
 

 
 
 
 
October 5, 2020 
 
Seema Verma 
Administrator  
Centers for Medicare and Medicaid Services 
Department of Health and Human Services 
Mail Stop C4-26-05 
7500 Security Boulevard 
Baltimore, MD 21244-1850 
Submitted electronically: http://www.regulations.gov 
 
 
Re: CMS-1734-P Medicare Program; CY 2021 Payment Policies under the Physician Fee Schedule and 
Other Changes to Part B Payment Policies; Medicare Shared Savings Program Requirements; Medicaid 
Promoting Interoperability Program Requirements for Eligible Professionals; Quality Payment Program; 
Coverage of Opioid Use Disorder Services Furnished by Opioid Treatment Programs; Medicare 
Enrollment of Opioid Treatment Programs; Electronic Prescribing for Controlled Substances for a 
Covered Part D Drug under a Prescription Drug Plan or an MA-PD plan; Payment for Office/Outpatient 
Evaluation and Management Services; Hospital IQR Program; Establish New Code Categories; and 
Medicare Diabetes Prevention Program (MDPP) Expanded Model Emergency Policy 
 
Dear Administrator Verma: 
 
The American College of Obstetricians and Gynecologists (ACOG), representing more than 60,000 
physicians and partners in women’s health, appreciates the opportunity to provide comments on the 
Centers for Medicare and Medicaid Services’ (CMS) proposed rule on the CY 2021 Medicare Physician 
Fee Schedule (MPFS) and Quality Payment Program (QPP). As physicians dedicated to providing quality 
care to women, ACOG appreciates the agency’s willingness to continue seeking input from the physician 
community to implement sound policies for Medicare, both in terms of expanding access to Medicare 
telehealth services and implementation of changes to the office/outpatient Evaluation and 
Management services. Below are recommendations to further improve beneficiaries’ access to quality 
health care services. 
 
II.D. Telehealth and Other Services Involving Communications Technology 
Payment for Medicare Telehealth Services Under Section 1834(m) of the Act 
ACOG commends CMS for the actions that the agency has taken during the public health emergency 
(PHE) to expand access to telehealth services amid the Coronavirus Disease 2019 (COVID-19) pandemic. 
CMS lifted barriers that have allowed for expanded access to evidence-based care and has presented an 
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opportunity to address women’s health by increasing access to obstetric and gynecologic care. The 
additional telehealth flexibilities provided during the PHE have been essential to ensuring continuity of 
access to care and delivery of necessary medical services. 
 
In fact, comparable health outcomes are achievable with telehealth when compared with traditional 
methods of health care delivery without compromising the patient–physician relationship.1,2 Research 
has found that there are no significant differences in the rates of preterm birth, cesarean birth, neonatal 
intensive care unit admission, or low birth weight for women who received virtual prenatal visits in place 
of some in-person visits.3,4 Patient satisfaction has been reported to be higher among women with 
virtual visits.5 Remote patient monitoring and text message interventions have also been shown to 
improve the rate of adherence to blood pressure monitoring guidelines and reduce the number of 
unscheduled visits in the postpartum period.6 Further, telehealth has been shown to address barriers to 
contraceptive access.7  
 
In addition, telehealth can be used to improve women’s access to all forms of counseling, including 
behavioral health services and treatment for substance use disorder.8,9 According to a 2019 study 
published in the American Journal of Obstetrics and Gynecology, substance use-related deaths were the 
second leading cause of death for women during the 12-month postpartum period, and suicide was the 
seventh leading cause of death during that same period.10 Deaths caused by substance use disorder and 
suicide comprised a total of 18 percent of all maternal deaths captured in the case study.11 In a recent 
study, researchers found that opioid use disorder treatment received via telehealth in obstetric 
practices was not associated with any statistically significant differences in outcomes compared to in-
person treatment.12 Behavioral health services and substance use disorder treatment provided via 
telehealth for pregnant and postpartum patients ensures access to the continuation of comprehensive 
care. 
 
The rapid response of CMS that paused unnecessary burdens and encouraged telehealth in the COVID-
19 pandemic should be maintained, regardless of the presence of a public health crisis. Obstetrician-
gynecologists and other clinicians need consistent coverage and reimbursement policies that meet the 
changing needs of their patients. Flexibility allows clinicians the ability to respond to patient needs in 
both urban and rural setting in a time when access to medical care is becoming increasing difficult. 
Those patients with limited resources and those in rural areas, in particular, experience access 
challenges that are resolved with telehealth access.13 We recognize that there are significant statutory 
limitations on Medicare beneficiaries’ access to telehealth services. However, we urge CMS to use its 
full authority to permanently expand access to telehealth and other communication technology-based 
services, and we recommend that CMS continue to expand Medicare beneficiaries’ access to covered 
telehealth services and ensure that Medicare policies are sufficiently flexible to allow clinicians to 
respond to public health crises. 
 
ACOG strongly recommends that CMS permanently implement payment parity for telehealth services 
provided by physicians practicing in office settings. Prior to the PHE, CMS paid office-based physicians 
the lower facility rate for Medicare telehealth services. This effectively creates a penalty for office-based 
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physicians who deliver telehealth services and further disincentivizes the use of telehealth. The agency 
recognized the need to pay these physicians the non-facility rate during the PHE and ACOG believes that 
this policy should continue after the PHE ends. This change is especially critical to ensure access to care 
in rural areas and unserved communities, and among people who face work, family, or transportation-
related barriers to in-person care.  
 
Requests to Add Services to the Medicare Telehealth Services List for CY 2021 
CMS is proposing to permanently add codes to the Medicare telehealth services list under the Category 
1 designation, meaning that these services are similar to those already on the Medicare telehealth 
services list. Most notably, CMS is proposing to add GPC1X and 99XXX to the Medicare telehealth 
services list permanently. ACOG agrees that these codes, which are both add-on codes for outpatient 
E/M services, should be permanently added to the Medicare telehealth services list and urges CMS to 
finalize this proposal. 
 
Proposed Temporary Addition of a Category 3 Basis for Adding to or Deleting Services from the Medicare 
Telehealth Services List 
CMS is proposing to temporarily add additional services to the Medicare telehealth services list under a 
new Category 3 designation. The agency further proposes that services added under the Category 3 
designation would remain on the Medicare telehealth services list through the end of the year in which 
the PHE ends. ACOG supports the proposal to add additional services to the Medicare telehealth 
services list on a temporary basis and we commend the agency’s thoughtful approach in creating this 
new designation. We also support the ongoing collection of data to determine which services may be 
permanently added to the Medicare telehealth list after the PHE ends.  
 
As previously discussed, ACOG strongly supports efforts to expand Medicare beneficiaries’ access to 
telehealth services. We agree that adding services to the Medicare telehealth list on a Category 3 basis 
will provide CMS and stakeholders the opportunity to collect data regarding the clinical utility and 
benefit of services being performed via telehealth. CMS also indicates in the preamble of the proposed 
rule that commenters should consider how adding services to the Medicare telehealth services list on a 
Category 3 basis would further several of the agency’s broader goals, including supporting emergency 
preparedness and maintaining capacity to surge for potential coronavirus resurgence or other health 
care issues. CMS lists the goal of considering timing and pace of policy corrections in light of local and 
regional variations in systems of care and the impact of the COVID-19 pandemic. In order to further 
these goals and ensure beneficiaries’ access to care, ACOG recommends that CMS add, on a Category 
3 basis, all of the services to the Medicare telehealth services list that have been added on an interim 
basis for the duration of the PHE.  
 
ACOG believes that adding services to the Medicare telehealth list on a Category 3 basis will support 
emergency preparedness and provide some flexibility in rural areas where COVID-19 may continue 
spreading even after the PHE ends. Keeping as many services as possible on the telehealth list for the 
duration of the year in which the PHE ends will ensure that patients with limited resources and those in 
rural areas will continue to have access to necessary services. This will also provide CMS and other 



 

4 
 

ACOG Comments CMS 1734-P 

stakeholders the time and ability to collect data on clinical utility of using telehealth for all of these 
services. We believe that this methodology is will provide needed flexibility to health care professionals 
and systems to ensure that patients can receive the care they need. In addition, we recommended that 
CMS take the next step and continue the Medicare telehealth list developed during the PHE after the 
end of the PHE. ACOG continues to believe that removing restrictive telehealth coverage and 
reimbursement policies will improve Medicare beneficiaries’ access to high-quality, patient-centered 
health care.  
 
Comment Solicitation on Medicare Telehealth Services Added on an Interim Basis during the PHE for the 
COVID-19 Pandemic that CMS is Not Proposing to Retain After the PHE Ends 
There are several services that CMS has added to the Medicare telehealth list on an interim basis during 
the PHE that are not proposed for the Medicare telehealth list on a Category 3 basis. As such, coverage 
and reimbursement for these services via telehealth modalities will end when the PHE ends. CMS seeks 
comment on whether any of these services should be temporarily added to the Medicare telehealth 
services list on a Category 3 basis. ACOG recommends that the CPT codes that are needed to provide 
and be reimbursed for consultation services via telehealth should be added to the Medicare 
telehealth services list on a Category 3 basis, including initial hospital care codes (99221-99223). 
Because Medicare does not reimburse for consultation codes, obstetrician-gynecologists and other 
clinicians that perform consultations report these services by billing the most appropriate Evaluation 
and Management (E/M) service. For example, if a clinician is providing an inpatient consultation for a 
hospitalized patient, they are required to report inpatient care codes to be reimbursed. Providing 
inpatient and outpatient consultations via telehealth have been important for reducing the risk of 
infection and conserving personal protective equipment during the PHE, and telehealth consultations 
will continue to be essential even after the PHE ends.  
 
We further recommend that the codes for initial hospital care are considered for permanent inclusion 
on the Medicare telehealth list on a Category 2 basis. Evidence suggests that inpatient telehealth 
services are increasing and may improve patient outcomes.14,15 There are many in which patients may 
require and benefit from inpatient consultation services via telehealth. For instance, some rural 
hospitals may not have a gynecologic oncologist or maternal-fetal medicine physician available to 
evaluate a patient that has been admitted. This consultation could be provided using synchronous 
audio-video technology to ensure that the patient receives the specialized care they need in a timely 
manner. New infectious disease outbreaks or other threats that arise will require clinicians to provide 
inpatient consultation services via telehealth in order to reduce the risk of transmission and conserve 
PPE. Adding these codes to the Medicare telehealth list in the next rulemaking cycle will ensure that 
obstetrician-gynecologists and other clinicians can provide care without waiting for the declaration of a 
PHE or regulatory waivers. 
 
