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September 13, 2021 
 
Chiquita Brooks-LaSure 
Administrator 
Centers for Medicare & Medicaid Services 
Department of Health and Human Services 
Attention: CMS–1734–P 
P.O. Box 8016 
Baltimore, MD 21244–8016 
 
Dear Administrator Brooks-LaSure,  
 
The Primary Care Collaborative (PCC), a multi-stakeholder coalition of 60+ organizational 
members ranging from clinicians and patient advocates to employer groups and health plans, 
appreciates this opportunity to comment on the proposed Medicare Physician Fee Schedule 
(MPFS) for calendar year 2022.  
 
Primary care is foundational for population health and thriving communities.1,2,3 As a coalition 
of diverse members, we collectively recognize the urgency - for Medicare, its beneficiaries, and 
the country—of building an equitable health care system with primary care at its base: care that 
emphasizes comprehensiveness, longitudinal relationships, and “upstream” determinants for 
better patient experience and better health outcomes. (See the Shared Principles of Primary 
Care.) Nowhere is this more important than in communities confronting persistent health 
inequities.  
 
Unfortunately, pandemic-related disruptions, combined with years of underfunding, have 
weakened that primary care foundation - weakening it most in communities already weathering 
systematic racism and generations-long under- and dis-investment. Health centers, a backbone 

 
 
 
1 Starfield, B., Shi, L., & Macinko, J. (2005). Contribution of primary care to health systems and 
health. The Milbank quarterly, 83(3), 457–502. https://doi.org/10.1111/j.1468-0009.2005.00409.x  
2 Gotler, R.S., Green, L.A., Etz, R. (2020) What 1966 Can Teach Us About the Future of Primary Care: 
The Case for Communities of Solution. Milbank Quarterly Opinion.  
https://doi.org/10.1599/mqop.2020.0610  
3 Shi L. (2012). The impact of primary care: a focused review. Scientifica, 2012, 432892. 
https://doi.org/10.6064/2012/432892 
 

https://www.pcpcc.org/about/shared-principles#Continuous
https://www.pcpcc.org/about/shared-principles#Continuous
https://doi.org/10.1111/j.1468-0009.2005.00409.x
https://doi.org/10.1599/mqop.2020.0610
https://doi.org/10.6064/2012/432892
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of the primary care safety net, which served roughly 28 million patients in 2020, (of which 90% 
are low income and 63% are racial/ethnic minorities) faced more than 1948 temporary closures 
as of May 2020 and reported a 43% drop in patient visits overall, limiting access to essential 
primary care service for disadvantaged populations.4 According to a Larry A. Green Center/PCC 
Quick COVID-19 Primary Care Survey, fielded between September 18-21, 2020, 54% of primary 
care practices experienced pandemic-related furloughs and layoffs, and over a quarter of 
practices reported a significant amount of work that went unpaid and permanent reductions in 
office staff.5 One study projected $15.1 billion in losses to primary care in 2020 alone.6 

 
To assure equitable access to primary care for every community, it is vital to implement the 
payment and investment recommendations detailed in the 2021 National Academies of Science, 
Engineering and Medicine (NASEM) report, Implementing High-Quality Care: Rebuilding the 
Foundation of Health Care.7 PCC calls on CMS to make the NASEM report’s primary care 
payment and investment recommendations central to its equity and value strategy, while 
maximizing alignment of Medicare payment policy with Medicaid, commercial plans, and other 
payers. 
 
There must be both higher payments and greater investment in primary care, which in the US is 
approximately 5-7% of total cost of care and trending down.8 Primary care practices need 
pathways to rapidly transition from a predominantly fee-for-service model to predominantly 
population-based prospective payment (hybrid) models that would include adjustment for 
health status, risk, social drivers, and other elements. Such hybrid models should be 
implemented widely, while being mindful of practice heterogeneity, and the need to support 
greater adoption of telehealth.  
 
For the time being, however, the Medicare Physician Fee Schedule and associated Part B policies 
continue to structure today’s primary care delivery system – impacting enrollees in traditional 
Medicare, Medicare Advantage, and all other sources of health coverage. For this reason, PCC 
commends CMS’ implementation of the Evaluation and Management (E/M) payment increase 

 
 
