
 
 

 

September 29, 2020 

 

Seema Verma, MPH 

Administrator  

Centers for Medicare & Medicaid Services 

Department of Health and Human Services 

Attention: CMS-1734-P 

P.O. Box 8016 

Baltimore, MD 21244-8016 

 

Re: CMS-1734-P; Medicare Program: CY 2021 Revisions to Payment Policies under the 

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

Shared Savings Program Requirements, etc. 

 

 

Dear Administrator Verma:  

On behalf of the members of the American Association of Neuromuscular & Electrodiagnostic 

Medicine (AANEM), we appreciate the opportunity to provide comments in response to the Notice 

of Proposed Rulemaking for Revisions to Payment Policies under the Physician Fee Schedule 

(PFS) and updates to the Quality Payment Program (QPP) for 2021. We appreciate the outreach 

by the Centers for Medicare & Medicaid Services (CMS) to the physician community during this 

comment period and we hope that this open dialogue will continue in the future.  

The AANEM is comprised of over 5,000 neurologists, physical medicine & rehabilitation (PM&R) 

physicians, technologists, and other collaborators interested in neuromuscular diseases.  Our 

physician members diagnose and treat patients with disorders of muscles and nerves, such as carpal 

tunnel syndrome, cervical and lumbar radiculopathies, Guillain-Barre syndrome, ALS (“Lou 

Gehrig’s disease”), diabetic and other forms of peripheral neuropathy, myasthenia gravis and 

muscular dystrophy. Many of these are considered rare disorders, e.g., myasthenia gravis.  

 

General Comments 

 

AANEM supports CMS’ decision to align the E/M office visit coding changes with the framework 

developed by the CPT Editorial Panel and to implement the significant increases to the payment 

for office visits.  CMS’ new office visit policy will lead to a significant reduction in administrative 

burden and better describes and recognizes the resources involved in office visits. However, we 

have significant concerns with CMS’ proposal to reduce the conversion factor by nearly 11% to 

accommodate the increased reimbursement for office visit payment, of which 3% would be 

directly related to the creation of GPC1X (visit complexity inherent to evaluation and management 

associated with primary medical care services that serve as the continuing focal point for all needed 

health care services). This reduction would result in a significant decrease in reimbursement for 



physicians who do not primarily provide office visits and could result in unintended consequences 

on the patient population served by our members. 

  

We also continue to have questions and concerns regarding the QPP portion of the proposed rule 

which are discussed in further detail below.  Many of our physicians subspecialize in 

neuromuscular medicine, electrodiagnostic medicine, or neurophysiology.  These physicians see a 

very select subset of patients and, in some cases (such as for electrodiagnostic testing), only see 

the patient once for an electrodiagnostic evaluation with the follow-up care being provided by the 

referring physician. As a result, our members have found it nearly impossible to find meaningful 

quality measures under Medicare’s past value-based/quality programs that relate to the care of 

their patients. These difficulties have continued with the first 4 years of the QPP in 2017-2020. 

Due to the lack of follow-up performed by our physicians and the general trend away from process 

measures to outcome-based measures, there seems to be no good pathway for our members to meet 

the QPP standards. Additionally, many of our members have had trouble finding any APMs that 

work with their specialized practices. For these reasons and more, we have carefully reviewed the 

proposed rule and made specific suggestions for modifications that we believe will improve the 

proposed changes to the QPP for eligible clinicians, patient care, and CMS.   

 

We were impressed that many of the changes in the 2021 proposed rule show CMS’ willingness 

to listen to and work with the physician community. We also appreciate the continued flexibility 

that CMS has shown the medical community in light of the Public Health Emergency (PHE). 

However, we do have serious concerns over the implementation of certain aspects of the proposed 

changes to both the physician fee schedule (PFS) and the QPP. Specifically, we are very concerned 

about the extremely short timeframe between the publication and the implementation of the final 

rule (even in the form of an “interim final rule”).  

