
 
September 11, 2017 

 
 
Centers for Medicare & Medicaid Services 
Department of Health and Human Services 
Attention: CMS-1676-P, Mail Stop C4-26-05 
P.O. Box 8016 
Baltimore, Maryland 21244-8013 
 
 
RE:  Comments of the Connected Health Initiative regarding Medicare Program; 

Revisions to Payment Policies Under the Physician Fee Schedule and Other 
Revisions to Part B for CY 2018; Medicare Shared Savings Program Requirements; 
and Medicare Diabetes Prevention Program (CMS-1676-P) 

 
 

I. Introduction and Statement of Interest 
 
The Connected Health Initiative (CHI) writes to provide comments to the Center for 
Medicare and Medicaid Services (CMS) in response to its proposed rule addressing 
changes to the Physician Fee Schedule (PFS) and other Medicare Part B payment policies; 
the Medicare Shared Savings Program (MSSP); and the Medicare Diabetes Prevention 
Program (MDPP).1 
 
CHI, convened by ACT | The App Association, is the leading effort by stakeholders across 
the connected health ecosystem to clarify outdated health regulations, encourage the use 
of remote patient monitoring (RPM), and support an environment in which patients and 
consumers can see improvement in their health. This coalition of leading mobile health 
companies and stakeholders urges Congress, the Office of the National Coordinator for 
Health Information Technologies (ONC), the Food and Drug Administration (FDA), the 
Center for Medicare & Medicaid Services (CMS), and other regulators, policymakers, and 
researchers to adopt frameworks that encourage mobile health innovation and keep 
sensitive health data private and secure. 
 

                                            
1 Medicare Program; Revisions to Payment Policies Under the Physician Fee Schedule and Other 
Revisions to Part B for CY 2018; Medicare Shared Savings Program Requirements; and Medicare 
Diabetes Prevention Program, 82 Fed. Reg. 33950 (Jul. 21, 2017) (“Proposed CY2018 PFS”). 
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II. Connected Health’s Integral Role in the Future of Medicare 
 
A consistently growing body of evidence demonstrates that the wide array of connected 
health technologies available today – whether called “telehealth,” “mHealth,” “store and 
forward,” “remote patient monitoring,” or other similar terms – improve patient care, 
reduce hospitalizations, help avoid complications, and improve patient engagement, 
particularly for the chronically ill.2 These tools, which include wireless health products, 
mobile medical device data systems, telemonitoring converged medical devices, and 
cloud-based patient portals, are revolutionizing the medical care industry by allowing the 
incorporation of patient-generated health data (PGHD) into the continuum of care. To 
illustrate the effectiveness of these diverse solutions, we have appended to this comment 
a non-exclusive list of studies we strongly urge CMS to review. 
 
Despite the proven benefits of connected health technology to the American healthcare 
system, these solutions are largely ignored by the current Medicare system. For example, 
Medicare spending on telehealth services approached nearly $30 million in 2016, 
representing a small fraction of the $588 billion that Medicare spent overall.3 Moreover, the 
system has long suffered due to a lack of reimbursement for remote monitoring solutions. 
 
CMS has, in previous PFS updates, started to take important steps to better utilize 
connected health technology in several components of Medicare, such through the 
expansion of its Telehealth Services List as well as in key Medicare programs such as the 
MSSP. However, the prolonged pace at which the system is being altered to incorporate 
connected technologies leaves the Medicare system and the millions of Americans it 
serves with outdated, inefficient, and less effective treatment options. Further, we note that 
with the passage of the Medicare Access and CHIP Reauthorization Act of 2015 (MACRA), 
Congress has distinctly directed CMS to evolve broadly the Medicare program to optimize 
care quality over quantity, requiring the system to embrace enhancements like connected 
health technology. In light of the approaching implementation for this reoriented Medicare 
system, CMS must maximize its opportunity in the CY 2018 PFS to support Congress’ will 
to improve the American healthcare system. We recommend doing so by leveraging a 
wide array of connected health technologies – those available today as well as future 
innovations. We urge CMS to utilize every opportunity available to progress towards a truly 
connected continuum of care through its PFS, including through the establishment of 
reimbursements for the range of technology this continuum includes.  
 

                                            
2 See Hindricks, et al., The Lancet, Volume 384, Issue 9943, Pages 583 - 590, 16 August 2014 
doi:10.1016/S0140-6736(14)61176-4. 