 
4 Impact of Coronavirus on Community Health Centers. Kaiser Family Foundation. May 20, 2020. 
https://www.kff.org/coronavirus-covid-19/issue-brief/impact-of-coronavirus-on-community-health-centers/  
5 Quick COVID-19 Survey. Series 21: September 18-21, 2020. Larry A. Green Center and Primary Care 
Collaborative. https://www.green-center.org/covid-survey  
6 Basu, S., Phillips, R. S., Phillips, R., Peterson, L. E., & Landon, B. E. (2020). Primary Care Practice 
Finances In The United States Amid The COVID-19 Pandemic. Health affairs (Project Hope), 39(9), 
1605–1614. https://doi.org/10.1377/hlthaff.2020.00794  
7 National Academies of Sciences, Engineering, and Medicine; Health and Medicine Division; Board on 
Health Care Services; Committee on Implementing High-Quality Primary Care, Robinson, S. K., 
Meisnere, M., Phillips, R. L., Jr., & McCauley, L. (Eds.). (2021). Implementing High-Quality Primary Care: 
Rebuilding the Foundation of Health Care. National Academies Press (US). 
https://doi.org/10.17226/25983.  
8 Investing in Primary Care: A State-Level Analysis. Primary Care Collaborative. July 2019. 
https://www.pcpcc.org/sites/default/files/resources/pcmh_evidence_report_2019_0.pdf  

https://www.kff.org/coronavirus-covid-19/issue-brief/impact-of-coronavirus-on-community-health-centers/
https://www.green-center.org/covid-survey
https://doi.org/10.1377/hlthaff.2020.00794
https://doi.org/10.17226/25983
https://www.pcpcc.org/sites/default/files/resources/pcmh_evidence_report_2019_0.pdf
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on January 1st, 2021, as well as its continuing efforts to sustain practice and telehealth 
flexibilities established during the Public Health Emergency (PHE).  In the CY 2022 proposed 
rule, CMS offers several positive, if mostly incremental, improvements that build on that 
important work. PCC supports: 
 

• Updating the labor component of Practice Expense Relative Value Units (RVUs) using 
the latest Bureau of Labor and Statistics data in CY 2022. Over the two decades since the 
last update, the costs of fielding robust primary care teams have increasingly exceeded 
actual Medicare reimbursement. Any delay of the update’s implementation would 
compound this under-resourcing of primary care. 

• Revising and increasing the payment for Part B Chronic Care Management and Principal 
Care Management Codes. The proposed revisions represent a much needed, if modest, 
step toward addressing the undervaluation of care management under the physician fee 
schedule. 

• Expanding access to medical nutrition therapy (MNT) for individuals with diabetes and 
kidney disease, by changing the treating physician requirements and updating the 
chronic renal insufficiency GFR criteria. Broader access to MNT will support efforts by 
beneficiaries and their care team to manage these serious chronic illnesses.  

• Allowing rural Health Centers (RHCs) and Federally Qualified Health Centers (FQHCs) 
to bill for Transitional Care Management (TCM) and other care management services 
furnished for the same beneficiary on the same day, Permitting RHCs and FQHCs to bill 
for TCM and other care management services will facilitate utilization of high-value care 
management services, which can decrease avoidable admissions, help address social 
determinants of health and mitigate health disparities.9 

• Permanently removing the geographic and home-based restrictions on payment for tele-
mental health services, as required under the Consolidated Appropriations Act of 2021. 
The permanent expansion of tele-mental health services will improve access to mental 
and behavioral health care for beneficiaries, many of whom may struggle to access these 
services easily in their own community.  

• Allowing clinicians to provide Opioid Use Disorder (OUD) therapy and counseling 
services using audio-only technology, when/if two-way video is not available to the 
beneficiary. Access to audio-only OUD treatment services has been shown to improve 
equity and reduce barriers to care.10  

 

 
 
 
9 Marcotte, L. M., Reddy, A., Zhou, L., Miller, S. C., Hudelson, C., & Liao, J. M. (2020). Trends in 
Utilization of Transitional Care Management in the United States. JAMA network open, 3(1), e1919571. 
https://doi.org/10.1001/jamanetworkopen.2019.19571 
10 Medicare Payment Advisory Commission. (2021). Report to the Congress on Medicare Payment Policy. 
Chapter 14. http://www.medpac.gov/docs/default-
source/reports/mar21_medpac_report_ch14_sec.pdf?sfvrsn=0  

https://doi.org/10.1001/jamanetworkopen.2019.19571
http://www.medpac.gov/docs/default-source/reports/mar21_medpac_report_ch14_sec.pdf?sfvrsn=0
http://www.medpac.gov/docs/default-source/reports/mar21_medpac_report_ch14_sec.pdf?sfvrsn=0
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We provide more detailed comments below regarding other specific issues raised in the Notice 
of Proposed Rule-Making (NPRM): 

1. Revised Timeframe for Consideration of Services Added to the Telehealth List on a 
Temporary Basis 

2. Tele-mental Health Services – Requirement of and Timing for In-person Office Visits 
3. Tele-mental Health Services – Requirement of and Timing for In-person Visits 

(FQHCs/RHCs) 
4. Tele-mental Health Services – Coverage of Audio-only Services 
5. Diabetes Prevention Program Expanded Model 
6. Medicare Shared Savings Program – Addressing the Rural Glitch 
7. RFI on Advancing to Digital Quality Measurement and the Use of Fast Healthcare 

Interoperability Resources (FHIR) in Physician Quality Programs  
8. RFI on Closing the Equity Gap on CMS Clinician Quality Programs and  
9. RFI on Vaccine Administration Services 

 
Note: the number assigned to these comments is for ease of reading and navigation. It does not 
connote the relative importance of the issues addressed. 
 