 

Physician Fee Schedule 

 

Proposed Change to Medicare Conversion Factor 

 

A nearly 11% decrease in the Medicare conversion factor, from $36.0896 to $32.2605, will result 

in a devastating blow to physician practices already reeling from the COVID-19 PHE. While we 

understand this cut is necessitated by statutorily imposed budget neutrality requirements, we 

believe (1) that the budget neutrality requirement should be waived in light of the PHE  (2) that a 

downward adjustment is needed to CMS’ utilization assumption for the new GPC1X E/M Office 

Visit Primary Care Add-on code (which accounts for $3.3 billion in additional spending) and (3) 

CMS should work with the medical community to encourage Congress to implement positive 

updates to the Medicare conversion factor to address the impact of this reduction beyond the PHE. 

 

We urge CMS to use all of its expanded regulatory authority during the PHE to waive the budget 

neutrality requirement with regard to the conversion factor. We have also been actively working 

with the American Medical Association (AMA) and other medical organizations to lobby 

Congress to waive the budget neutrality requirement for the conversion factor in 2021.  

 

While we urge CMS to use its expanded authority under the PHE to waive the budget neutrality 

requirement, we also believe that, in the 2021 proposed rule, CMS overestimated the utilization of 



the new code, GPC1X E/M Office Visit Primary Care Add-on, which incorrectly inflated the 

amount required to be offset by the reduction in the conversion factor. The assumption made in 

the 2021 proposed rule that GPC1X will be added to 75% of all office visit claims accounts for an 

additional annual cost of $3.3 billion for the Medicare program – accounting for 3.5% of the 

reduction in the conversion factor alone. It is unclear where the 75% utilization rate stems from. 

In the 2020 proposed rule, CMS estimated that the utilization of GPC1X would be 50%. At that 

time, the RUC voiced concern that the 50% assumption overstated utilization based on utilization 

rates of other metrics of ongoing care codes, such as Transitional Care Management codes (99495 

& 99496) and Chronic Care Management codes (99387, 99489 and 99490), where the combined 

2019 Medicare utilization totals just over 6 million for these services. Therefore, we implore CMS 

to reconsider the underlying assumptions with this code and take a more conservative approach 

with its utilization and the impact it would have on the fee schedule. 

 

Expansion of Non-Physician Practitioners’ Scope of Practice 

 

Many AANEM members work with and utilize the services of non-physician practitioners (NPPs) 

in their medical practices. We strongly support the need for and work of NPPs in neuromuscular 

medicine. We do, however, have some concerns with CMS’ seemingly vague language used in 

this proposed rule about the expansion of the role of NPPs in the medical field and would like 

further clarification on exactly which services CMS is proposing to allow NPPs to perform and 

under what circumstances. 

 

In the proposed rule, it states: “We believe that physicians, NPPs, and other professionals should 

be able to furnish services to Medicare beneficiaries in accordance with their scope of practice and 

state licensure, including education and training, to the extent permitted under the Medicare 

statute, as long as it is not likely to result in fraud, waste or abuse.” (emphasis added). We have 

several concerns with this statement. First, it is not clear who is determining what the NPP’s scope 

of practice is. Is it the NPP’s state or national membership association? Is it their certifying 

body/board? Is it the state’s board of medicine? Most state statutes and regulations that pertain to 

scope of practice are extremely vague and rarely delineate specific procedures or tests that an NPP 

is allowed to perform. If there is no language in statute or regulation in a specific state that says an 

NPPs cannot perform a procedure or test, does that mean that the NPP is allowed to perform the 

test so long as the NPP has some sort of “education and training” in that procedure or test? If so, 

who determines what “education and training” is sufficient? 

 

One of the main diagnostic tests used in neuromuscular medicine is electrodiagnostic (EDX) 

testing. This test is typically comprised of two parts: (1) a non-invasive nerve conduction study 

(NCS) and (2) an invasive needle electromyography (EMG). The NCS portion of the exam is often 

performed by a nonphysician technologist with direct supervision of a trained physician. The 

needle EMG portion of the exam is considered the “practice of medicine” by the American Medical 

Association and should be performed by a physician with specialized training in EDX testing 

(typically a neurologist or physiatrist).1 EDX testing is used to make a medical diagnosis of a nerve 

or muscle disease or disorder and most, if not all, states have statutory or regulatory language that 

prohibits a nonphysician from making a medical diagnosis. EDX testing is also a bit unique 

compared to some other diagnostic tests, like an EEG, in that it must be performed and interpreted 