3 http://www.politico.com/tipsheets/morning-ehealth/2017/08/10/telemedicine-money-jumping-
221812.  

http://www.politico.com/tipsheets/morning-ehealth/2017/08/10/telemedicine-money-jumping-221812
http://www.politico.com/tipsheets/morning-ehealth/2017/08/10/telemedicine-money-jumping-221812
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III. Connected Health Initiative Views on CY 2017 Physician Fee Schedule Specific 
Proposals 

 
CHI offers the following input on specific proposals in the CMS’ proposed CY 2017 PFS: 
 

a. CMS Should Provide Separate Payment for Current Procedural Terminology 
Codes Describing Remote Patient Monitoring 

 
The CHI believes that a well-established – and growing – evidence base demonstrates that 
no category of Medicare beneficiary will benefit more from enhanced use of connected 
health technology than those suffering from chronic conditions, and we support CMS’ 
continued development of CCM services and their use of connected health products and 
services in a technology-neutral manner through the PFS. More widely, CMS can and 
should prioritize the use of connected health technology in the care of Americans needing 
CCM services, particularly as the implementation of MACRA approaches. CMS should 
also make absolutely clear to practitioners that CCM reimbursement may include the use 
of connected health technology where its use is part of the patient care plan. 
 
CMS seeks comments on the value of unbundled remote patient monitoring services from 
beneficiaries and beneficiary advocacy organizations, and what protections might be 
necessary to assure that beneficiaries are properly informed that they are receiving a 
remote monitoring service, since beneficiaries may be required to pay standard cost 
sharing for such services.  
 
Remote patient monitoring services are not telehealth services (and thus are not 
constrained by the same telehealth statutory restrictions as telehealth). These services 
involve the interpretation of medical information without a direct interaction between the 
practitioner and beneficiary; therefore, these codes should be paid under the same 
conditions as in-person physicians’ services with no additional requirements regarding 
permissible originating sites. 
 
CMS specifically seeks comment on the unbundling of CPT code 99091 (collection and 
interpretation of physiologic data (e.g., ECG, blood pressure, glucose monitoring) digitally 
stored and/or transmitted by the patient and/or caregiver to the physician or other qualified 
health care professional, qualified by education, training, licensure/regulation (when 
applicable) requiring a minimum of 30 minutes of time). CMS also seeks comment on the 
possibility of unbundling CPT code 99090 (analysis of clinical data stored in computers 
(e.g., ECGs, blood pressures, hematologic data)). 
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CPT codes 99090 and 99091 are not remote patient monitoring codes. Although we 
generally support unbundling these specific miscellaneous services codes, neither code is 
explicitly intended to be for remote patient monitoring. These codes provide physicians or 
clinicians a means to track miscellaneous services (in this case analysis of physiologic 
data) that are adjunct to other covered and paid services. Both codes are assigned a 
“bundled” status by CMS without separate coverage or payment, but reportable with other 
codes that do have coverage and payment. Neither code mentions the word “remote,” nor 
consider a technical component for the use of remote patient monitoring technology. 
99090 has no assigned or determined valuation, is vague on any required time increment, 
and patient condition. Although 99090 and 99091 are important for the services they 
describe as miscellaneous codes, they are imperfect as remote patient monitoring codes. 
If the services described for 99091 are provided on the same day a patient presents for an 
evaluation and management service, the services under 99091 are considered part of the 
evaluation and management and not separately reported. CHI generally encourages that 
CMS unbundle 99090 and 99091 for purposes of analyzing clinical data stored in 
computers as well as for the collection and interpretation of physiologic data, but not as 
remote patient monitoring codes. Moreover, the services described in 99091 should be 
standalone and not considered a part of the evaluation and management services. 
 
Digital medicine represents a transformative change to the American healthcare system – 
from the perspective of healthcare systems, providers, payors – to patients, families, and 
caregivers. It will be impossible for this transformation to occur if the current delivery 
models and established payment frameworks don’t evolve as well. Which is why CMS 
needs to proactively work with the stakeholder community, in particular the American 
Medical Association Code Procedural Terminology Editorial Panel to create more codes 
that adequately describe remote monitoring, diagnosing, and treatment services. We 
appreciate that any such endeavor will be, and should be, a thorough, expansive, and 
time-consuming process. Which is why in the short-term, through this proceeding, we 
recommend that CMS consider creating temporary G codes that adequately describe 
remote patient monitoring of physiologic data. CMS should also begin the process to 
adequately value, cover, price, and make separate payments for any temporary remote 
patient monitoring codes. AMA, through its Digital Medical Payment Advisory Group, has 
publicly stated that several coding applications will be submitted at a forthcoming meeting 
of the CPT Editorial Panel meeting. Based off that information, CMS should consider the 
following template for the suggested codes:  