Technical Refinement to the Medicare Telehealth Services List to Reflect Current Coding 
CMS proposes to amend regulations to stipulate that when new codes are issued to replace codes that 
describe the same clinical services that are currently on the Medicare telehealth services list, the agency 
will consider those new codes to be on the Medicare telehealth services list. This will allow CMS to 
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ensure the Medicare telehealth services list is updated in between rule making periods. ACOG supports 
this proposal and urges CMS to finalize it. 
 
Proposed Technical Amendment to Remove References to Specific Technology  
CMS is proposing to eliminate the final sentence of the regulation at § 410.78(a)(3), which prohibits the 
use of “telephones, facsimile machines, and electronic mail systems” for the purposes of furnishing 
Medicare telehealth services because they “do not meet the definition of an interactive 
telecommunications system.”16 The agency proposes to remove this sentence because it is out of date 
and the reference to telephones may be confusing, as smart phones do meet the definition of an 
interactive telecommunications system and can be used for furnishing Medicare telehealth services. 
ACOG supports the proposal to eliminate this sentence and urges CMS to finalize it.   
 
Communication Technology-Based Services (CTBS) 
CMS is proposing to add two new G codes for the use of remote evaluation of recorded video and/or 
images and virtual check-in services. The new codes would be used by non-physician practitioners who 
cannot independently bill for E/M services:  

• G20X0 (Remote assessment of recorded video and/or images submitted by an established 
patient (e.g., store and forward), including interpretation with follow-up with the patient within 
24 business hours, not originating from a related service provided within the previous 7 days nor 
leading to a service or procedure within the next 24 hours or soonest available appointment.);  

• G20X2 (Brief communication technology-based service, e.g. virtual check-in, by a qualified health 
care professional who cannot report evaluation and management services, provided to an 
established patient, not originating from a related service provided within the previous 7 days 
nor leading to a service or procedure within the next 24 hours or soonest available appointment; 
5-10 minutes of medical discussion)  

 
CMS also proposes to value these codes identically to HCPCS codes G2010 and G2012 respectively, due 
to the low value of these services. The agency recognizes that typically they do not value services that 
are furnished by practitioners who cannot independently bill for E/M services equal to services billed by 
physicians and seeks comment on whether they should instead increase the values of G2010 and G2012. 
ACOG supports the creation of these new G codes but we do not believe that they should be valued at 
the same level as the comparable physician service. We recommend that CMS value the new G codes 
identically to the current values of G2010 and G2012 and work with the CPT Editorial Panel and the 
Specialty Society Relative Value Scale Update Committee (RUC) to ensure these services are defined 
and valued appropriately, including potentially increasing the values of G2010 and G2012.  
 
ACOG strongly supports and advocates for the use of team-based care models.17,18 The addition of these 
two new G codes will allow clinicians who cannot independently bill for E/M services to practice at the 
top of their license and fully participate in the remote management of patient care. Reimbursing for 
these services will reduce the burden on physicians and facilitate timely review of data and access to 
care for Medicare beneficiaries.  
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Comment Solicitation on Continuation of Payment for Audio-only Visits 
CMS proposing to discontinue the use of the CPT codes for audio-only telephone E/M services after the 
end of the PHE because the agency does not have the authority to waive the two-way audio/video 
communication requirement for furnishing Medicare telehealth services outside of the PHE. However, 
CMS is seeking comment on whether a code should be developed and valued for a service similar to a 
virtual check-in, but for a longer unit of time and with a higher value that can be used for longer audio-
only visits. CMS is also requesting comment on the appropriate duration interval for such services and 
the work and practice expense resources required as well as whether this should be a permanent policy 
or temporary until a year or some other period after the PHE concludes. ACOG strongly believes that 
the audio-only visits are necessary for the delivery of telehealth equitably.  
 
Audio-only visits have been essential for ensuring obstetrician-gynecologists can connect with all of their 
patients during the pandemic, regardless of their technology limitations. In a recent study of 283 
obstetric patients, the overwhelming majority of patients described their experience as “good” or “very 
good,” and only two patients, less than 1%, difficulty with the visit.19  The allowance of audio-only 
telehealth visits for E/M encounters during the COVID-19 public health emergency has demonstrated a 
preferred method for patients to engage with their physicians, and it is one of the most accessible forms 
of technology available to patients and practitioners.20 Patients have come to expect comprehensive 
E/M services via telephone,  and will continue to do so once the PHE ends. Therefore, we strongly 
recommend that CMS take the necessary steps to ensure coverage and proper payment for audio-only 
E/M-type services under the MPFS.  We recommend that CMS work with the CPT Editorial Panel and 
the RUC to develop and properly value codes for audio-only services that are both longer and more 
complex than virtual check-ins and do not restrict geographic or originating sites.  
 
Comment Solicitation on Coding and Payment for Virtual Services 
CMS is seeking comments on additional services that fall outside of the scope of Medicare telehealth 
services, including those that are inherently not face-to-face and therefore do not need to be on the 
Medicare telehealth services list. CMS also seeks comment on services that use evolving technologies to 
improve patient care that may not be fully recognized by current fee schedule coding and payment as 
well as any comments on any impediments that contribute to health care provider burden and would 
make providers reluctant to bill for communications technology-based services. 
 
Even prior to the PHE, obstetrician-gynecologists report they are increasingly spending their time 
answering patient portal messages and other secure messages from patients. Evidence confirms these 
reports: secure direct messages from patients are a significant driver of stress and burnout for clinicians, 
who have been forced to develop new workflows to accommodate the influx of patient messages.21 
Although some of this time can be billed using existing codes, not all of this time is currently billable. 
Many of these messages require a certain level of medical decision making and therefore cannot be 
answered by auxiliary clinical staff. In order to account for some of these messages, CMS finalized online 
digital E/M or eVisit services (99421-99423) at the RUC-recommended values in the CY 2020 Medicare 
Physician Fee Schedule final rule. We thank the agency for recognizing a growing need for these codes 
and finalizing them.  
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The eVisit codes cannot be billed for patients who are initiating contact with the physician to discuss an 
existing problem for which there was a previous E/M visit. ACOG recognizes that sending lab results and 
other follow-up management tasks are considered to be valued in the E/M service. There are also 
instances where future lab or imaging may show trending information that informs new diagnoses. 
These can allow for messaging that resolves care without the need for further in-person clinical visits. 
After a certain period of time, physicians should be able to bill for the time they take to continue to 
address an ongoing problem with a patient via email or the patient portal. If the physician feels that they 
can manage an ongoing patient problem or related questions via a digital E/M service, they should not 
have to decide between spending valuable time answering the patients’ message or requesting that 
they come into the office, increasing resource use of patient and systems. We recommend that CMS 
consider separate eVisit-type codes for these situations as physicians continue to spend their time 
communicating with patients in a digital format, and to discuss codes with the AMA CPT Editorial 
Panel.  
 
Proposed Clarification of Existing MPFS Policies for Telehealth Services 
In the preamble of the proposed rule, CMS states that when a physician and patient are located in the 
same office or institutional setting, and services are being furnished using telecommunications 
technology (in order to reduce risk of COVID-19 transmission, for example), those services should be 
billed as though they were furnished in-person and the service would not be subject to any of the 
telehealth requirements in section 1834(m) of the Social Security Act or regulations. ACOG requests that 
CMS provide clarification on whether this policy extends past the PHE.  
 
Direct Supervision by Interactive Telecommunications Technology 
Current regulations require that physicians or non-physician practitioners that are directly supervising 
services must be present in the office suite and immediately able to furnish assistance and direction 
throughout the performance of the procedure. The regulations do not require that they are present in 
the room when the service or procedure is being performed. During the PHE, CMS adopted an interim 
policy to allow direct supervision to include virtual presence of the supervising practitioner using 
interactive audio/video real-time communications technology. ACOG agrees with the CMS proposal to 
allow the virtual presence of a supervising practitioner through the later end of the calendar year in 
which the PHE ends or December 31, 2021. This interim policy provides physicians and other 
practitioners with the flexibility to provide direct supervision from alternate locations while also 
ensuring patients receive needed care in a timely manner. 
 
ACOG agrees that it is important to ensure appropriate safety and quality guardrails are in place while 
also not unnecessarily increasing the burden on physicians. Such safeguard initiatives could include; 
mandatory visitation of the procedure site that the practitioner will be supervising, full transparency for 
the patient regarding the licensure and/or certification qualification of the participating practitioners, 
and ensuring the appropriate technological framework is in place to be able to have fully synchronous, 
live audio/video connection.  
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Comment Solicitation on MPFS Payment for Specimen Collection for COVID-19 Tests 
CMS previously finalized that physicians and other practitioners may use CPT code 99211 to bill for 
services furnished incident to their professional services, for both new and established patients, when 
clinical staff assess symptoms and collect specimens for purposes of COVID-19 testing, as long as the 
billing practitioner does not also furnish a higher level E/M service to the patient on the same day. The 
agency seeks comment on whether they should extend or make this policy permanent. ACOG 
encourages CMS to continue this policy through the end of the year in which the PHE ends. Allowing 
practices to bill CPT code 99211 for clinical staff time associated with evaluating symptoms and 
administering a COVID-19 test has helped to recover some of these increased practice costs and ensured 
that they can continue offering in-office COVID-19 testing. ACOG believes that extending this policy will 
ensure that Medicare beneficiaries have access to COVID-19 tests without disrupting the relativity of the 
MPFS. 
 

ACOG Recommendations for Telehealth and Other Services Involving Communications 
Technology: 
• The agency should use its full authority to permanently expand access to telehealth and 

other communication technology-based services. 
• Permanently implement payment parity for telehealth services provided by physicians 

practicing in office settings by paying the higher non-facility rate. 
• Finalize the proposal to add GPC1X and 99XXX to the Medicare telehealth services list 

permanently. 
• Finalize the proposal to create a Category 3 designation for adding services to the Medicare 

telehealth list on a temporary basis through the end of the year in which the PHE ends. 
• Add, on a Category 3 basis, all of the services to the Medicare telehealth services list that 

have been added on an interim basis for the duration of the PHE.  
• Ensure that all codes required to furnish inpatient and outpatient consultation services are 

added to the Medicare telehealth services on a Category 3 basis and consider adding them 
to the telehealth list permanently after the PHE ends. 

• Finalize the proposal to amend regulations to stipulate that when new codes are issued to 
replace codes that describe the same clinical services that are currently on the Medicare 
telehealth services list, the agency will consider those new codes to be on the Medicare 
telehealth services list. 