                                                           
1 American Medical Association. House of Delegates, Policy: H-275.990. Modified: CME Rep. 01, A-16. 



“on site” and in “real time” by the clinician performing the test.2 Unlike many laboratory tests, 

EDX testing is not performed in a standard fashion, but must be specifically designed for each 

individual patient.  In addition, it is often necessary to modify or add to the procedure during the 

examination, depending on the findings, which results in appropriate data being collected and 

proper conclusions being drawn. Therefore, an NPP cannot perform the test and then have a 

physician, who is permitted to make a medical diagnosis, interpret the results after the fact. It is 

nonsensical to allow an NPP to perform a medical diagnostic test (which is often used to determine 

the need or surgery or other medical interventions) when the NPP cannot provide a medical 

diagnosis. Thus, if a patient requires a medical diagnosis (or the NPP performs the test and suspects 

the patient then needs one), a second EDX test will need to be performed by a trained physician 

resulting in wasteful spending on the first test. Furthermore, Medicare (along with most private 

payers) will rarely approve payment for a second test within the same year so the patient will often 

be left with the cost of the test. 

 

Electrodiagnostic testing is one area that is already fraught with fraud and abuse. AANEM has 

spent decades working with law enforcement, private payers, CMS and several other groups in an 

effort to stem this problem, in part by educating these groups about the proper training required to 

perform and interpret the tests. However, all of those efforts will be for naught if CMS simply 

expands the scope of practice of every NPP by only requiring the NPP have “education and 

training” in the specified area without defining any specific requirements. Furthermore, if CMS 

simply defers to the generic and often overly-broad state scope of practice laws and regulations, 

they will potentially be opening the floodgates and allowing NPPs to perform nearly any medical 

test or procedure so long as the NPP has some sort of “education and training.” We implore CMS 

to give serious consideration to the language they use in expanding the scope of practice for any 

medical professional and proceed with caution. For the safety of patients and to help prevent any 

fraud, waste or abuse, we strongly urge CMS to work with physician and NPP specialty and state 

societies to create consensus-based evaluations of the requisite “education and training” for any 

medical test or procedure that CMS intends to permit NPPs to perform. 

 

Telehealth During PHE and Beyond  
 

As a result of the COVID-19 PHE, CMS temporarily expanded the Medicare Telehealth list. 

Telehealth has provided a way for Medicare patients to safely access routine healthcare services 

by reducing the risk of exposure to COVID-19 for both patients and medical staff. As part of its 

response to the PHE, CMS implemented a number of flexibilities including expanding the services 

that can be delivered via telehealth; revising their payment policy to allow non-facility-based 

clinicians to receive the higher non-facility rate versus the facility rate which CMS has historically 

paid for telehealth services; expanding where Medicare beneficiaries can access services, 

including their home; exercising enforcement discretion and waiving penalties for HIPAA 

violations against health care providers that serve patients in good faith through everyday 

communications technologies, such as FaceTime or Skype; and eventually eliminating these 

barriers by paying for certain telephone evaluation and management visits and behavioral health 

                                                           

2 American Medical Association’s (AMA) 2020 Current Procedural Terminology Professional Codebook.  

 



services, and paying practitioners at the same rate as similar in-person services. AANEM supports 

CMS’ efforts to expand telehealth services while ensuring patients continue to have access to 

necessary and high quality care. 

 

As many providers quickly learned in trying to implement telehealth technology during the PHE, 

it is often challenging to establish a synchronous telemedicine connection defined as "live, two-

way audiovisual link between a patient and a care provider" with patients – especially in rural 

areas. There are certainly circumstances where such technology is imperative.  However for 

established patients, clinical decision-making and care planning are both well informed based on 

the existing relationship and information documented in the medical record. Therefore, we believe 

telephone E/M should continue to be an available and fully reimbursed option for those patients 

who need it and strongly urge CMS to make permanent the coverage and reimbursement for audio-

only E/M for Medicare patients. 

 

We support CMS’ proposal to create a third category of criteria for adding services to the Medicare 

telehealth services list on a temporary basis that would include services that were added during the 

PHE for which there is likely to be clinical benefit when furnished via telehealth, but for which 

there is not yet sufficient evidence available to consider the services as permanent additions under 

Category 1 or Category 2 criteria. We also agree that services added under the proposed Category 

3 should remain on the Medicare telehealth services list through the calendar year in which the 

PHE ends. 