1) Chronic Care Remote Physiologic Monitoring (Professional Component): Code to 
report the physician/provider services of chronic care monitoring/management of a 
patient using remote monitoring technology. It is for Physiologic monitoring 
treatment management services, 20 minutes or more of clinical 
staff/physician/other qualified healthcare professional time in a calendar month 
requiring interactive communication with the patient/caregiver during the month. 
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2) Chronic Care Remote Physiologic Monitoring (Technical Component and Set Up): 
Codes to report the technical component of monitoring/management for chronic 
care patients with remote monitoring of physiologic parameter(s) (e.g., weight, 
blood pressure, pulse oximetry, respiratory flow rate); set-up and patient education 
on use of device(s) supply with daily recording(s) or programmed alert(s) 
transmission, each 30 days. 

CMS is also seeking comment on other existing codes that describe extensive use of 
communications technology for consideration for future rulemaking. We urge CMS to 
recognize that there is merit to existing codes that may address remote monitoring as well 
as the promise offered by proposed codes. As referenced above, CHI expects relevant 
proposals to be considered by the AMA CPT Editorial Panel in September 2017 and 
beyond.4 We strongly urge CMS to evaluate new CPT codes on an annual basis moving 
forward towards their adoption into the Medicare system. 
 

b. CMS’ Expansion of the Medicare Telehealth Services List is Supported, but 
Broader Changes to Medicare are Needed to Realize the Benefits of 
Connected Health Technology 

 
In its proposed rule, CMS suggests expanding the Medicare Telehealth Services List to 
include: 

• HCPCS code G0296 (Counseling visit to discuss need for lung cancer screening 
using low dose CT scan (ldct) (service is for eligibility determination and shared 
decision making)); 

• CPT codes 90839 and 90840 (Psychotherapy for crisis; first 60 minutes) and 
(Psychotherapy for crisis; each additional 30 minutes (List separately in addition to 
code for primary service)); 

• CPT code 90785 (Interactive complexity (List separately in addition to the code for 
primary procedure)); 

• CPT codes 96160 and 96161 (Administration of patient-focused health risk 
assessment instrument (e.g., health hazard appraisal) with scoring and 
documentation, per standardized instrument) and (Administration of caregiver-
focused health risk assessment instrument (e.g., depression inventory) for the 
benefit of the patient, with scoring and documentation, per standardized 
instrument); and 

• HCPCS code G0506 (Comprehensive assessment of and care planning for patients 
requiring chronic care management services (list separately in addition to primary 
monthly care management service)). 

 

                                            
4 The information provided should not be interpreted as final, as it is pending completion of the 
Panel discussions of these issues. Final outcomes of the September 2017 CPT Editorial Panel 
meeting can be found at: https://www.ama-assn.org/practice-management/summary-panel-
actions.  

https://www.ama-assn.org/practice-management/summary-panel-actions
https://www.ama-assn.org/practice-management/summary-panel-actions
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The CHI supports the above proposed expansions of the Medicare Telehealth Services 
List, as this is an important (while limited) means for underserved Americans that face 
geographic challenges to care. Further, we urge CMS to reconsider its approach to 
evaluating proposed areas of expansion to the Medicare Telehealth Services List, as the 
pace that the List is being expanded cannot support the requirements in MACRA.5 CMS is 
encouraged to utilize its Innovation Center to fund demonstrations that reflect the updated 
List as well as areas beyond the list (such as beneficiaries suffering from other chronic 
conditions). 
 
In the Proposed CY2018 PFS, CMS states that it is unnecessary to require the distant site 
practitioner report the GT modifier on the claim because a valid Point of Service (POS) 
code is required on professional claims for all services, and the appropriate reporting of the 
telehealth POS code serves to indicate both the provision of the service via telehealth and 
certification that the requirements have been met. CMS then proposes to eliminate the 
required use of the GT modifier on professional claims. CHI strongly urges CMS to use the 
telehealth modifier that the CPT Editorial Panel approved at the recommendation of the 
Telehealth Services Workgroup (recommendation for CPT modifier 95). This 
recommendation reflects the consensus across the stakeholder community that 
harmonized use of the 95 modifier will enable uniform coding and streamline responsible 
payment while safeguarding CMS interests in program integrity through eased tracking. 
With regard to distant site practitioners billing under CAH Method II, we support CMS 
implementing a uniform approach to recognize telehealth and to exchange the 95 modifier 
in place of the GT modifier for institutional claims. 
 