1.  Revised Timeframe for Consideration of Services Added to the Telehealth List 
on a Temporary Basis (Section# II.D.1c) 
 
Description of CMS Proposal or Request for Comment: 
CMS proposes retaining all services previously added to the Medicare telehealth services list on 
a Category 3 (temporary) basis until the end of calendar year 2023 to consider whether the 
services should be permanently added to the telehealth list following the COVID-19 PHE. 
 
PCC Comment: 
PCC supports the proposal to retain services added to the Medicare telehealth services list on a 
Category 3 basis until the end of CY 2023. We agree this extension will allow more time for CMS 
and stakeholders to collect information regarding utilization of these services during the 
pandemic and collate evidence and other supporting documentation needed to consider 
permanent addition to the Medicare telehealth services list.  
  
We further recommend CMS add the telephone E/M codes (CPT 99441-99443) to the Medicare 
telehealth services list on a Category 3 basis. Abruptly ending payment for audio-only telephone 
services at the end of the PHE will exacerbate access disparities for Medicare beneficiaries 
without smartphones and poor broadband connectivity. This additional extension will provide 
more time to collect data and evidence on the importance and quality of audio-only telehealth 
visits after the end of the PHE.  
  
2.  Tele-mental Health Services – Requirement of and Timing for In-Person Office 
Visits (Section# II.D.1d) 
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Description of CMS Proposal or Request for Comment: 
CMS proposes to require an in-person, non-telehealth service be provided by the physician or 
practitioner furnishing mental health telehealth services within the six months prior to the 
initial telehealth service-as required by the Consolidated Appropriations Act (CAA). CMS also 
proposes requiring an in-person visit at least once every six months thereafter. 
 
CMS requests feedback whether the required in-person, non-telehealth service that must occur 
within six months of a behavioral/mental health telehealth service could be furnished by 
another health professional within the same group as the one who furnished the telehealth 
service.  
 
PCC Comment: 
Telehealth technologies can increase access to care, improve health outcomes by enabling timely 
care interventions11 and decrease costs when utilized as a component of, and coordinated with, 
longitudinal primary care.12  
 
As CMS seeks to implement the tele-mental health provisions of the CAA, it should consider the 
recent dramatic increase of mental health burdens on Medicare beneficiaries.  In 2020, the 
prevalence of serious psychological distress among adults older than 55 reached a level nearly 
twice that observed pre-pandemic.13  
 
Upon conclusion of the PHE, the proposed rule would apparently bar reimbursement for tele-
mental health care, absent an in-person visit in the prior six months. PCC is alarmed by the 
disruptive impact this could have on beneficiaries’ ongoing, longitudinal primary care and 
behavioral health care relationships. Many of these relationships were established during the 
lengthy emergency and may involve members of the care team not physically accessible for an 
in-person office visit. CMS must consider all steps within its authority to delay or avoid such a 
disruption of the continuity of care. 
 
PCC also opposes the proposed requirement of in-person visits every six months following an 
initial tele-mental health service and urges CMS to leave the decision about when to engage in 

 
 
 
11 Batsis, J. A., DiMilia, P. R., Seo, L. M., Fortuna, K. L., Kennedy, M. A., Blunt, H. B., Bagley, P. J., 
Brooks, J., Brooks, E., Kim, S. Y., Masutani, R. K., Bruce, M. L., & Bartels, S. J. (2019). Effectiveness of 
Ambulatory Telemedicine Care in Older Adults: A Systematic Review. Journal of the American Geriatrics 
Society, 67(8), 1737–1749. https://doi.org/10.1111/jgs.15959  
12 Snoswell CL, Taylor ML, Comans TA, Smith AC, Gray LC, Caffery LJ. (2020). Determining if Telehealth 
Can Reduce Health System Costs: Scoping Review. J Med Internet Res. 22(10):e17298. 
https://doi:10.2196/17298.  
13 McGinty, E. E., Presskreischer, R., Han, H., & Barry, C. L. (2020). Psychological Distress and 
Loneliness Reported by US Adults in 2018 and April 2020. JAMA, 324(1), 93–94. 
https://doi.org/10.1001/jama.2020.9740  

https://doi.org/10.1111/jgs.15959
https://doi:10.2196/17298
https://doi.org/10.1001/jama.2020.9740


 6 

these in-person visits subsequent to the telehealth visit to the discretion of the patient and their 
care team.  
 