 

In creating the third category, however, we have some concerns with the current wording that CMS 

proposes to consider. According to the proposed rule, when assessing whether there was a potential 

likelihood of clinical benefit for a service such that it should be added to the Medicare telehealth 

services list on a Category 3 basis, CMS proposes to consider the following factors:  

 

 Whether, outside of the circumstances of the PHE, there are increased concerns for patient 

safety if the service is furnished as a telehealth service.  

 Whether, outside of the circumstances of the PHE, there are concerns about whether the 

provision of the service via telehealth is likely to jeopardize quality of care.  

 Whether all elements of the service could fully and effectively be performed by a remotely 

located clinician using two-way, audio/video telecommunications technology. 

 

We disagree with the third factor because, as it is currently worded, it explicitly excludes telephone 

E/M. As we noted above, telephone E/M has been a vital lifeline allowing Medicare patients access 

to needed E/M services while allowing them to stay safe at home during the PHE. We urge CMS 

to consider removing the requirement for the use of two-way, audio/video telecommunications 

technology so that telephone E/M codes (99441-99443) can continue to at least be used and 

reimbursed at the current PHE rates for Medicare patients through the calendar year in which the 

PHE ends. 

 

The amount of physician time, intensity and work involved in a telephone E/M visit is equal to 

what is involved in a video E/M visit. Furthermore, beginning in 2021, CPT is transitioning to 

basing E/M code selection on medical decision making (MDM) or time. MDM is performed for 

E/M provided via telephone the same as via video visits. Therefore, as the work, time and intensity 



of video E/M is the same for telephone E/M, we urge CMS not to reduce the current telephone 

reimbursement rates. 

 

In addition to the similar level of physician work involved in a telephone versus a video visit, 

AANEM would also like to point out that there is a no difference in practice expense between 

telephone and video E/M visits. Medical staff must still interface with patients prior to the 

telephone or video visit and must perform additional activities, such as preparing patients for the 

call or video, reviewing the patient’s medication list, etc. Neither video E/M visits nor telephone 

E/M visits require physical supplies typically involved in an in-person visit, but CMS is not 

proposing to reduce payment for video visits as a result of this. Furthermore, due to necessary 

patient preparation prior to video and telephone E/M, we believe telephone and video visits often 

take significantly more staff time than in-person E/M visits.  
 

Proposals have been submitted for consideration at the October 2021 CPT Editorial Panel meeting 

describing E/M provided via the telephone and are set to be valued by the RUC including physician 

work and practice expense. Therefore, we urge CMS not to create new HCPCS codes for virtual 

visits. Instead, we encourage CMS to continue to cover and reimburse telephone E/M at current 

rates (99441, 0.48 wRVU; 99442, 0.97 wRVU; 99443, 1.50 wRVU) until these codes are valued 

by the RUC, reviewed by CMS and published in a Medicare PFS proposed rule for public 

comment. 

 

Direct Supervision by Interactive Telecommunications Technology  

 

As part of the flexibilities implemented for the duration of the PHE and in order to limit exposure 

to COVID-19, CMS revised the definition of direct supervision to include virtual presence of the 

supervising physician or practitioner using interactive audio/video real-time communications 

technology (85 FR19245). In this rule, CMS proposes to extend this flexibility through the later of 

the end of the calendar year in which the PHE ends or December 31, 2021. Many of our members 

have utilized this flexibility with their medical students and residents and AANEM supports the 

continuation of this flexibility through the end of the calendar year in which the PHE ends. 

 

Proposed Changes to E/M Coding, Billing, and Reimbursement 

 

Based on the information in the Proposed Rule, the RUC recommendation for physician work, 

time and direct practice expense would mean a significant redistribution of reimbursement 

between physicians who routinely report office visits and those physicians who do not routinely 

provide office visits.  This reduction would be extremely difficult for physicians to absorb into 

practices that are already operating at maximum efficiency.  Given the significant reduction in 

reimbursement to physicians who do not routinely report office visits, we urge CMS to work 

with the medical community to encourage Congress to implement positive updates to the 

Medicare conversion factor to offset the deserved and necessary increases to office visits.  