• Finalize the proposal to eliminate the final sentence of the regulation at § 410.78(a)(3), 
which prohibits the use of “telephones, facsimile machines, and electronic mail systems” 
for the purposes of furnishing Medicare telehealth services. 

• Finalize the proposal to add G20X0 and G0X2 proposing for the use of remote evaluation of 
recorded video and/or images and virtual check-in services by practitioners who cannot 
independently bill for E/M services.  

• Work with the CPT Editorial Panel and the RUC to ensure these services are defined and 
valued appropriately, including potentially increasing the values of G2010 and G2012. 
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• Work with the CPT Editorial Panel and the RUC to develop and properly value codes for 
audio-only services that are both longer and more complex than virtual check-ins. 

• Consider whether separate eVisit-type codes should be developed for the management of 
an ongoing condition for which a physician has in the past furnished an E/M visit but 
ongoing management and communication with the patient is required. 

• Clarify whether the following policy will continue to apply after the end of the PHE: when a 
physician and patient are located in the same office or institutional setting but services are 
being furnished using telecommunications technology (in order to reduce risk of COVID-19 
transmission, for example), those services should be billed as though they were furnished 
in-person. 

• Finalize the proposal to permanently allow direct supervision to include virtual presence of 
the supervising practitioner using interactive audio/video real-time communications 
technology. 

• Extend the following policy through the last day of the year in which the PHE ends: that 
Physicians and other practitioners can use CPT code 99211 to bill for services furnished 
incident to their professional services, for both new and established patients, when clinical 
staff assess symptoms and collect specimens for purposes of COVID-19 testing, as long as 
the billing practitioner does not also furnish a higher level E/M service to the patient on the 
same day. 
 

 

 
II.E Care Management Services and Remote Physiological Monitoring Services 
 
Digitally Stored Data/Remote Physiological Monitoring/Treatment Management Services (RPM) 
During the PHE, CMS finalized several changes to remote physiological monitoring (RPM) services on an 
interim basis. CMS proposes to retain some of these changes permanently, including to allow consent 
for RPM services to be obtained at the time the services are furnished and to allow auxiliary personnel 
to furnish services described by CPT codes 99453 and 99454 under the supervision of a billing physician 
or other practitioner. CPT codes 99453 and 99454 are practice expense only codes that are valued to 
reflect clinical staff time, supplies, and equipment required to begin remote patient monitoring and 
collect patient data. ACOG supports both of these proposals and urges CMS to finalize them.  
 
ACOG is also appreciative of the following clarifications that CMS made in the preamble: 

• RPM services can be furnished to collect and analyze data from patients with both acute and 
chronic conditions outside of the PHE. 

• “Interactive communication” for the purposes of CPT codes 99457 and 99458, which are billed 
for RPM management services, involves, at minimum, a real-time synchronous, two-way audio 
interaction that is capable of being enhanced with video or other types of data transmission.  
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Absent in the proposal is continuing the allowance RPM services to new patients once the PHE ends. The 
agency also will reinstate the requirement that 16 days of data be collected within 30 days to meet the 
requirements to bill CPT codes 99453 and 99454. However, CMS is seeking comment on whether it 
should consider establishing coding and reimbursement provisions that would allow physicians and 
other health care practitioners to bill for RPM services with shorter monitoring periods than the typical 
time outlined in the code. ACOG is supportive of the creation of CPT codes that allow for coverage and 
reimbursement for RPM services when data is collected over a fewer number of days. ACOG 
recommends that CMS work with the CPT Editorial Panel and the RUC to develop codes with intervals 
that serve the needs of patients and their physicians. We believe such codes may be particularly useful 
for RPM services provided to pregnant and postpartum women, since these patients may not require 16 
days of data collection per month but would benefit from shorter monitoring intervals. 
 
An internal analysis revealed that Medicare covered more than 11,000 births in 2018.22 Due to Medicare 
eligibility requirements, pregnant and postpartum people who are covered by Medicare are more likely 
to have comorbid conditions and complications during pregnancy, making access to RPM services 
essential. RPM and text message interventions have been shown to improve the rate of adherence to 
blood pressure monitoring guidelines and reduce the number of unscheduled visits in the postpartum 
period.23 ACOG recommends that all pregnant and postpartum patients have access to remote prenatal 
care services, including RPM, without a long waiting period. We urge CMS to work with the CPT Editorial 
Panel and the RUC to create codes that would meet the needs of pregnant and postpartum women.  
 
In order to ensure that all pregnant and postpartum patients have access to the RPM services they need, 
we recommend that CMS take steps to ensure that at-home blood pressure cuffs and bodyweight 
monitors (scales) are covered under the DME benefit for pregnant and postpartum Medicare 
beneficiaries. ACOG guidance indicates that blood pressure and weight monitoring are essential to 
comprehensive prenatal care and, therefore, coverage of this equipment is medically necessary.24,25 

 
ACOG Recommendations for Care Management Services and Remote Physiological Monitoring 
Services: 
• Finalize the proposal to permanently allow consent for RPM services to be obtained at the 

time the services are furnished. 
• Finalize the proposal to allow auxiliary personnel to furnish services described by CPT codes 

99453 and 99454 under the supervision of a billing physician or other practitioner. 
• Work with the CPT Editorial Panel and the RUC to develop codes that can be billed for RPM 

data collection services that are furnished at different intervals than the current codes 
require. 

• Ensure all pregnant and postpartum beneficiaries have access to covered remote prenatal 
care services, including RPM. 

• Ensure that at-home blood pressure cuffs and bodyweight monitors (scales) are covered 
under the DME benefit for pregnant and postpartum Medicare beneficiaries. 
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II.F. Refinements to Values for Certain Services to Reflect Revisions to Payment for Office/Outpatient 
Evaluation and Management (E/M) Visits and Promote Payment Stability during the COVID-19 
Pandemic 
 
ACOG commends CMS for aligning changes to the office/outpatient E/M visits with the framework 
developed by the CPT Editorial Panel. We appreciate that the agency accepted the RUC 
recommendations for the values of standalone office visits. ACOG believes the new office/outpatient 
E/M code set will reduce administrative burden and more accurately recognize the resources required 
to furnish these services. However, payment increases for office/outpatient E/M services are required 
by statute to be offset by payment reductions to other services so that budget neutrality is maintained. 
These requirements have led to a nearly 11 percent reduction in the conversion factor, which would 
make the 2021 conversion factor lower than the one established in the 1994 MPFS. In addition, many 
physician practices are facing significant financial strain due to the COVID-19 pandemic and resulting 
economic crisis. The reduced conversion factor threatens the continued sustainability of physician 
practices and access to care.  ACOG strongly urges the Department of Health and Human Services and 
CMS to use their authority under the PHE to waive budget neutrality requirements. 
 
Proposals for CY 2021 
Time Values for Levels 2-5 Office/Outpatient E/M Visit Codes 
CMS proposes to adopt the actual total times (defined as the sum of the component times) rather than 
the total times recommended by the RUC for CPT codes 99202 through 99215. The total times 
recommended by the RUC were the median survey times instead of the actual sum of the component 
times. ACOG recognizes total time is typically defined as the sum of the component parts, however, we 
do not support this proposal since it is inconsistent with the RUC survey results and therefore does not 
accurately capture total time for each office/outpatient E/M visit. The RUC recommended that total 
time equal the median total time found when they surveyed the new office/outpatient E/M codes. The 
median total time was captured by asking survey respondents to report the typical time spent three 
days before the office visit, the day of the visit, and within seven days following the visit. The RUC then 
adjusted those times using the median function. ACOG recommends that CMS keeps the total times 
finalized in the CY 2020 MPFS. 
 
Revaluing Services that are Analogous to Office/Outpatient E/M Visits 
Maternity Services 
When CMS finalized the 2021 E/M changes in the CY 2020 Medicare MPFS, the agency did not update 
the global maternity care (MMM) codes commensurate with the increases for office/outpatient E/M 
visits. The MMM codes include up to 14 office/outpatient E/M visits for prenatal and postpartum care, 
with a global period lasting for almost a full year. Based on evidence presented by ACOG, CMS is 
proposing to increase the work RVUs, physician time, and practice expense (PE) inputs in the form of 
clinical staff time associated with the MMM codes by accepting the revaluation recommendation from 
the RUC. The RUC recommended to CMS that the MMM codes be updated to reflect the updated 
office/outpatient E/M values. ACOG commends CMS for reconsidering the values of the MMM codes 
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based on the evidence presented. We strongly support the proposal to increase the RVUs of the 
MMM codes and urge CMS to finalize it.  
 
CMS notes in the preamble of the proposed rule that the MMM codes are unique in both the length of 
the global period and the methodology under which they are valued. We agree with this conclusion. 
Since the MMM codes were valued using the building block methodology, the 13-14 office/outpatient 
E/M services that are valued in the MMM codes directly contribute a certain number of RVUs to the 
total value of the global codes. The agency further asserts that the visits included in the maternity codes 
are actually being furnished given the evidence-based standards and professional guidelines for 
obstetric care. ACOG commends CMS for referring to evidence-based guidance when developing this 
proposal.  
 
Our internal data and published evidence both support the agency’s assertion that the visits valued in 
the MMM codes are being furnished. ACOG conducted an internal study on the average number of visits 
performed per patient throughout the entire episode of maternity care services. Our study population 
was from obstetric practices that are using the ACOG Prenatal Record, which is a documentation 
interface that integrates with a practice’s electronic health record. We began with a sample size of 1000 
pregnancies and limited the query to those that had an at-term birth or a birth occurring on or after 37 
weeks gestation. We then expanded the sample size to 25,616 and removed those outside 1 standard 
deviation and 1.5 standard deviations. The results are as follows: 
 

 Sample Large Dataset +/- 1 Standard 
Deviation 

+/- 1.5 Standard 
Deviation 

Number of Pregnancies 585 25,616 16,700 21,508 
Average number of outpatient 
visits completed 

12.64 11.72 12.85 12.52 

Median number of outpatient 
visits completed 

13 13 13 13 

 
There are also robust, published studies that support our internal results. Researchers at the National 
Center for Health Statistics found that 77 percent of women who gave birth in 2016 initiated prenatal 
care during their first trimester of pregnancy and more than 75 percent of women received at least 
adequate prenatal care.26 Adequate prenatal care is defined as receiving 80-110 percent of the ACOG 
recommended visits, as adjusted by gestational age at prenatal care initiation.27  68 percent of women 
covered by Medicaid initiated prenatal care in their first trimester of pregnancy. Further, 88.1 percent of 
women who began prenatal care during the first trimester had at least adequate prenatal care, 
indicating that women who begin prenatal care during the first trimester are very likely to continue it 
throughout their pregnancy.28  

The FY 2018 results of the postpartum care measure in the Medicaid Adult Core set indicate that that 
58.5 percent of women covered by Medicaid had a postpartum visit between 21 and 56 days after 
delivery. ACOG believes that this measure from the Adult Core Set does not provide complete data on 
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postpartum visit attendance, since ACOG guidance recommends that women have their comprehensive 
postpartum care visit between 4 and 12 weeks postpartum.29 Our guidance further indicates that all 
women should have contact with their maternal care provider within the first three weeks 
postpartum.30 As a result, we can conclude that many women have postpartum check-ins before 21 days 
postpartum and comprehensive visits after 56 days postpartum, therefore more than 58 percent of 
women on Medicaid have a postpartum care visit after delivery. Altogether, these data reveal that most 
pregnant and postpartum women are regularly attending their office/outpatient E/M visits.  