The distribution of mental health professionals is currently not sufficient to allow in-person 
access to behavioral health care, particularly among rural communities and communities of 
color.14 During the pandemic, primary care teams in these communities have been able to 
leverage remote tele-mental health to care for and manage the health of their patients - where 
few or none may have been previously available. Given the endemic rates of and disparities in 
mental health disorders predating the Public Health Emergency and increased prevalence 
during that emergency, additional barriers to comprehensive, whole-person primary care could 
undermine the agency’s stated health equity goals.15,16  
 
In the event CMS does implement any in-person visit requirement, CMS should permit these 
visits to be furnished by another health professional within the same group as the clinician who 
furnished the telehealth service.  CMS should not unnecessarily restrict it to health professionals 
of the same specialty within a group. Any requirement of specialty would restrict groups from 
determining the most effective and efficient ways for their health professionals to provide care 
collaboratively and meet patient needs. 
 
3.  Tele-mental Health Services – Requirement of and timing for in-person visits 
(FQHCs/RHCs) (Section # III.A ) 
 
Description of CMS Proposal or Request for Comment: 
As required by the Consolidated Appropriations Act, CMS proposes to require an in-person, 
non-telehealth service be provided by the physician or practitioner furnishing mental health 
telehealth services within six months prior to the initial telehealth service.  However, CMS also 
proposes requiring an in-person visit at least once every six months thereafter. 
 
PCC Comment: 
PCC opposes the proposed requirement of in person visits every six months following an initial 
tele-mental health service and urges CMS to leave the decision about when to engage in an in-
person visit to the discretion of the patient and their care team. Telehealth technologies can 

 
 
 
14 Designated Health Professional Shortage Areas Statistics. Bureau of Health Workforce. Health 
Resources and Services Administration. June 30, 2021. https://data.hrsa.gov/topics/health-
workforce/shortage-areas. 
15 CMS Office of Minority Health. (2021). Depression Disparities in Medicare Fee-For-Service 
Beneficiaries. Data Snapshot. February 2021. https://www.cms.gov/About-CMS/Agency-
Information/OMH/Downloads/OMH_Dwnld-DataSnapshot-Depression.pdf  
16 Czeisler, M. É., Lane, R. I., Petrosky, E., Wiley, J. F., Christensen, A., Njai, R., Weaver, M. D., Robbins, 
R., Facer-Childs, E. R., Barger, L. K., Czeisler, C. A., Howard, M. E., & Rajaratnam, S. (2020). Mental 
Health, Substance Use, and Suicidal Ideation During the COVID-19 Pandemic - United States, June 24-
30, 2020. MMWR. Morbidity and mortality weekly report, 69(32), 1049–1057. 
https://doi.org/10.15585/mmwr.mm6932a1  

https://data.hrsa.gov/topics/health-workforce/shortage-areas
https://data.hrsa.gov/topics/health-workforce/shortage-areas
https://www.cms.gov/About-CMS/Agency-Information/OMH/Downloads/OMH_Dwnld-DataSnapshot-Depression.pdf
https://www.cms.gov/About-CMS/Agency-Information/OMH/Downloads/OMH_Dwnld-DataSnapshot-Depression.pdf
https://doi.org/10.15585/mmwr.mm6932a1
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increase access to care, improve health outcomes by enabling timely care interventions and 
decrease costs when utilized as a component of, and coordinated with, longitudinal primary 
care. As an important source of this kind of care, RHCs and FQHCs should have every 
opportunity to deliver telehealth modalities.17 Given shortages of specialty mental health 
clinicians particularly in the rural locales, health professional shortage areas and medically 
underserved areas, tele-mental health care is particularly important to the delivery if 
comprehensive, whole-person primary care for the vulnerable populations served by health 
centers. 
 
Therefore, PCC is concerned that CMS has proposed additional requirements for face-to-face 
visits in the RHC and FQHC setting. As with CMS’s similar approach to office visit tele-mental 
health, we believe additional requirements undercut CMS’ equity goals. We encourage CMS not 
to finalize these requirements. 
 
4.  Tele-mental Health Services – Coverage of Audio-only services (Section  # 
II.D.1e) 
 
Description of CMS Proposal or Request for Comment: 
CMS proposes to reimburse for audio-only telehealth services, when a beneficiary is not capable 
of using, or does not consent to, the use of two-way, audio/video technology) when used for 
telehealth services for the diagnosis, evaluation, or treatment of mental health disorders 
furnished to established patients in their homes. 
 