Furthermore, with the devastating cuts that took place in reimbursement to the nerve 

conduction study (NCS) codes in 2013 and continued financial impact of the PHE the 

proposed reduction in conversion factor will have a significant impact on our members and 

the patients they care for.  
 

 



Merit-Based Incentive Payment System (MIPS) 

 

General Comments 

 

Performance Threshold: We appreciate CMS’ proposal to more gradually increase the 

performance threshold than was previously proposed – increasing from 45 to 50 instead of 

the 60 points which was proposed in the 2020 proposed rule. We do have concerns with 

CMS’ currently proposed performance threshold increase to 74.01 points for 2022 but we 

appreciate CMS’ willingness to revisit this proposal in the 2022 rulemaking cycle. 

 

Subgroup Reporting: AANEM supports the flexibility for practices to engage in optional 

“subgroup” reporting of measures but we also urge CMS to recognize the additional 

practice burden involved with subgroup reporting via incentives such as scoring incentives 

or lessened reporting burden elsewhere. AANEM has previously supported the ability of 

participants within a practice to break out into “virtual groups” or “subgroups” for the 

purposes of selecting and reporting meaningful quality measures. In this proposed rule, 

CMS proposes this option for MVPs, which presumably would take effect during the 

performance year MVPs are introduced. We support this flexibility as long as it remains 

optional and would encourage CMS to extend this concept to the reporting of all MIPS 

measures, not just the MVP bundle. 

 

MIPS Value Pathways (MVPs): We support and appreciate CMS’ effort to try and 

simplify the participation process for clinicians participating in MIPS via the creation of 

MVPs. Many of our members complain that the MIPS program is too complex and there 

are too many different measures and activities to choose from. The current program with 

its four components is currently very disjointed so we support any effort to better align 

these areas into a more coherent and cohesive program. 

 

However, while we support this effort in its goals, we have concerns about the practical 

application.  One of the major issues with MIPS our members face is the fact that there are 

very few (if any, in some cases) quality measures that apply to their subspecialized 

practices. Our physician membership is comprised almost solely of physical medicine and 

rehabilitation (PM&R) physicians and neurologists but few, if any, of the quality measures 

in those specialty sets apply to neuromuscular or electrodiagnostic-focused practices and 

we fear that forcing these physicians into silos based on their specialty will only further 

limit their options on reporting for quality measures. Furthermore, if CMS elects to attempt 

to create MVPs based on conditions that the physician treats, we have concerns that our 

physicians treat patients with a multitude of conditions which may make it difficult to 

categorize the patient under condition-specific MVPs.  Moreover, many of the conditions 

which our physicians treat are quite rare so even if there was an applicable MVP available, 

it would be difficult for our members to meet the minimum case requirement of 20 to be 

eligible for the full points. For example, a practice may only see one patient with ALS in a 

year.  In addition, our physicians that focus primarily on electrodiagnostic testing treat few, 

if any, patients and it would be inappropriate to use many of the condition-focused 

measures. For example, many of our physicians perform diagnostic testing on diabetic 

patients to check for neuropathy; however, they have no involvement in the management 



of the patient’s diabetes and it would be inappropriate to measure them based on any of the 

diabetes measures. 

 

We agree with CMS’ proposal to delay implementation of MVPs to the 2022 performance 

year and hope that CMS uses this time to work with medical specialty groups, particularly 

those without meaningful measures and/or a diverse patient disease population, to develop 

applicable and meaningful MVPs. To assist with stakeholder engagement, we respectfully 

request that CMS publish a rolling list of MVPs that are currently under consideration, as 

well as publishing the current status of each proposal or finalized MVP. Furthermore, in 

an effort to phase-in the MVPs and allow sufficient time to create adequate MVPs for all 

providers, we also urge CMS to consider allowing clinicians to choose an MVP to report 

or elect to participate in the current, traditional MIPS program. 

