a 30-day period and includes the physician or other qualified health care professional time 
involved with data review and interpretation, modification of care plan, and communication with the 
patient.  Because 99457 and 99091 cannot be billed together, it is clear 99457 and add-on code 99458 
were meant to include more than just treatment management services.  
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In the rule, CMS also clarifies that “interactive communication” for purposes of CPT codes 99457 and 
99458 involves, at a minimum, a “real-time synchronous, two-way audio interaction that is capable of 
being enhanced with video or other kinds of data transmission.” 

We refer to the AMA’s comments that the CPT code set defines real time synchronous communication in 
Appendix P as electronic communication using interactive telecommunications equipment that includes, 
at a minimum, audio and video. AMA highlights this language was purposely not included in the 
guidelines or descriptor for CPT code 99457 because real time synchronous communication is simply 
not practical as a minimum requirement to report these services.  

Remote monitoring collects information such as weight, blood pressure and other physiologic 
information that is crucial to preventing or controlling cardiovascular disease, and other conditions and 
diseases that disproportionately affect African Americans, such as diabetes. Without digital health equity, 
we cannot achieve health equity in this country. CMS’ interpretation of interactive communication will 
discriminate against those in rural areas and minority populations for whom there is a digital divide. 

Consistent with our comments on telehealth, we ask CMS to extend the flexibilities afforded to the 
delivery and payment of RPM during the public health emergency, which include allowing RPM 
services to be furnished to new patients, as well as established patients; and allowing RPM codes 
to be billed for a minimum of 2 days of data collection (rather than 16) over a 30-day period. 
These flexibilities should be extended through the end of the year following the year in which the 
public health emergency ends. 

Conclusion 

The ABC thanks CMS for the opportunity to comment. Questions or requests for additional information 
should be directed to Camille Bonta at cbonta@summithealthconsulting.com or (202) 320-3658 with 
any questions.  

Sincerely, 

Jennifer L. Ellis, MD MBA 
Co-Chair, Advocacy Committee 
Association of Black Cardiologists 



Paul Underwood, MD   
Co-Chair, Advocacy Committee 
Association of Black Cardiologists
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