PCC Comment: 
PCC supports the use of audio-only technology to ensure access to behavioral health care 
services and encourages this to be applied to mental health and substance use disorders. 
Although in-person care or audio-video care is preferred over audio-only care, there are too 
many situations when audio-only care is the only option for patients. As parts of the country 
struggle with broadband connectivity and smartphone capabilities to support video visits, 
particularly in rural and economically disadvantaged communities, CMS should allow telephone 
E/M services to support these communities in their efforts to care for patients. 
 
Audio-only technology remains a necessary tool in behavioral health care.  To better inform 
CMS and primary care clinicians as to optimal use of audio-only services, CMS could consider 
an audio-only claims coding modifier so that it can be used to track utilization and conduct 
outcomes and effectiveness research regarding audio-visual and audio-only tele-mental health 
services. Specific attention should be given to outcomes and disparities across vulnerable 

 
 
 

17 Shin, P., Sharac, J., & Jacobs, F. (2014). Provision of telemedicine services by community health 
centers. Online journal of public health informatics, 6(2), e185. https://doi.org/10.5210/ojphi.v6i2.5421. 
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populations and across settings of care, and CMS should make every effort to limit any burden 
on practices associated with such a modifier. Evaluation of audio-only services would be 
beneficial to demonstrate quality and efficacy for behavioral health. Regulatory agencies should 
also evaluate quality standards, and protections against potential fraud, waste, and abuse. 
 
5.  Medicare Shared Savings Program – Addressing the Rural Glitch (Section  # 
III.J.6b) 
 
Description of CMS Proposal or Request for Comment: 
CMS seeks comment on, but doesn’t formally propose changes yet, to the regional adjustment of 
MSSP benchmarks. Specifically, CMS requests feedback on how to account for the removal of 
ACO-assigned beneficiaries from the regional reference population, which is used to determine 
the regional portion of the spending benchmarks.  
 
PCC Comment: 
Primary care has played an important role in the quality improvements and cost savings 
produced by the Medicare Shared Savings Program. PCC’s 2018 Evidence Report, Advanced 
Primary Care: A Foundation of Successful ACOs, included a literature review and data analysis.  
This Evidence Report found that Accountable Care Organizations (ACOs) with a higher 
proportion of physicians with patient-centered medical home experience were more likely to 
produce savings and demonstrated higher quality scores.18 However, problems like the rural 
glitch make it more difficult to achieve success and sustain participation by ACOs. 
 
PCC greatly appreciates CMS’ attention to this problem. To achieve shared savings, MSSP ACOs 
must have a level of Medicare Part A and B spending for attributed beneficiaries that is below a 
benchmark, based in part on regional Fee-for-Service Medicare spending. However, when an 
ACO successfully reduces spending for its beneficiaries, it thereby reduces regional fee-for-
service Medicare spending.  This further ratchets down the benchmark for ACOs and may incent 
them to exit the program.  
 
CMS should take the opportunity to fix the rural glitch by making formal regulatory changes to 
remove attributable beneficiary costs from the regional benchmarks. We encourage CMS to 
implement these changes as soon as possible. In addition, we urge CMS to  similarly exclude 
attributable beneficiary costs from regional benchmarks used in other Medicare ACO 
demonstrations, including the Global and Professional Direct Contracting Model. 
 
 

 
 
 
18 Primary Care Collaborative. Advanced Primary Care: A Key Contributor to Successful ACOs. August 
2018. https://www.pcpcc.org/resource/evidence2018  

https://www.pcpcc.org/resource/evidence2018


 9 

6.  Advancing to Digital Quality Measurement and the Use of Fast Healthcare 
Interoperability Resources (FHIR) (Section # IV.A.1c) 
 
Description of CMS Proposal or Request for Comment: 
CMS requests public input for planning purposes for its planned transition to digital quality 
measurement, including the use of Fast Healthcare Interoperability Resources (FHIR) in 
physician quality programs. 
 
PCC Comment: 
The shift to digital quality measures (dQMs) has potential to reduce measurement burden and 
allow primary care practices to focus their energy on promoting patient health, not check-the-
box metrics. Digitizing and automating the processes related to quality reporting, management 
and improvement can result in better measures, better measurement systems and better data—
while dramatically reducing burden. By building data collection into clinician workflows, dQMs 
can reduce what is currently additional and separate work to collect quality data, freeing 
clinicians to focus on patient care. However, the agency’s approach to implementation will 
determine whether the promise of dQMs translates into reality.  
 