Finally, CMS notes that this proposal is consistent with the agency’s broader focus on improving 
maternal health and birth outcomes, and the proposed changes would account for additional work and 
resources involved in improving care for this patient population. ACOG strongly agrees with CMS. As our 
nation faces a persistent and unacceptable maternal mortality crisis, it is essential that our policies are 
designed to improve access to maternity care and invest in maternal health. Because Medicaid 
programs, TRICARE, and private payers base their payment rates off of the RVUs established by CMS in 
the MPFS, this proposal will improve access for pregnant and postpartum patients beyond just Medicare 
beneficiaries. The proposal to increase the RVUs of the MMM codes demonstrates CMS’s commitment 
to improving maternal health and supporting women’s health practitioners. ACOG strongly 
recommends that CMS finalize this proposal. 
 
Global Surgical Codes 
ACOG notes that CMS proposes to update the values of several other codes that have valuations not 
derived from a direct crosswalk of office/outpatient E/M codes. This notwithstanding, CMS did not 
propose to update the value of the global surgical codes, which also include office/outpatient E/M 
services. Based on the proposals in the proposed rule, ACOG believes that the methodology CMS is using 
to determine which codes to update is inconsistent, including applying a different standard to the global 
surgical codes. We strongly recommend that CMS apply the office/outpatient E/M increases uniformly 
throughout the MPFS, including by updating the value of the global surgical codes. A failure to do so 
will be harmful to the health and lives of women, including women with cancer. 
 
Historically, the global surgery code values are updated to reflect changes to the office/outpatient E/M 
vales. This is essential for maintaining equitable value and relativity within the fee schedule, since the 
global surgery codes are valued to include office/outpatient E/M services. Despite the ongoing global 
COVID-19 pandemic and accompanying economic recession, CMS again did not propose to update the 
value of the global surgery codes in the CY 2021 proposed rule and is instead moving forward with 
significant cuts to surgical services. The resulting payment reductions for surgical services, including 
gynecologic surgery, will jeopardize access to care for our patients and threaten the already uncertain 
future of obstetrics and gynecology practices. ACOG strongly urges CMS to stop the forthcoming 
payment cuts for surgical services.  
 
Evidence indicates that women beneficiaries of Medicare and Medicaid experience care delays in 
receiving treatment for gynecologic cancer, as compared to their privately insured counterparts.31  The 
care delays were longest in patients covered by Medicaid, indicating that payment rates have a direct 
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impact on access to care for Medicare and Medicaid beneficiaries.32 Evidence also indicates that 
payment rates have a direct impact on clinicians’ decisions to participate in Medicare and Medicaid, and 
therefore these payment reductions may force clinicians to end participation or limit the number of 
publicly insured patients for whom they  care.33 Because Medicaid programs, TRICARE, and private 
payers all base their payment rates off of those established by CMS in the MPFS, these cuts will 
negatively impact access to care for women beyond the Medicare beneficiary population. Accordingly, 
CMS’s devaluing of surgical care may result in care delays for women seeking surgical treatment for 
malignant disease, which could negatively impact health outcomes for patients across the country. 
 
Obstetrician-gynecologists report that their practices were suffering financially even before the onset of 
the COVID-19 pandemic. ACOG is deeply concerned that these cuts to surgical services will lead to the 
widespread shuttering of independent obstetrics and gynecology practices, which would further erode 
access to timely health care and increase health care prices. Due to the COVID-19 pandemic, 
obstetrician-gynecologists followed recommendations from CMS to delay non-urgent surgeries and 
other services, significantly reducing the number of services for which they bill. One study found that 
the number of visits to ambulatory practices declined by nearly 60 percent between February and April, 
with even larger declines among surgical and procedural specialties.34 Most practices have struggled to 
recuperate this lost revenue, and surgeons report that one-in-three private surgical practices is at risk of 
closing permanently due to the dramatic financial impact of the COVID-19 crisis.35 An internal analysis 
revealed that gynecologic surgeons will experience payment cuts of over 7 percent in 2021. 
Independent obstetrics and gynecology practices will not be able to withstand additional financial 
strain on their practices in 2021. Diminution in the number of these practices will have greatest impact 
on geographic areas not located in the vicinity of a health care system or hospital, resulting in barrier to 
access and potential increased cost of care due to lack of timely medical intervention. 
 
By failing to update the value of the global surgical codes, CMS is also disrupting relativity in the MPFS 
and devaluing gynecologic surgery, including surgeries for women with cancer. Changing the values for 
some office/outpatient E/M services but not others will disrupt the relativity between codes across the 
MPFS, which was mandated by Congress in 1992 and the agency otherwise strives to maintain. E/M 
services have been revalued three times since the inception of the fee schedule – in 1997, 2007, and in 
2011. In these instances, when payments were increased for office/outpatient E/M services, CMS also 
increased the bundled payments for corresponding post-operative visits in the global period. 
Hysterectomies, the most common of the surgeries for the Medicare population, require at least 2 office 
visits. It is imperative that the work provided by physicians during office visits, preventing post-operative 
complications and ensuring long-term improved health outcomes, is equally recognized across patient 
populations and physician specialties.  
 
CMS is also creating specialty differentials by paying some physicians less for providing the same 
office/outpatient E/M service. Per the Medicare statute, CMS is prohibited from paying physicians 
differently for the same work, and the “Secretary may not vary the . . . number of relative value units for 
a physicians’ service based on whether the physician furnishing 2 the service is a specialist or based on 
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the type of specialty of the physician.”36 It is vital that CMS apply the updated office/outpatient E/M 
values uniformly across specialties and the MPFS.  
 
CMS also cites ongoing data collection efforts as the reason for not applying the updates to the global 
surgery codes. ACOG has significant reservations with the methodology that RAND used to collect the 
data to which CMS is referring. However, regardless of whether we agree with the results of the RAND 
studies, ACOG does not believe that choosing not to update the value of the global surgery codes is the 
appropriate way for CMS to address its concerns about postoperative visits being furnished. Instead of 
taking the appropriate steps to ensure the global surgery codes are valued fairly, the agency is reducing 
the value of these codes by an arbitrary number of RVUs that are not at all related to the time and 
intensity required to furnish the service, further disrupting relativity.  
 
ACOG is strongly opposed to the decision not to update the global surgery codes and we again urge 
the agency to stop the forthcoming payment cuts for these services.  A failure to do so will have 
profoundly negative effects on the health and lives of women in this country, including those who 
experience cancer and gynecological disorders.  
 
Comment Solicitation on the Definition of the HCPCS code GPC1X 
CMS is soliciting comments providing additional, more specific information regarding what aspects of 
the definition of HCPCS add-on code GPC1X are unclear, how the agency may address those concerns, as 
well as refine utilization assumptions for the code. ACOG continues to be very concerned about the 
definition and impact of the GPC1X add-on code on the conversion factor estimations, and we 
strongly recommend against implementing this add-on code in 2021 as currently defined. 
 
ACOG does not believe that an add-on code is required to accurately capture the resources necessary to 
furnish office/outpatient E/M services that are part of ongoing related care to a single, serious, or 
complex chronic condition. The new office/outpatient E/M codes were created by the CPT Editorial 
Panel and valued by the RUC with the express purpose of accurately capturing the resources required to 
furnish all office/outpatient E/M services. This new code set is supported across medical specialties. 
There are already several codes that capture the additional time spent coordinating patient care, 
collaborating with other physicians, and communicating with patients. For example, online digital 
management services, chronic care management services, transitional care management services, and 
the prolonged office/outpatient E/M services codes all capture this time and work.   
 
We also note that the description of GPC1X is unclear and CMS uses several undefined terms in the 
descriptor. Further, ACOG objects to the use of GPC1X in the utilization estimations, as CMS has not 
adequately explained how they arrived at the utilization assumptions, indicating that proper coding and 
billing for GPC1X remains unclear. The RUC estimates that the utilization estimates for GPC1X are 
contributing at least 3 percent of the total 11 percent reduction in the conversion factor for 2021. 
Therefore, this add-on code, without clear definition, is worsening forthcoming payment cuts for 
surgeons and many other health care practitioners due to its impact on the conversion factor.  
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Previous experience indicates that overestimating utilization of GPC1X will lead to long term negative 
impacts on physician spending. In 2013, CMS overestimated the utilization of the transitional care 
management (TCM) codes, which subsequently resulted in an overestimated budget offset of about 
$700 million in 2013. CMS subsequently removed the offset from the MPFS permanently. ACOG is very 
concerned that, similar to the TCM codes, the overestimation of GPC1X will negatively impact the MPFS 
in the years to come. Given the lack of definition of  GPC1X, ongoing confusion regarding the 
appropriate use of the code, and the significant negative impact that GPC1X has on the conversion 
factor, ACOG firmly requests that CMS refrain from implementing this add-on code in 2021.  
 

ACOG Recommendations for Refinements to Values for Certain Services to Reflect Revisions to 
Payment for Office/Outpatient Evaluation and Management (E/M) Visits : 
• Use authority provided under the PHE to waive budget neutrality requirements for the new 

office/outpatient E/M services. 
• Do not finalize the proposal to change the total times for the office/outpatient E/M visits 

from the previously finalized recommendations. 
• Finalize the proposal to increase the values of the global obstetric codes commensurate 

with the increases for the new office/outpatient E/M codes. 
• Apply the office/outpatient E/M updates uniformly across the MPFS and across specialties, 

including by increasing the value of the global surgical codes to reflect the increases in the 
office E/M services. 