Finally, CMS is seeking information regarding ways it may further expand access to 
telehealth services within statutory authority and pay appropriately for services that take 
“full advantage of communication technologies.” Although telehealth services are in fact 
restricted by statute, CMS decided to further narrowly define the allowable 
technologies/modalities through rulemaking in 2001. It is important to note that all other 
technologies that enable digital medical remote care are not subject to the telehealth 
statutory geographic and originating site restrictions. As with remote patient monitoring, 
CMS has in fact significant discretion to expand coverage of covered services utilizing a full 
array of technologies that enable the delivery of virtual care. We suggest that CMS 
consider those flexibilities and employ an evidence-based manner to optimize the delivery 
of coordinated, high quality medical care.  
 

c. The Connected Health Initiative Supports Urges CMS to Expand the 
Medicare Diabetes Prevention Program to Support Virtual Encounters 

 

                                            
5 CHI recently filed detailed comments with CMS regarding its proposed Quality Payment Program, 
which discuss our views on how CMS can leverage connected health innovations to realize the 
intent of Congress in advancing important goals such as care coordination and beneficiary 
engagement. 
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CHI supports the creation of a separate model under CMS’s Innovation Center to test and 
evaluate aspects of virtual sessions related to the Diabetes Prevention Program. CMS is 
considering a separate model under CMMI to test and evaluate virtual DPP services that 
would run parallel to the MDPP Expanded Model being implemented. The MDPP 
expanded model, is intended to offer participants in-person DPP services primarily, but 
allows a limited number of virtual make-up sessions on an individual basis. DPP model test 
that was originally used to make the statutorily required determination for expansion did 
not include virtual DPP services. CMS discusses that there is substantial research on the 
effectiveness of DPP furnished virtually, and emerging evidence on DPP delivered virtually 
suggests that virtual delivery can show similarly successful participant weight loss and 
health benefits to DPP delivered in other settings, including among Medicare-age 
participants. CMS states it will be releasing details on the model test for virtual DPP 
services separately.  
 
We strongly feel that the separate CMMI DPP test should maximize virtual DPP services 
and when applicable, utilize other non-face-to-face services via any available modality that 
best serves the intended population. We agree with CMS’ acknowledgement that the use 
of connected health tech products and services will be vital to the success of the MDPP.6 
A virtual MDPP would reap benefits consistent with the experiences and data of the broad 
community of stakeholders from across the healthcare and technology sectors that the 
CHI represents.  
 
CHI cautions that finalizing the CY2018 PFS without support for virtual MDPP will discard 
the well-established value of connected health technology to at-risk diabetics, leaving 
countless Americans in peril, particularly in rural areas of the country as 67 percent of the 
65+ population lives further than 5 miles away from a face-to-face delivery location. 
Building on the Center for Disease Control’s (CDC) recognition of the effectiveness of a 
virtual MDPP since 2015, we encourage a renewed actuarial analysis of virtual MDPP. 
 
In the event that a virtual MDPP benefit is not included in the CY2018 PFS, we strongly 
encourage CMS to permit Medicare Advantage (MA) plans to use virtual MDPP encounters 
in addition to in-person MDPP encounters, and to permit virtual DPP to register as 
Medicare Suppliers to enable uptake by MA plans. Without this allowance, in-person 
MDPP providers will be unable to service MA plans which will leave numerous beneficiaries 
without access. CMS can alleviate this issue by affirming that MA plans may use virtual 
MDPP to meet network adequacy requirements and satisfy the requirement to provide 
MDPP services; and by allowing virtual MDPP providers to register as Medicare Suppliers 
for this purpose.  
 
Further, we note that, whether in the Medicare fee-for-service or MA context, a successful 
MDPP will require the inclusion of a virtual program the MDPP supplier enrollment, 
preliminary recognition, and supplier standard provisions of the final rule. 

                                            
6 Id. at 46417. 
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IV. Conclusion 

 
We appreciate the opportunity to submit comments to CMS on this matter and look 
forward to the opportunity to further work on these issues in more depth. Thank you for 
your consideration. 
 
 
Sincerely, 
 
 
 

Sincerely, 
 
 

 
Brian Scarpelli 

Senior Policy Counsel 
 

Joel Thayer 
Associate Policy Counsel 

 
Brad Simonich 

Associate 
 

Connected Health Initiative 
1401 K St NW (Ste 501) 
Washington, DC 20005 

 