We encourage CMS to emphasize flexibility as it moves forward with the transition to digital 
measures. Primary care practices, especially those serving low-income communities, 
communities of color and communities burdened by high rates of disease such as COVID-19, 
must receive the time, support and assistance needed to make the transition successfully to 
digital measurement. The selection of dQMs should also prioritize health equity by focusing on 
those “high-impact” measures where evidence shows additional access to care can improve 
quality outcomes and reduce disparities (e.g., heart failure, behavioral health). To ensure that 
any final policy with respect to dQMs or FHIR can be successful with primary care practices 
across a variety of communities, we encourage CMS to consider an additional 30- or 60-day 
comment period prior to finalizing any recommendation. 
 
7.  Diabetes Prevention Program Expanded Model (Section # IV.L) 
 
Description of CMS Proposal or Request for Comment: 
CMS proposes elimination of ongoing maintenance sessions (year 2) from Medicare DPP for 
beneficiaries who start their MDPP on or after January 1, 2022, redistribution of a portion of the 
payment from the ongoing maintenance sessions to the core and core maintenance session 
performance payments and permanent waiver of the supplier application fee. 
 
PCC Comment: 
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PCC strongly supports strengthening the ongoing partnership between primary care and public 
health.19 The Diabetes Prevention Program is a first-of-its-kind effort by Medicare to support 
that partnership.  
 
The National Diabetes Prevention Program Lifestyle Change Program is a proven, cost-saving 
public health intervention to reduce or delay risk of type 2 diabetes in those at risk. It can be 
delivered in a primary care setting or by community-based organization. The benefit is available 
without cost-sharing to beneficiaries. Unfortunately, only 27 percent of the more than 1000 
eligible CDC-recognized organizations and only 3600 out of an estimated 15.3 million 
beneficiaries are participating in Medicare DPP.   
 
Broader Medicare DPP supplier availability is needed to ensure primary care teams can help 
beneficiaries address diabetes risk. Aligning the Medicare benefit duration with CDC guidelines, 
restructuring the payment and waiving the application fee are each reasonable steps to promote 
supplier participation. Unfortunately, as proposed, the total maximum payment amount in the 
restructured, one-year program is less than that available under the two-year program. To 
ensure beneficiaries can access this proven diabetes prevention intervention, we urge CMS to 
ensure the finalized maximum payment is equal to the previous total.  
 
Additionally, we are concerned about the end of virtual access to Medicare DPP following the 
Public Health Emergency. CMS should utilize the full range of its authorities to ensure Medicare 
coverage for all the CDC-recommended National DPP delivery modalities: in person, virtual and 
distance learning. 
 
8.  Closing the Health Equity Gap in CMS Clinician Quality Programs (Section # 
IV.A.1d) 
 
Description of CMS Proposal or Request for Comment: 
CMS requests information regarding the future potential stratification of quality measure results 
by race and ethnicity and improving demographic data collection. 
 
PCC Comment: 
Stratifying quality measures by race and ethnicity is a critical step to ensure value-based care 
initiatives focus on health equity and reducing inequities. We agree that self-reported data with 
respect to race and ethnicity is the gold standard and should continue to be the model for 
obtaining race and ethnicity data. PCC supports moving toward stratifying performance and 
outcomes measures by self-reported race, ethnicity, primary language, geographic location, 
socioeconomic status, gender identity, sexual orientation, age and ability status.   

 
 
 
19 Committee on Integrating Primary Care and Public Health, Board on Population Health and Public 
Health Practice, & Institute of Medicine. (2012). Primary Care and Public Health: Exploring Integration to 
Improve Population Health. National Academies Press (US). 
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However, PCC is concerned by CMS’s consideration of broader use of algorithms that indirectly 
estimate race and ethnicity. The limitations in the reliability and accuracy of the estimated data 
could produce significant underestimates or overestimates within a data set of race and ethnicity 
information.20 For example, estimated race in a Medicare home health care population both 
overestimated and underestimated the prevalence of dementia and diabetes when compared to 
the gold standard self-reported race. A recent Workshop identified ethical risks associated with 
advanced estimation methods that could result in inaccurate estimates and misleading 
conclusions that may cause harm.21 PCC is concerned that indirect estimation would exacerbate 
existing disparities for Black, Indigenous and other communities of color. The limitations of 
these indirect estimation methods could be magnified when applied to smaller minority groups 
including American Indian/Alaskan Native and multi-racial people for whom indirect estimates 
are less accurate. 

Instead, CMS should adjust standards for CMS quality programs to support collection of 
disaggregated data. We anticipate such a change will encourage EMR vendors to update their 
products accordingly.   