• Do not implement the GPC1X add-on code in 2021 and instead work with the CPT Editorial 
Panel to accurately define and value this code 

 

 
II.G. Scope of Practice and Related Issues 
 
CMS is seeking comment on whether to extend a variety of flexibilities implemented during the PHE on a 
temporary basis or make them permanent. ACOG strongly supported the flexibilities that CMS has put in 
place for the duration of the PHE. We commend the agency for its swift action to respond to the COVID-
19 pandemic and for seeking comments regarding the future of these regulatory flexibilities.  
 
Teaching Physician and Resident Moonlighting Policies 
Supervision of Residents in Teaching Settings through Audio/Video Real-Time Communications 
Technology 
CMS is considering whether to continue to allow teaching physicians to supervise using audio-video real-
time communications technology after the end of the PHE. CMS seeks comment on how this policy 
would support patient safety, ensure burden reduction without creating risks to patients, avoid 
duplicative payment between the MPFS and the inpatient prospective payment system (IPPS) for 
general medical education (GME) programs, and support emergency preparedness. ACOG recommends 
that CMS extend the policy to allow teaching physicians to supervise using audio-video real-time 
communications technology through the end of the year in which the PHE ends.  
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We agree with CMS that this policy has allowed physician practices and health care systems to reduce 
the risk of COVID-19 infection for health care professionals and patients. For example, some supervising 
physicians can stay home and provide supervisory services to residents for a few weeks at a time to 
reduce their risk of being infected with COVID-19. Some health systems used this flexibility to rotate 
which supervising physicians were in the hospital and ensure that the whole work force would not be 
sick at the same time. Research also indicates that remote supervision of residents via audio/video 
technology can enhance training and resident education in some respects.  
 
As we have noted for other flexibilities that CMS put in place during the PHE, the ability to provide 
supervisory services via audio/video technology is particularly important in rural and other areas with 
physician shortages. Maintaining this flexibility through the end of the year in which the PHE ends will 
provide these systems and communities with some transition time to ensure continued access to care.  
Research also indicates that remote supervision using audio/video technology provides readily available 
guidance to trainees and can enhance education related to patient communication and non-verbal 
cues.37 Barriers to successful remote training include sufficient training in remote supervision, 
administration issues, and physical barriers to examinations.38 Accordingly, ACOG believes that remote 
supervision is a useful tool during crisis but additional consideration and data gathering should occur 
before this flexibility is made permanent. We agree with the CMS’ proposal to extend this flexibility 
during the crisis.  
 
Virtual Teaching Physician Presence during Medicare Telehealth Services 
CMS adopted a policy on an interim basis to allow Medicare to make payment under the MPFS for 
teaching physician services when a resident furnishes Medicare telehealth services while a teaching 
physician is present using audio/video real-time communications technology. The agency seeks 
comment on whether this policy should be extended on a temporary basis or be made permanent. In 
order to improve emergency preparedness, ACOG recommends that this policy be made permanent.  
Similar to remote supervision, it seems unlikely that virtual teaching and telehealth would be 
appropriate for supervising all residents (at various education levels). It is possible that CMS will need to 
refine this policy in future rulemaking periods, and we recommend that the agency work with various 
physician specialties to determine if additional guardrails need to be put in place. Generally, and in the 
short term, if the service can be provided via telehealth, there would not be a physical exam or 
procedure that the supervisory physician may need to be physically present for, and therefore we 
believe the supervisory activities could also be performed via telehealth. 
 
Additionally, ACOG believes that making this policy permanent would reduce the risk of exposure and 
improve emergency preparedness for future crises. Public health experts have warned that COVID-19 
may not be our only global pandemic in the coming years.39,40 As we discussed previously in our 
telehealth comments, obstetrician-gynecologists have expressed that they believe our health care 
coverage policies must be made more flexible in the event of a crisis. We believe that permanently 
allowing remote supervision Medicare telehealth services will ensure access to ongoing services for 
patients, protect the health of the clinical workforce, and allow practitioners and health systems to 
respond quickly when future crises arise. ACOG recommends that CMS permanently allow supervision 
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of resident physicians via audio/video real-time communication technology and that CMS request 
additional input from the medical community to determine if refinement of the policy is warranted.  
 
Resident Moonlighting in the Inpatient Setting 
CMS amended the resident moonlighting policy for the PHE by allowing residents that are performing 
services that are not related to their approved graduate medical education (GME) program and are 
furnished to inpatients of a hospital in which they have their training program are separately billable 
physicians’ services. For example, if an obstetrician-gynecologist resident physician was assigned to care 
for patients in the intensive care unit during the COVID-19 pandemic and the services rendered were not 
related to the resident’s training in obstetrics and gynecology, those critical care services would be 
separately payable by Medicare under the PHE. CMS indicates in the proposed rule that they are 
concerned this policy may pose risks to program integrity, but also may help maintain surge capacity and 
a fully functional clinical workforce in the event of COVID-19 resurgence that occurs after the end of the 
PHE. ACOG recommends that this policy be extended through the end of the year in which the PHE ends 
in order to maintain surge capacity for a transition period after the end of the PHE. We recommend the 
agency determine how this policy can be quickly reinstated during future PHEs so that health systems 
do not have to await regulatory action. 
 
 ACOG Recommendations for Scope of Practice and Related Issues: 

• Extend the policy to allow teaching physicians to supervise using audio-video real-time 
communications technology through the end of the year in which the PHE ends.  

• Permanently allow Medicare to make payment under the MPFS for teaching physician 
services when a resident furnishes Medicare telehealth services while a teaching physician is 
present using audio/video real-time communications technology. 

• Extend the policy to allow residents that are performing services that are not related to their 
approved GME program and are furnished to inpatients of a hospital in which they have 
their training program are separately billable physicians’ services through the year in which 
the PHE ends. 

 

 
II.H. Valuation of Specific Codes  
 
Proposed Valuation for Specific Codes for CY 2021 
Computer Mapping of Cervix Uteri (CPT Code 57XX0) 
CMS proposed to accept the RUC recommended work value of 0.81 and the direct practice expense 
inputs for the newly created CPT Code 57XX0 Computer-aided mapping of cervix uteri during colposcopy, 
including optical dynamic spectral imaging and algorithmic quantification of the acetowhitening effect. 
CMS is seeking comments on a new medical supply indicated on the PE spreadsheet; a computer-aided 
spectral imaging system (colposcopy) disposal speculum. First, CMS proposed to change the name of 
this new supply item to “disposable speculum, medium” (SD337).  Second, CMS is seeking comments on 
why other disposable speculums at a lower price could not be used for this procedure.   ACOG does not 
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oppose CMS proposed name change.  We do however feel strongly that the speculum referenced is 
typical.  The coating on the plastic that enhances the image is necessary, and without its light reflection 
on plastic interferes with the image processing. ACOG urges CMS to accept the PE supply item as it was 
originally submitted for CPT code 57XX0. 
 
Colpopexy (CPT Codes 57282 and 57283) 
57282 
CMS disagreed with the RUC recommended work RVU of 13.48 for CPT Code 57282 and proposed a 
work RVU of 11.63.  
 
The Proposed Rule text did not discuss the RUC’s compelling evidence rationale for why this service was 
presently misvalued. First, the change in technology is due to functional MRI studies which provide more 
information on the essential steps. The functional MRI studies have increased what is known about 
pelvic organ prolapse and what structures are important to successful repair. In addition, the extent of 
dissection required to engage these target ligaments and tissues as well as the importance of suturing 
the tissues with more precision is now standardized. Furthermore, the technique now is different, 
mostly in that the support sutures are placed at multiple points of attachment, which has increased the 
intra-service time. Also, extensive dissection is required to isolate the sacrospinous ligament increases 
risk of trauma and debilitating complications due to the proximity of the sacrospinous ligament to the 
pudendal nerve and vessel. 
 
The RUC recommendation was based on the 25th percentile work RVU from robust survey results and 
favorable comparison to the top key reference service, CPT code 57260 Combined anteroposterior 
colporrhaphy, including cystourethroscopy, when performed; (work RVU = 13.25, 90 minutes intra-
service time and 241 minutes total time), and MPC code 52601 Transurethral electrosurgical resection of 
prostate, including control of postoperative bleeding, complete (vasectomy, meatotomy, 
cystourethroscopy, urethral calibration and/or dilation, and internal urethrotomy are included) (work 
RVU = 13.16, 75 minutes intra-service and 236 minutes total time), and reference code 55873 
Cryosurgical ablation of the prostate (includes ultrasonic guidance and monitoring) (work RVU = 13.60, 
100 minutes intra-service and 274 minutes total time). The RUC agreed that the higher intra-service and 
total time as well as the additional post-operative (99213) visit for code 57282 justifies the higher work 
value.  
 
CMS accepts the RUC work RVU increment between these two codes (0.03) yet disagrees with the RUC 
recommended work RVUs for codes 57282 and 57283. CMS argues that it is appropriate to reduce the 
work RVU for code 57282 based on the value proposed by the RUC, yet also agrees that it is appropriate 
to recalibrate the work RVU for code 57282 relative to the RUC’s recommended difference in work 
between this code and code 57283. This is a flawed valuation methodology.  
 
It is important to note that the current time source for CPT code 57282 is from the Harvard studies. The 
crosswalk or methodology used in the original valuation of this service is unknown. CPT code 57282 has 
never been surveyed by the RUC. The current times for this service are over 25 years old from the 
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Harvard study and not valid for comparison. The intraservice work per unit of time (IWPUT) for the 
current times and work RVU (0.014) is not that much higher than the intensity for pre-service 
scrub/dress/wait time, which strongly implies the current total times are inflated relative to the current 
work RVU and not valid for comparison to the new times.  
 
Using an incremental approach in lieu of survey data, strong crosswalks, and input from the RUC and 
physicians providing these services is unjustified.  Valuing services by increment is flawed and 
inaccurately treats all components of the physician time as having identical intensity and is incorrect.  
ACOG urges CMS to accept a work RVU of 13.48 for CPT code 57282 and asks that CMS finalize the 
RUC-recommended direct PE inputs. 
 