 

Small Practices: Small practices continue to face unique challenges with regards to 

participating in the QPP. Small and solo practitioners have fewer resources and less 

capacity to share costs across providers which can be particularly problematic with regards 

to the purchase and maintenance of EHR systems. In addition, for those providers who do 

qualify to be scored on cost measures, they often see fewer patients and thus are exposed 

to an increased risk of incurring a poor score on the Cost category due to a small number 

of high cost, complex patients. Finally, the costs in terms of staff time and financial 

resources required to participate and submit data for the QPP are often substantial for small 

or solo practitioners. These challenges have been further exacerbated by the added 

challenges of the PHE which has, in many cases, resulted in practices having to work with 

a reduced workforce and reduced revenue. As a result, AANEM strongly urges CMS to 

consider including the status of being a small/solo practice as a factor to consider in 

granting exemptions under the “extreme and uncontrollable circumstances” application. 

 

Complex Patient Bonus: AANEM supports CMS’ proposal to increase the maximum 

number of points available for the complex patient bonus for performance year 2020 to 

account for the additional complexity of treating patients during the COVID-19 PHE. As 

proposed, clinicians, groups, virtual groups, and APM Entities would be able earn up to 10 

bonus points towards their final score for the 2020 performance year, double the originally 

finalized five points. CMS is proposing this increase retroactively for the 2020 performance 

period only. We support this proposal and we hope that CMS will also consider applying 

it retroactively for performance year 2021, depending on the circumstances around the PHE 

in 2021. 

 

Feedback Reports: Given the complexity of the MIPS scoring calculations and clinicians’ 

continued lack of familiarity with the program, we continue to urge CMS to provide 

clinicians with more timely feedback on their overall performance so that they may make 

adjustments to their practices and so that they can ensure the information is accurate. 

Release of such information on at least a quarterly basis would be the most beneficial. This 

is especially important as CMS has begun posting MIPS performance scores on the 

Physician Compare website. Furthermore, access to such reports must be simple and user-

friendly. The reports must also be in an easy-to-understand format.  

 



Reweighting as a Result of “Extreme and Uncontrollable Circumstances”: AANEM 

strongly supports CMS’ proposal to allow individuals, groups, virtual groups, and APM 

entities to submit an application to reweight MIPS performance categories as a result of 

“extreme and uncontrollable circumstances”, such as the PHE resulting from the COVID-

19 pandemic. If an application is approved, it would remain in force even if MIPS data was 

subsequently reported, which is a departure from usual CMS policy. This policy would 

apply beginning with the 2020 performance period.  

 

Following the release of the proposed rule, on August 17, 2020, CMS updated its QPP 

COVID-19 Response Fact Sheet to reflect additional flexibilities for non-APM practices. 

CMS announced that physicians will have the option to opt-out completely or partially 

from the 2020 MIPS program by completing a hardship exemption application that is 

associated with the COVID-19 PHE. Practices may request reweighting of the cost and 

quality categories to zero (in which case they would be scored on promoting 

interoperability and improvement activities) or may request to opt out of all four 

performance categories and avoid a 2022 payment adjustment. However, for these non-

APM practices, CMS’ policy that submission of MIPS data to CMS after a hardship 

exception approval would override the application approval would remain in effect and 

physicians would be scored on any data submitted. We do have concerns about this 

automatic override, especially in the event that a staff member inadvertently submits any 

piece of data to the QPP. We believe that once the application is accepted, it should remain 

in effect, regardless of whether or not any data is later submitted to CMS.  

 

AANEM strongly supports these proposals that will allow practices to obtain hardship 

exemptions given the current climate of extreme stress and uncertainty for practices and 

patients. Practices should not have to waste valuable time and resources attempting to 

comply with reporting requirements that they likely will not be able to meet for 2020, 

especially as many practices are already struggling to keep their doors open amid the PHE. 

We thank CMS for providing this flexibility and urge the agency to work with clinicians 

and practices to decrease all reporting and regulatory burdens as much as is feasible. 

 

Improvement Activities Category 

 

AANEM supports the proposal to establish policies in relation to the Annual Call for 

Improvement Activities including an exception to the nomination timeframe during a PHE. 

Prior to the PHE, CMS had established a process and timeline—the Annual Call for 

Activities—for the submission or nomination of new or updated improvement activities. 

During the PHE, CMS developed and implemented new improvement activities designed 

to reward and incentivize pandemic-related activities such as participation in COVID-19 

clinical trials and COVID-19 clinical registries. These new activities were developed 

outside of the Call for Activities timeframe and have been of benefit to patients and 

clinicians. In this proposed rule, CMS proposes to establish a formal exception to the 

nomination period timeframe during a public health emergency (PHE). AANEM supports 

this proposal as it provides CMS and other stakeholders the opportunity to submit 

meaningful new improvement activities that reflect real-world events and are of value to 

patients and clinicians. 