At the same time, a careful approach to implementation of such standards will be key to their 
success. Working with other agencies and the industry, CMS should strive to minimize burden 
on primary care associated with additional data collection requirements and reduce or eliminate 
the costs associated with updating EMR products. CMS should ensure that primary care 
practices are provided adequate support and training in the appropriate collection of self-
reported data based on best available practices.  For example, primary care teams might be 
trained to explain how self-reported information will be used to improve care quality, that it will 
be protected, and that it will not be shared with Immigrations and Customs Enforcement or 
Child Protective Services. Having taken these steps, CMS should then work to expand data 
collection to a broader set of self-reported characteristics that include primary language, 
geographic location, socioeconomic status, gender identify, sexual orientation, age and ability 
status.  
 
9.  RFI on Vaccine Administration Services (Section # II.J) 
 
Description of CMS Proposal or Request for Comment: 

 
 
 
20 Jarrín, O. F., Nyandege, A. N., Grafova, I. B., Dong, X., & Lin, H. (2020). Validity of Race and Ethnicity 
Codes in Medicare Administrative Data Compared With Gold-standard Self-reported Race Collected 
During Routine Home Health Care Visits. Medical care, 58(1), e1–e8. 
https://doi.org/10.1097/MLR.0000000000001216  
21 Randall, M., Stern, A., and Yipeng, S. (Mar 2021). Five Ethical Risks to Consider before Filling Missing 
Race and Ethnicity Data: Workshop Findings on the Ethics of Data Imputation and Related Methods. 
Urban Institute. https://www.urban.org/sites/default/files/publication/103830/five-ethical-risks-to-consider-
before-filling-missing-race-and-ethnicity-data-workshop-findings_0.pdf  

https://doi.org/10.1097/MLR.0000000000001216
https://www.urban.org/sites/default/files/publication/103830/five-ethical-risks-to-consider-before-filling-missing-race-and-ethnicity-data-workshop-findings_0.pdf
https://www.urban.org/sites/default/files/publication/103830/five-ethical-risks-to-consider-before-filling-missing-race-and-ethnicity-data-workshop-findings_0.pdf
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CMS requests feedback on how CMS should update the payment rate for administration of 
preventive vaccines under Medicare Part B. CMS notes that payment for vaccine administration 
has decreased by more than 30 percent since 2015. In 2015, the national payment rate for these 
services was $25.51 while in 2021 the national payment rate is $16.94. CMS also requests 
feedback on the current $40/dose payment for COVID-19 vaccination. 
 
PCC Comment: 
Despite some progress in vaccination rates prior to the pandemic, MedPAC reports that rates 
continued to lag public health goals established by CDC and documented major gaps and 
disparities in vaccinations. For example, vaccination rates for Black and Hispanic beneficiaries 
remain consistently lower than White beneficiaries.22 
 
Alarming evidence also suggests that immunization rates for non-COVID conditions dropped 
significantly during the COVID-19 pandemic and have not rebounded to pre-pandemic levels.23 

 
Higher reimbursement is an indispensable part of the solution. Studies show that higher vaccine 
administration payment rates are associated with higher rates of utilization.24  In a recent survey 
of physician practices, 80 percent of respondents indicated increasing vaccine administration 
payment rates would help to overcome vaccination barriers and costs created by the pandemic.25 

 
As a first step, PCC supports Medicare's adoption of the spring 2021 Relative Value Update 
Committee’s recommendations for vaccine administration payment codes in CY 2022. Then, 
moving forward, we recommend CMS consider whether a more innovative payment 
methodology would more effectively capture the value of vaccinations and optimize vaccination 
rates for Medicare beneficiaries than the traditional cost-based payment methodology. 
 
PCC supports the special $40 per dose payment rate for COVID-19 vaccination administration 
The $40 per dose payment rate more accurately covers the costs that many practices incur by 
offering the COVID-19 vaccine. Unique costs include ultra-cold storage requirements, longer 

 
 
 
22 Medicare Payment Advisory Commission. (2021). Report to the Congress: Medicare and the Health 
Care Delivery System. Chapter 7: Medicare vaccine coverage and payment. 
http://www.medpac.gov/docs/default-source/default-document-
library/jun21_ch7_medpac_report_to_congress_sec.pdf?sfvrsn=0 
23 Hong, K., Zhou, F., Tsai, Y., Jatlaoui, T. C., Acosta, A. M., Dooling, K. L., Kobayashi, M., & Lindley, M. 
C. (2021). Morbidity and Mortality Weekly Report Decline in Receipt of Vaccines by Medicare 
Beneficiaries During the COVID-19 Pandemic-United States, 2020. Morbidity and Mortality Weekly 
Report, 70(7). https://www.cdc.gov/mmwr/volumes/70/wr/pdfs/mm7007a4-H.pdf 
24 Tsai, Y. (2018). Payments and Utilization of Immunization Services Among Children Enrolled in Fee-
for-Service Medicaid. Medical Care, 56(1), 54. https://doi.org/10.1097/MLR.0000000000000844 
25 Belowich, E., Pratt, K., Fifer, S., Solis, P., & Hughes IV, R. (2020, December 9). Increased 
Reimbursement May Help Overcome Barriers To Administration Of Seasonal And Routine Vaccines | 
Health Affairs. Health Affairs. https://www.healthaffairs.org/do/10.1377/hblog20201208.111539/full/ 