57283 
CMS disagreed with the RUC recommended work RVU of 13.51 and proposed the current work RVU of 
11.66. 
 
Again, the Proposed Rule text did not discuss the RUC’s compelling evidence rationale for why this 
service was presently misvalued. First, the change in technology is due to functional MRI studies which 
provide more information on the essential steps. Similar to 57282, the functional MRI studies have 
increased what is known about pelvic organ prolapse and what structures are important to successful 
repair. In addition, the extent of dissection required to engage the target ligaments and tissues as well 
as the importance of suturing the ligaments with more precision and at multiple sites is now 
standardized. Additionally, the extensive dissection that is required to isolate the uterosacral ligament 
increases risk of trauma and debilitating complications due to the proximity of the uterosacral ligament 
to the ureter. Thus, the ureter must be checked to confirm that it has not been trapped or kinked in the 
repair. The RUC agreed that there was compelling evidence that there had been a change in the 
physician work necessary to perform this service due to a change in technique and knowledge of the 
problem. The compelling evidence is also strongly supported by documentation in the peer-reviewed 
medical literature.   
 
The RUC recommendation was based on the 25th percentile work RVU from robust survey results and 
favorable comparison to the top key reference code 57260 Combined anteroposterior colporrhaphy, 
including cystourethroscopy, when performed; (work RVU = 13.25, 90 minutes intra-service time and 241 
minutes total time) and reference code 55873 Cryosurgical ablation of the prostate (includes ultrasonic 
guidance and monitoring) (work RVU = 13.60, 100 minutes intra-service and 274 minutes total time). 
The RUC also noted that the significantly higher intra-service time and additional post-operative (99213) 
visit upholds its recommendation for the survey 25th percentile work RVU as supported by the survey.  
CMS compared code 57283 to reference codes 19350 Nipple/areola reconstruction (work RVU = 9.11 
and total time of 229 minutes) and 47563 Laparoscopy, surgical; cholecystectomy with cholangiography 
(work RVU = 11.47 and 238 minutes of total time). CMS is incorrect in proposing a work RVU of 11.66 
based on referencing codes 19350 and 47563. For example, a nipple reconstruction procedure, CPT code 
19350, involves an incision made externally on the breast to dissect a small amount of tissue at the site 
where the nipple will be made. The surgical site is external to the body without proximate anatomical 
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structures that would be affected by a subcutaneous incision. In fact, code 19350 can be performed 
under local anesthesia and is performed in the office setting 19% of the time. With nipple 
reconstruction, the surgeon takes the area freed by the incision and then forms it into a nipple shape 
and small sutures are then used to secure the form. With code 57283, the surgical site is internal and in 
a confined anatomic space close to the elements of the urinary tract that needs to be avoided when 
dissecting tissue. As stated above, code 57283 requires extensive dissection to engage different levels of 
the ligament for multiple site attachment of the vaginal apex and would never be performed under local 
anesthesia or in the office. 
 
Similarly, CPT code 47563 does not include the amount of dissection and tissue reattachment that code 
57283 does. CPT code 47563 involves excision of tissue through a laparoscope, not rebuilding a pelvic 
floor.  
 
CMS based their proposed work RVU from the survey decrease in total time.  However, CMS also stated 
that since total time had decreased and the intensity had increased due to the change in technique and 
knowledge necessary to perform the service, it was proposed to maintain the current work RVU of 11.66 
instead of the RUC recommended work RVU of 13.51 to account for these decreases in time, while still 
accounting for the increase in intensity. We strongly disagree with the CMS statement that the 
decreased total time for code 57283 should result in a lower work value than the RUC recommendation. 
Although the current times of code 57283 have changed, the overall intensity and complexity have 
increased significantly. ACOG urges CMS to accept a work RVU of 13.51 for CPT code 57283 and asks 
that CMS finalize the RUC-recommended direct PE inputs. 
 
Laparoscopic Colpopexy (CPT Code 57425) 
CMS did not accept the RUC recommendations for CPT Code 57425 Laparoscopy, surgical, colpopexy 
(suspension of vaginal apex).  CMS disagreed with the RUC recommended work RVU of 18.02, the 25th 
percentile, rather proposed the current work RVU of 17.03 based on the total time ratio between the 
current total time of 404 minutes and the recommended survey total time of 351 minutes.  ACOG 
strongly disagrees with the Agency’s statement that the decreased total time for code 57425 should 
result in a lower work value than the RUC recommendation.  ACOG does not agree with the adjusted 
value for code 57425, which is being derived by a flawed methodology. Using a total time ratio approach 
in lieu of survey data, strong crosswalks, and input from the RUC and 104 obstetricians/gynecologists 
and urologists providing these services is not appropriate. Although the survey total time for code 57425 
has changed according to survey data, the intra-service time to perform this service has increased 
significantly.  
 
The Proposed Rule text did not discuss the RUC’s compelling evidence rationale for why this service was 
presently misvalued, which suggests CMS may have missed considering this rationale. For code 57425, 
surgical techniques and technology have changed drastically. Specifically, the technique is now much 
more standardized than when this service was last surveyed in 2003. The technique was refined and 
limited the number of meshes that are now available. This decreased the complication rate and has 
changed the physician work. Functional MRI studies have provided more information on the essential 
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steps. The functional MRI studies have increased what is known about pelvic organ prolapse and what 
structures are important for successful repair. Additionally, new information on complications have 
shown which mesh types to use and the proper way to attach them to the vagina and the sacrum 
(permanent, monofilament). Avoiding these complications requires more extensive dissection of both 
sites to identify the lumbar disk and to reperitonealize the mesh. Extending dissection down to the 
bladder neck anteriorly and to the perineal body posteriorly with increased sutures to secure mesh 
attachment to the vagina has been shown to avoid additional complications. This dissection is difficult 
and requires more time, as shown in the robust RUC survey. CMS’ rationale to recommend a lower work 
RVU for code 57425 based on a flawed methodology and on the decrease in total time is completely 
unjustifiable. 
 
Furthermore, CMS compares code 57425 to reference codes 26587 Reconstruction of polydactylous 
digit, soft tissue and bone (work RVU = 14.50 and total time of 401 minutes) and 20696 Application of 
multiplane (pins or wires in more than 1 plane), unilateral, external fixation with stereotactic computer-
assisted adjustment (e.g., spatial frame), including imaging; initial and subsequent alignment(s), 
assessment(s), and computation(s) of adjustment schedule(s) (work RVU = 17.56 and 468 minutes of 
total time). CMS is incorrect in proposing the current work RVU of 17.03 when referencing codes 26587 
and 20696 because both procedures are performed on an external part of the body. With code 26587, 
the physician is removing an external amount of tissue that includes bone and could be considered a 
sixth toe or finger. There are not any close major blood vessels or an entire nerve plexus that must be 
avoided. No devices are used and attached internally to tissue. There is no anatomy, like the retropubic 
space which is difficult to dissect due to the overlying bowel, with large major vessels and the pelvic 
nerve plexus mere millimeters away. CPT code 57425 involves the placement of a synthetic mesh which 
must be performed properly to avoid erosion into a viscus, causing permanent long-term harm and 
multiple follow up surgeries. Excision of external tissue and bone has little risk to other organs or 
permanent disability. 
 
CPT code 20696 is fixating an external metal frame onto someone’s leg, which involves less risk and 
more space and visualization to perform the surgical procedure.  
 
The RUC recommendation for CPT code 57425 was based on the survey 25th percentile work RVU from 
robust survey results of 104 obstetricians/gynecologists and urologists as well as a favorable comparison 
to both top key reference codes 58572 Laparoscopy, surgical, with total hysterectomy, for uterus greater 
than 250 g; (work RVU=17.71 and intra-service time of 120 minutes) and 49655 Laparoscopy, surgical, 
repair, incisional hernia (includes mesh insertion, when performed); incarcerated or strangulated (work 
RVU= 16.84 and intra-service time of 150 minutes) as well as reference codes 69930 Cochlear device 
implantation, with or without mastoidectomy (work RVU= 17.73, intra-service time of 180 minutes, and 
total time of 387 minutes) and 42420 Excision of parotid tumor or parotid gland; total, with dissection 
and preservation of facial nerve (work RVU= 19.53, intra-service time of 180 minutes, and total time of 
383 minutes). Additionally, the RUC agreed that both reference codes 66930 and 42420 appropriately 
bracket the survey code, again warranting the survey 25th percentile RUC recommended work RVU. 
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ACOG urges CMS to accept a work RVU of 18.02 for CPT code 57425 and asks CMS to finalize the RUC-
recommended direct PE inputs for CPT code 57425. 
 
Bundled Payments under the MPFS for Substance Use Disorders (HCPCS codes G2086, G2087, and 
G2088) 
CMS is proposing to expand the previously finalized bundled payments for office-based treatment for 
opioid use disorder to be inclusive of other substance use disorders (SUDs). The agency also notes that 
these codes were previously added to the Medicare telehealth list. CMS is seeking comments on 
whether there are varying resource costs associated with the treatment of various SUDs and therefore if 
there is a need for more stratified coding to describe these services.  
 
ACOG commends CMS for expanding access to office-based treatment services for SUDs. We appreciate 
that CMS continues to collect information from the physician community on this issue and that the 
agency has incorporated our feedback when developing and finalizing these codes previously. However, 
we remain concerned that the existing bundled and add-on codes do not adequately recognize real 
differences in patients’ needs and the different mix of services that may be required to meet those 
needs. For instance, according to ACOG guidance, pregnant and postpartum women with OUD and 
other SUDs often require more frequent medication adjustments, counseling, and/or therapy.41 It is also 
likely that, if a pregnant woman is being treated by an addiction specialist, that physician will need to 
spend significantly more time coordinating with the woman’s obstetrician-gynecologist, primary care 
physician, and other medical personnel. ACOG is concerned that without risk stratification, physicians 
treating pregnant and postpartum women, as well as other high-risk, high-need patients, will not receive 
adequate payment for the time and intensity required to furnish these services. This could reduce access 
to office-based treatment for SUDs for these patients. To ensure that all beneficiaries who seek 
treatment for SUD are able to access it, payments for OUD treatment must be risk stratified to support a 
higher level of services that may be required by beneficiaries with more complex needs.  
 
ACOG recommends that each of the proposed codes for office-based SUD treatment be proposed to 
the CPT Editorial Panel and surveyed by the RUC. This will ensure these codes are made permanent and 
are properly valued. ACOG continues to believe that establishing proper payment for SUD treatment 
services is essential to ensuring beneficiaries’ access to quality care. Additionally, ACOG strongly 
recommends that office-based treatment for OUD in pregnant and postpartum women not be 
considered part of the existing global obstetric codes. Ob-gyns who are providing antepartum, 
intrapartum, and/or postpartum care, as well as providing office-based OUD treatment must be able to 
bill both the global obstetric code and the proposed bundled code for OUD treatment.   
 