 

AANEM also supports CMS’ proposal to retain the “Query of Prescription Drug 

Monitoring Program (PDMP)” measure as an optional measure in the promoting 

interoperability category and to award 10 bonus points for this measure. While we support 

and encourage the use of PDMPs, there remains a lack of interoperability across many 

systems, but we believe the awarding of bonus points encourages the further development 

of PDMP capabilities.  

 

Cost Category 

 

AANEM continues to have concerns with the proposed scoring methodology and 

attribution criteria. We strongly encourage CMS to conduct further testing of the measures 

with a specific focus on ensuring the risk adjustment criteria is as robust as possible. 

Furthermore, we continue to urge CMS to provide more frequent cost information to 

eligible clinicians, ideally on a monthly or at least a quarterly basis to assist them in better 

understanding this category and allow them to adjust their practices as necessary. Access 

to more frequent information will also make it easier for eligible clinicians to catch 

potential attribution or other errors and work with CMS to correct them. We also continue 

to have concerns about the current CMS Enterprise and Identity Management (EIDM) 

portal system as the clinicians we have spoken with have found accessing the EIDM to be 

very cumbersome and, once they are able to gain access, they find the site difficult to use. 

The EIDM portal either needs to be updated to be more accessible and user-friendly, or 

CMS should work directly with stakeholder organizations to develop a new system. 

 

In addition to our general concerns about the Cost Category, we have more specific 

concerns for providers who care for complex patient population – like many neuromuscular 

disease populations. The patients are often far more costly than traditional patients and we 

urge CMS to provide detailed education for providers of these patient populations about 

how complexity is accounted for in the calculations. AANEM also respectfully requests 

more detailed information on performance measurement, with breakdowns by specialty, 

for the Cost Category so as to allow specialty societies to better educate and support their 

members in this area.  

 

Quality Performance Category 

 

There continues to be a lack of meaningful measures for many specialties and, in particular, 

subspecialties like electrodiagnostic and neuromuscular medicine. We have been contacted 

by a large number of our members noting that they can’t find any applicable measures and, 

instead, are expending significant time and energy asking patients questions and 

documenting responses to generic questions that have no relevance to that physician’s 

treatment of the patient. AANEM has worked to develop quality measures for our 

subspecialized members; however, we have found it nearly impossible to develop 

outcome-based measures.  Many of our member physicians see their patients only once for 

diagnostic purposes, and the referring physician, often outside of our member’s practice, 

manages the treatment of the patient based on that diagnosis.  Another issue is the lack of 

interface between the electrodiagnostic equipment utilized by our member physicians and 



current limitations in EHR systems.  This makes it especially challenging to develop 

measures where the necessary data can be pulled directly from EHRs. Therefore, we 

propose that CMS work directly with subspecialist physicians and organizations that 

represent these physicians to create meaningful sub-specialty measure sets, such as 

measures for common conditions like carpal tunnel syndrome or more complex, but less 

common, conditions like ALS. As CMS is no doubt aware, the creation of new measures 

is very time and resource-intensive so we would request that CMS provide these groups of 

physicians and the organizations that represent them with additional financial and 

administrative support in the development and testing of such measures.  

 

AANEM is very concerned with CMS’ proposal to apply the 7-point achievement cap to 

quality measures that are found to be “topped out” for two consecutive years if that finding 

is based on performance data from 2021. As CMS has acknowledged throughout this 

proposed rule, due to the pandemic and ensuing reporting flexibilities allowed for 2019 

data submission, it is likely that CMS may not have a representative sample of historic data 

for CY 2019 in order to create historic measure benchmarks for the 2021 performance 

period. As a result, the agency is proposing to use performance period benchmarks for 2021 

instead of possibly skewed historical benchmarks. Paired with this proposal, CMS is 

proposing to apply a cap of 7 achievement points, for the 2021 performance period and 

beyond, to measures that are identified as topped out for 2 or more consecutive years 

including the 2021 MIPS performance period benchmarks. Taken together, these proposals 

would put clinicians at risk of inadvertently reporting on a measure that is subject to the 7- 

point achievement cap, if that measure was found to be topped out in the 2021 performance 

period. Although clinicians could ascertain the potential topped-out status of a given 

measure for the 2018 performance period, he or she would have no way of knowing if that 

measure would become topped out for a “second” year in the 2021 performance period. 