http://www.medpac.gov/docs/default-source/default-document-library/jun21_ch7_medpac_report_to_congress_sec.pdf?sfvrsn=0
http://www.medpac.gov/docs/default-source/default-document-library/jun21_ch7_medpac_report_to_congress_sec.pdf?sfvrsn=0
https://www.cdc.gov/mmwr/volumes/70/wr/pdfs/mm7007a4-H.pdf
https://doi.org/10.1097/MLR.0000000000000844
https://www.healthaffairs.org/do/10.1377/hblog20201208.111539/full/
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counseling time, the use of clinic space for the 15-minute observation time and additional 
reporting requirements. 
 
 The need to build vaccine confidence is critical in the fight against COVID-19; therefore, 
Medicare should support counseling services to patients who are seeking to mitigate their risk 
for COVID-19 infection. Specifically, we encourage CMS to make payment and coverage 
available for CPT code 99401 (Preventive medicine counseling and/or risk factor reduction 
intervention(s) provided to an individual (separate procedure). We encourage CMS to 
temporarily make payment available for this code through at least December 31, 2023 and waive 
the face-to-face requirement associated with this service. 
 
 
Thank you for this opportunity to share our comments. Please contact PCC’s Director of Policy, 
Larry McNeely (lmcneely@thepcc.org) with any questions.  
 
 
Sincerely, 
 

 
 
Ann Greiner 
President & CEO 
Primary Care Collaborative 
 
 
 
  

mailto:lmcneely@thepcc.org
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PCC Executive Members  
Below is a list of the Primary Care Collaborative’s executive members that pay dues to the 
organization and support its mission. Membership does not indicate explicit endorsement of this letter.  

AARP 
Accreditation Association for Ambulatory Health Care (AAAHC)  
Alzheimer's Association  
American Academy of Child and Adolescent Psychiatry (AACAP)  
American Academy of Family Physicians (AAFP)  
American Academy of Pediatrics (AAP)  
American Academy of PAs (AAPA)  
American Association of Nurse Practitioners (AANP)  
American Board of Family Medicine Foundation (ABFM Foundation)  
American Board of Internal Medicine Foundation (ABIM Foundation)  
American Cancer Society 
American College of Clinical Pharmacy (ACCP)  
American College of Lifestyle Medicine (ACLM)  
American College of Osteopathic Family Physicians (ACOFP)  
American College of Osteopathic Internists (ACOI) 
American College of Physicians (ACP) 
American Psychiatric Association Foundation  
American Psychological Association  
America's Agenda  
Anthem  
Array Behavioral Care 
Ascension Medical Group 
Black Women’s Health Imperative (BWHI)  
Blue Cross Blue Shield Michigan  
CareFirst BlueCross BlueShield  
Catalyst Health Network 
Community Care of North Carolina  
CVS Health  
Doctor on Demand 
Geisinger Health 
Harvard Medical School Center for Primary Care 
HealthTeamWorks 
Humana, Inc. 
IBM 
Innovaccer 
Institute for Patient and Family-Centered Care (IPFCC) 
Johns Hopkins Community Physicians, Inc. 
Johnson & Johnson 
Mathematica Policy Research 
MedNetOne Health Solutions 
Mental Health America 
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Merck & Co. 
Morehouse School of Medicine - National Center for Primary Care 
National Alliance of Healthcare Purchaser Coalitions 
National Association of ACOs (NAACOS) 
National Coalition on Health Care 
National Interprofessional Initiative on Oral Health (NIIOH) 
National PACE Association 
National Partnership for Women and Families 
NCQA 
One Medical 
Purchaser Business Group on Health (PBGH) 
PCC EHR Solutions 
Pediatric Innovation Center 
Primary Care Development Corporation (PCDC) 
Society of General Internal Medicine (SGIM) 
Society of Teachers of Family Medicine (STFM) 
St. Louis Area Business Health Coalition 
Takeda Pharmaceuticals U.S.A. 
The Verden Group's Patient Centered Solutions 
UPMC Health Plan 
URAC 
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