ACOG Recommendations for Valuation of Specific Codes:  
• Accept the PE supply item as it was originally submitted for CPT code 57XX0. 
• Accept a work RVU of 13.48 for CPT code 57282 and finalize the RUC-recommended direct PE 

inputs. 
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• Accept a work RVU of 13.51 for CPT code 57283 and finalize the RUC-recommended direct PE 
inputs. 

• Accept a work RVU of 18.02 for CPT code 57425 and the RUC-recommended direct PE inputs. 
• Propose office-based SUD treatment be proposed to the Work with the CPT Editorial Panel and 

RUC for the proposed office-based SUC treatment codes, and do not consider the codes as part 
of the existing global obstetric codes. 

 

 
Section II.I.: Modifications related to Medicare Coverage for Opioid Use Disorder (OUD) Services 
Furnished by Opioid Treatment Programs (OTPs) 
 
ACOG supports CMS’ proposal to add naloxone to the definition of medication for OUD treatment 
services. Naloxone is an FDA-approved treatment for OUD and should be utilized and reimbursed as 
such in opioid treatment programs (OTPs). This proposal increases access to an emergency treatment 
for the opioid crisis, which squarely aligns with the objectives of the Medicare program.  
Regarding CMS’ interest in potentially adding overdose education to the definition of OUD treatment 
services, ACOG believes doing so would empower people in the event they come across someone 
experiencing an overdose. Overdose education is a key component to lessen the effects of our nation’s 
opioid crisis and ACOG strongly urges CMS to explore all opportunities available to ease this crisis. 
As an organization with a mission dedicated to protecting access to comprehensive women’s health 
services, ACOG asks CMS to ensure that these bundled payment rates do not preclude access to SUD 
services for pregnant women with SUD, particularly considering that overdose is a leading cause of 
preventable maternal deaths. New research has found that many women, especially pregnant women, 
face significant barriers to accessing opioid use disorder treatment due to the high costs, and therefore 
CMS should align the payment rates accordingly to support this treatment. Opioid use disorder 
medications have proven to improve birth outcomes, ultimately creating a healthier environment and 
reducing long-term care costs.42  
 
In response to the COVID-19 pandemic, CMS has created flexibilities for increased access to care with 
appropriate billing, which is critically important since statistics of opioid-related overdoses have been 
increasing during the public health emergency (PHE).43 ACOG encourages CMS to allow the add on 
codes to the bundled payment rates for OUD treatment services be continually offered through 
telehealth, including audio and video visits, after the expiration of the public health emergency. This 
innovative care has proven to benefit patients seeking OUD treatment, particularly for those in rural 
communities.44 Even once the public health emergency ends, patients may prefer to maintain this 
treatment virtually. 
 

ACOG Recommendations for Modifications related to Medicare Coverage for Opioid Use Disorder:  
• Finalize the proposal to include Naloxone in the definition of OUD treatment services. 
• Explore all opportunities to provide education for OUD. 
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• Finalize the add-on payment codes for OUD treatment medication naloxone as permanent 
billing codes after the PHE. 

 
 

 
III.C Payment for Principal Care Management (PCM) Services in Rural Health Centers (RHCs) and 
Federally Qualified Health Centers (FQHCs) 
 
CMS is proposing to allow rural health centers (RHCs) and federally qualified health centers (FQHCs) to 
bill for principal care management (PCM) services, which are services furnished to manage a single high-
risk disease or complex condition. RHCs and FQHCs are vital sources of comprehensive primary care 
services for women in underserved communities.45 Allowing health centers to bill for PCM services will 
improve access to care for patients with high-risk conditions and the financial stability of the centers 
caring for these patients. Accordingly, ACOG supports the proposal to allow FQHCs and RHCs to bill for 
PCM services. 
 
 ACOG Recommendation: Finalize the proposal to allow RHCs and FQHCs to bill for PCM services. 
 

 
Section III.E.: Comprehensive Screenings for Seniors: Section 2002 of the Substance Use-Disorder 
Prevention that Promote Opioid Recovery and Treatment for Patients and Communities Act (SUPPORT 
Act)  
 
ACOG supports CMS’ proposal to add screening for potential substance use disorders (SUDs) and a 
review of any current opioid prescriptions to the Senior’s Initial Preventive Physical Examination (IPPE) 
and Annual Wellness Visit (AWV). These additional screenings allow physicians to intervene when risk 
factors for SUD are in the early stages, in order to prevent worsening outcomes. 
In 2017, the Office of Women’s Health found that women age 65 years and older have a higher 
percentage of long-term use of prescription opioids than women below 65 years than men in all age 
groups 18 years and older and, OUD often goes unrecognized and untreated in this age group and 
research on treatment of substance use disorders for this population is limited.46 SUD affects people 
differently based on their sex and gender and these characteristics should be considered in 
comprehensive screenings and examinations for seniors.47 
 
Recent research has shown that the nation’s opioid crisis is being exacerbated by the COVID-19 
pandemic, with overdoses up approximately 18%.48 COVID-19 is also contributing to significantly lower 
levels of seeking preventive care, which is critical for older adults. 49 ACOG believes physicians should 
utilize their patient’s visit to ensure comprehensive care includes screening for substance use disorder.  
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ACOG Recommends for Comprehensive Screening for Seniors: Finalize the proposal to add 
screening for substance use disorders and a review of any current opioid prescriptions to the 
Senior’s IPPE and AWV 

 

 
III.F. Medicaid Promoting Interoperability Program Requirements for Eligible Professionals (EPs) 
 
As in recent years, CMS proposes to align the list of electronic clinical quality measures (eCQMs) for the 
Merit-based Incentive Payment System (MIPS) and the Medicaid Promoting Interoperability Program. 
CMS also proposes, as they did in 2020, to require that Medicaid EPs report on any six eCQMs that are 
relevant to their scope of practice and at least one outcome measure. ACOG agrees that aligning the 
Medicaid Promoting Interoperability Program with MIPS and keeping the reporting the requirements for 
2021 the same as they were for 2020 will reduce administrative burden and encourage participation. 
We recommend CMS finalize these proposals.  
 

ACOG recommendations for Medicaid Promoting Interoperability Program Requirements: 
• Finalize the proposal to align the eCQMs for the MIPS and Medicaid Promoting 

Interoperability programs. 
• Finalize the proposal to require that Medicaid EPs report on any six eCQMs that are 

relevant to their scope of practice and at least one outcome measure. 

 

 
III.G. Medicare Shared Savings Program 
 
CMS proposes to transition the Medicare Shared Savings Program (MSSP) quality measures from the 
Group Practice Reporting Option (GPRO) Web-Interface to the APM Performance Pathway (APP) starting 
in 2021, as well as align the MSSP quality scoring methodology with the Merit-based Incentive Payment 
System (MIPS) methodology. ACOG does not support making these significant changes during the PHE, 
and especially due to the delayed release of the final rule.  
  
In addition to changing the GPRO, CMS proposed to change the MSSP quality scoring methodology and 
remove the pay-for-reporting year. The impact of COVID-19 is significant; ACOG recommends that CMS 
lower the performance thresholds and delay the implementation of changes so that stakeholders have 
the ability to recover from the PHE.  
 

ACOG Recommendations for the Medicare Shared Savings Program: Delay implementation of 
changes for 2021 due to the PHE. 
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III. I. Modifications to Quality Reporting Requirements and Comment Solicitation on Modifications to 
the Extreme and Uncontrollable Circumstances Policy for Performance Year 2020 
 
As noted above, ACOG greatly appreciates CMS’ rapid and flexible response to PHE, including the 
decision to adopt MIPS extreme and uncontrollable circumstances hardship exception policies in both 
2019 and 2020. We strongly urge CMS to continue to provide flexibility to physicians by extending 
these policies through 2021 in the final rule. Physicians need flexibility and minimal administrative 
burdens to ensure they are able to continue to meet the needs of patients while confronting new COVID 
outbreaks and slowing the spread of the virus. Physician practices have been under severe distress and 
experienced unprecedented practice disruptions during 2020. While the duration of the pandemic is 
unknown, it is reasonable to expect ongoing impacts from the novel coronavirus into 2021 and months 
or years of recovery.  
 

ACOG Recommendation for Modifications to Quality Reporting Requirements: Finalize the 
extension of the MIPS extreme and uncontrollable circumstances hardship exception policies for 
2021.  

 
 

 
III.K. Requirement for Electronic Prescribing for Controlled Substances for a Covered Part D drug under 
a Prescription Drug Plan or an MA-PD plan 
 
CMS is proposing to amend current regulations to require that all prescribers conduct electronic 
prescribing of Schedule II, III, IV, and V controlled substances using an electronic standard by January 1, 
2022. Originally, the SUPPORT Act required that all prescribers were using electronic prescribing of 
controlled substances (EPCS) by January 2, 2021. ACOG supports the proposal to postpone the EPCS 
requirement and we appreciate the agency’s acknowledgement and consideration of the burden it will 
pose on physicians. CMS seeks further comment on whether this deadline is feasible and how this will 
impact physicians.  
 
In the preamble of the proposed rule, CMS acknowledges that many physician practices will need to 
update their electronic health record (EHR) systems to be compliant with the required standard. These 
updates require time and resources. ACOG recommends CMS to work with ONC to ensure that the cost 
of acquiring the electronic prescribing standard is part of the EHR certification criteria and to ensure that 
EHR developers cannot charge additional fees for building in this prescribing standard. We recognize 
that EPCS has several advantages and the value in implementing this standard, however many private 
physician practices are facing significant financial strain in the light of the COVID-19 pandemic. It is vital 
that additional costs, like EHR updates that are required to comply with regulatory requirements, are 
kept to a minimum in order to secure the long-term financial stability of physician practices. Accordingly, 
we ask that the agency take steps to minimize the cost of EPCS requirements to physician practices. 
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ACOG Recommendations for Requirements for Electronic Subscribing of Controlled 
Substances: 
• Finalize the proposal to postpone the EPCS requirement. 
• Work with ONC to ensure that the cost of requiring the EPCS standard is imposed on 

physician practices. 

 

 
III. N. Proposal to Establish New Code Categories 
 
CMS is proposing to establish fifteen new code categories to report all currently marked 
buprenorphine/naloxone products based on strength and therapeutic equivalence. The current codes 
do not allow for practitioners to adequately distinguish between existing drugs. The agency notes that 
this proposal does not change payment for these drugs, just allows for more accurate reporting to 
payers of which is being used. ACOG supports this proposal. 
 

ACOG Recommendation for Proposal to Establish New Code Categories: Finalize the proposal 
to establish fifteen new code categories to report all currently marked buprenorphine/naloxone 
products based on strength and therapeutic equivalence. 