We are concerned that this could lead to artificial lowering of scores beyond the clinician’s 

control and may de-incentivize the reporting of measures that would otherwise be 

considered for reporting. AANEM urges CMS not to finalize this proposal for the 2021 

performance year. 

 

Furthermore, we continue to encourage CMS to consider additional factors before 

removing a measure or designating it “topped out,” such as the practice setting(s), whether 

individuals or groups are scoring differently, the geographical location of those performing 

very well vs. those who are not, and the volume of cases the clinicians are reporting. 

Another major factor that should be considered is whether or not specific specialties will 

be particularly adversely impacted by removal. Finally, and perhaps most importantly, 

CMS should consider whether or not the measure is still relevant to patient care. 

 

Promoting Interoperability 

 

In this rule, CMS proposes that clinicians participating in the Promoting Interoperability 

Programs of QPP would be required to use only technology that is considered certified 

under The Office of the National Coordinator for Health Information Technology (ONC) 

Health IT Certification Program according to the timelines finalized in the Cures Act final 

rule (85 FR 50268). While AANEM in general agrees with this proposed timeline, we 



respectfully request that CMS work with ONC to monitor the current PHE and consider 

adjusting compliance dates as needed. 

 

We appreciate and support CMS’ proposal to maintain the 90-day reporting period for the 

Promoting Interoperability (PI) category in 2020 and beyond.  

 

In the 2019 PFS final rule, CMS established a new “Support Electronic Referral Loops by 

Receiving and Incorporating Health Information” measure by combining the 

“Request/Accept Summary of Care” measure and the “Clinical Information 

Reconciliation” measure. The name of the measure includes the word ‘‘incorporating’’ 

which is not always required to increment the numerator of the measure. CMS is proposing 

to replace the word “incorporating” with the word “reconciling” in the name of the 

measure. The new name would read: “Support Electronic Referral Loops by Receiving and 

Reconciling Health Information” measure. AANEM opposes replacing the word 

“incorporating” with the word “reconciling.” CMS has changed the name of this measure 

every year since this measure was created and we believe it serves only to create continued 

confusion for MIPS clinicians. We encourage CMS to maintain the current name of this 

measure for performance year 2021. 

 

CMS is proposing to add the following new measure under the HIE objective beginning 

with the performance period in 2021: “Health Information Exchange (HIE) Bi-Directional 

Exchange” measure. This measure will be added to the HIE objective as an optional 

alternative to the two existing measures: “The Support Electronic Referral Loops by 

Sending Health Information” measure and the “Support Electronic Referral Loops by 

Receiving and Incorporating Health Information” measure. While AANEM supports the 

addition of this new optional measures, we would request some clarification on how CMS 

intends to address instances when states have multiple HIEs or states that do not have HIEs 

and the fact that not all HIEs follow the same standards. How does CMS intend to measure 

the success of this measure if there is no current standardized form of exchanging messages 

through HIEs?  

 

Alternative Payment Models (APMs) 

 

There continue to be very few APMs and even fewer Advanced APMs that 

neuromuscular/electrodiagnostic physicians are able to utilize. We have done extensive 

research into the viability of developing an APM that may be applicable to our members, 

but it quickly became apparent that such an endeavor is extremely resource-intensive, 

especially for a smaller organization such as AANEM, and, thus, it is not a feasible 

undertaking at this time.  Therefore, we continue respectfully request that CMS provide 

additional resources targeting specialists and subspecialists with no current APM options 

to aid in the development of new APMs.   

 

 



Conclusion 

 

We thank you for your consideration of our recommendations. We hope that this letter will serve 

as part of a continuing and collaborative discussion with CMS as the regulations are finalized and 

implemented. We would welcome meeting with CMS to answer questions related to any of our 

suggestions. 

 

 

Sincerely, 

 
 

Yuen T. So, MD, PhD, AANEM President 
 

 

 

 