 

 
IV.A CY 2021 Updates to the Quality Payment Program 
 
CMS indicates that they have limited the 2021 MIPS proposals in order to promote program stability in 
light of the COVID-19 pandemic. ACOG thanks CMS for recognizing the strain that the COVID-19 
pandemic has placed on physician practices and we agree that it would not be appropriate to make 
major changes to the Quality Payment Program (QPP) during this time.  
 
MIPS Program Details 
Transforming MIPS: MIPS Value Pathways (MVPs) 
While CMS previously planned to propose an initial set of MIPS Value Pathways (MVPs) in the CY 2021 
proposed rule, the agency now plans to make those proposals in the CY 2022 proposed rule. ACOG 
strongly supports this decision and thanks CMS for delaying the implementation of MVPs due to the 
COVID-19 pandemic.  
 
ACOG also appreciates that CMS plans to make MVP participation optional for clinicians when the 
included measures and activities within the MVP are applicable and available to their practice. We 
strongly believe that MVPs should be optional and that the eligibility criteria that is established for the 
MIPS program should apply to the MVPs. Clinicians that do not meet the eligibility threshold for 
traditional MIPS should not be forced to participate in MVPs, even if they are relevant to their clinical 
practice.  
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CMS proposes to make several updates to the MVP guiding principles. One such proposal is to update 
the second guiding principle to specify allowing the option of subgroup reporting for MVPs, which would 
permit subgroups of clinicians to select relevant MVPs that are meaningful to their practice and 
patients. While ACOG supports the option for subgroup MVP reporting, we caution CMS against 
requiring individual clinicians that practice in a multi- or single-specialty setting to report MVPs on their 
own. We recognize that patients often desire information about their individual clinician and that MIPS 
measures often do not provide that level of data. However, individual reporting requirements are likely 
to significantly increase the burden of MIPS participation and discourage participation in MIPS and other 
value-based models. We strongly urge CMS to continue to focus on reducing the burden of MIPS 
participation throughout MVP implementation.  
 
The agency also proposes to update the guiding principles to indicate that MVP measures should be 
selected to include the patient voice whenever possible. CMS also proposes to include patients in the 
MVP development process. ACOG supports patient reported measures and we agree that patients’ input 
is vital in achieving a value-based health care system. Evidence indicates that the use of patient reported 
outcome measures (PROMs) can help inform treatment plans and improve clinical decision making by 
predicting meaningful clinical improvement.50 We agree that patient voices should be incorporated into 
MVP measures and hope that if PROMs are used in MVPs they will be implemented more widely across 
systems and models. It is vital that value-based payment programs focus on improving care and health 
outcomes in meaningful ways for patients. ACOG is involved in developing patient experience measures 
for obstetric care in order to elevate patients’ voices and promote culturally competent care. We 
support these proposals.  
 
CMS proposes that stakeholders would formally submit MVP candidates for the agency’s consideration 
using a standardized template and process. The agency indicates they will host a public facing webinar 
on how to develop an MVP and to provide other relevant details. MVP proposals can be submitted on a 
rolling basis throughout the year. CMS will only indicate which MVP candidates are being considered in 
the proposed rule – stakeholders who submit MVPs will not know beforehand. ACOG appreciates CMS 
detailing this process. 
 
The agency is seeking comments on whether they should use an advisory or technical expert panel to 
review MVP candidates. CMS is also seeking comment on whether there should be a public review 
process before rulemaking. ACOG strongly recommends that physicians and other health care 
practitioners are consulted throughout the MVP development process and participate in the agency’s 
review. 
 
APM Performance Pathway 
CMS is proposing to establish an APM Performance Pathway (APP) under MIPS beginning in the 2021 
MIPS performance year. The APP would be an optional MIPS reporting and scoring pathway for MIPS 
eligible clinicians identified on the Participation List or Affiliated Practitioner List of any APM Entity 
participating in any MIPS APM. Under this new reporting option, individual eligible clinicians who are 
participants in MIPS APMs and Groups and APM entities can report through the APP, but the final score 
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will only apply to eligible clinicians. CMS proposes to waive the cost performance category for the APP. 
Quality would be weighted at 50 percent of the total score, while the Promoting Interoperability and 
Improvement Activities performance categories would be weighted at 30 and 20 percent respectively. 
ACOG appreciates that CMS is looking to reduce reporting burden and encourage participation in APMs, 
but we are concerned that the agency is adding a new reporting option for the 2021 performance period 
while physicians and other health care practitioners are responding to a global pandemic. Obstetrician-
gynecologists continue to report that they are dealing with patient backlogs, new safety procedures, and 
financial strain in their practices. Physicians do not have the capacity to evaluate a new reporting option 
for the QPP during this challenging time. ACOG recommends that CMS wait to implement this new 
reporting option for MIPS APMs until a later time, possibly in 2022.  
 
MIPS Performance Category Measures and Activities 
Quality Performance Category 
CMS proposes to weight the quality performance category at 40 percent for the 2021 performance year 
and 30 percent for the 2022 performance year. ACOG does not support the proposal to reduce the 
weight of the quality performance category, and in turn increase the weight of the cost performance 
category, during the 2021 performance year. We recommend that CMS maintain the quality 
performance category at 40 percent until the global pandemic is resolved and the issues with the cost 
category continue to be addressed.  
 
The agency also proposes to adapt the CAHPS for MIPS survey to address the increased use of telehealth 
by integrating an item into the survey that assess patient-reported usage of telehealth services. ACOG 
appreciates that the agency is adapting the QPP to reflect the increase in telehealth utilization and we 
agree that patient-reported usage should be added to the CAHPS for MIPS survey.  
 
Cost Performance Category 
CMS proposes to weight the cost performance category at 20 percent for the 2021 performance year 
and 30 percent for the 2022 payment year and all subsequent years. The agency indicates that they 
considered maintaining the weight of this category at 15 percent for the 2021 performance year and 
increasing it to 30 percent for the 2022 performance year and is seeking comments on other options to 
consider.  
 
For the 2021 performance year, CMS proposes to add costs associated with telehealth services to the 
previously established cost measures. ACOG does not support this proposal. Based on the proposals in 
the MPFS, it is likely that the coverage and payment rules for Medicare telehealth services will continue 
to be in flux throughout the 2021 performance year. We do not believe it is appropriate to include these 
services in the cost category while the interim PHE regulations are in place and the Medicare telehealth 
regulations are undergoing a significant update. ACOG recommends that CMS wait to include these 
services in the cost category until the Medicare telehealth services regulations are updated.  
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Improvement Activities Performance Category 
CMS is proposing to make an exception to the established timeframe so that stakeholders can nominate 
improvement activities outside of the established Annual Call for Activities timeframe during a PHE. This 
would allow the agency to add additional improvement activities that are relevant to the current PHE 
while the emergency is ongoing. ACOG supports this proposal. 
 
The agency also proposes to adopt a criterion for improvement activities that are under consideration to 
encourages improvement activities that can be linked to existing and related MIPS quality and most 
measures. ACOG appreciates that CMS is trying to establish a clear link between the various 
performance categories, and we believe this may help reduce the burden of reporting to MIPS. We 
recommend CMS finalize both proposals.  
 
Promoting Interoperability Performance Category 
CMS proposes to rename the “Support Electronic Referral Loops by Receiving and Incorporating Health 
Information measure” to “Support Electronic Referral Loops by Receiving and Reconciling Health 
Information measure.” The agency further proposes an alternative measure for bidirectional exchange 
through a Health Information Exchange (HIE) under the HIE objective. The Bi-Directional Exchange 
measure would replace two existing HIE measures, would be worth 40 points, and would be reported by 
attestation. ACOG appreciates the creation of this alternative measure to encourage the sharing of 
information with other clinicians. As CMS predicts in the proposed rule, ACOG believes there are many 
health information exchanges across the country that may not have the capacity to enable bi-directional 
exchange for every patient. We appreciate that the agency makes this new measure a proposed 
alternative so that those systems that do not have the capacity to enable this type of exchange can 
report using the existing measures.  
 
APM Incentive Payment 
CMS indicates it is using its enforcement discretion to not reconsider the advanced APM determinations 
which have already been evaluated and determined to meet criteria for 2020, even in the even that 
APMs make changes to their governing documents or operations. The agency also will evaluate all APMs 
in future years with the understanding that the provisions of the Participating Agreement or governing 
regulation designed in response to the COVID-19 PHE will not prevent an APM from meeting criteria for 
a performance year. ACOG commends CMS for ensuring that Advanced APMs are not unnecessarily 
penalized for the conditions that have arisen due to the COVID-19 pandemic. These flexibilities are 
essential to ensuring that physicians are able to continue participating in APMs.  
 
Substantial Changes to Measure D.63 Cervical Cancer Screening 
CMS proposed to change the measure description to remove “co-testing” from the criteria for HPV 
testing. In July 2020,51 ACOG affirmed its 2018 Practice Advisory,52  which includes all three cervical 
cancer screening strategies (high-risk human papillomavirus testing alone, cervical cytology alone, and 
co-testing). ACOG’s current screening guidelines reflect a balance of benefit and potential harms and 
support shared decision-making between patients and their clinicians. ACOG recommends that changes 
to the cervical cancer screening measure not be finalized.  
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ACOG Recommendations for CY 2021 Updates to the Quality Payment Program: 
• Continue to hold any major changes to the QPP for future years, possibly 2022. 
• Maintain the quality performance category at 40 percent until the global pandemic is 

resolved and the issues with the cost category can be addressed.  
• Wait to include telehealth services in the cost category until the Medicare telehealth 

services regulations are updated. 
• Make an exception to the improvement activity nomination period so that stakeholders can 

nominate improvement activities outside of the established Annual Call for Activities 
timeframe.  

• Adopt a criterion for improvement activities that are under consideration to encourage 
improvement activities that can be linked to existing and related MIPS quality measures. 

• Do not finalize changes to measure D.63, cervical cancer screening.  

 

 
 
Thank you for the opportunity to provide comments on the CY 2021 MPFS and QPP proposed rule. 
ACOG looks forward to working with CMS to ensure Medicare beneficiaries ongoing access to high-
quality care. Should you have any questions about our comments, please contact Lisa Satterfield, Senior 
Director of Health Economics and Practice Management, at lsatterfield@acog.org.  
 
 
 
Sincerely, 
 

  
 
Maureen G. Phipps, MD, MPH, FACOG Eva Chalas, MD, FACOG, FACS 
Chief Executive Officer President 
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