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Chiquita Brooks-LaSure 
Administrator 
Centers for Medicare and Medicaid Services  
200 Independence Ave SW 
Washington, DC 20201 
 
RE: CY2024 Physician Fee Schedule Proposed Rule 
 
Dear Administrator Brooks LaSure: 
 
Thank you for the opportunity to provide comments in response to the recently proposed changes to the 
2024 physician fee schedule and several other policies impac�ng physicians under Medicare Part B. 
While we have concerns about the state of physician payment policy, we applaud the Center for 
Medicare and Medicaid Services for its forwarding thinking in other domains including the Medicare 
Shared Savings Program (MSSP). 
 

About the agilon health Physician Network 
agilon health, a publicly traded company, is the trusted partner empowering primary care physicians to 
transform health care through full-risk, value-based care. Today, groups within the agilon Network of 
physicians’ care for senior Medicare pa�ents within both rural and urban communi�es across 14 states. 
The agilon network of 2,700+ primary care physicians recognizes that our fee-for service (FFS) healthcare 
system is fractured, and that fixing it is a social and moral impera�ve to ensure physicians can con�nue 
to serve their communi�es and their senior pa�ents can receive beter health care.  
 
The agilon health Physician Network provides Medicare Part B services to seniors across 32 communi�es 
and coun�ng. Our network includes independent primary care physician prac�ces, mul�-specialty 
prac�ces, prac�ce associa�ons, hospital physician groups, and hospital systems. We are united by our 
deep commitment to caring for seniors in our communi�es and our shared desire to provide accountable 
care that improves pa�ent experience, health outcomes and physician sa�sfac�on. In 2023 alone, the 
agilon Network of Physicians will reinvest more than $250 million of shared savings into local primary 
care within the communi�es we serve. 
 
Together with agilon health, we have invested in a Total Care Model that puts our partnership at full risk 
for the total cost of care for our nearly 500,000 Medicare Advantage and ACO REACH pa�ents. As part of 
ACO REACH, our Network includes 8 Accountable Care Organiza�ons (ACOs) located across Hawaii, North 
Carolina, New York, Ohio, Pennsylvania, and Texas. These 8 ACOs are comprised of 12 independent 
physician groups, caring for a collec�ve atributed popula�on of about 90,000 Medicare FFS pa�ents 
through ACO REACH.  
 
Our Network physicians provide care to enrollees in tradi�onal FFS Medicare as well. 
 

Execu�ve Summary 
As you know, physician payment policies set forth in the yearly physician fee schedule have direct, 
immediate impact on FFS reimbursement and indirect, delayed impact on value-based care models 
under Medicare Advantage and CMMI test models such as ACO REACH. While we understand that cuts 
to the CY2024 conversion factor are largely a func�on of statutory requirements and the implementa�on 
of new codes, we are nevertheless concerned about the immediate and long-term impact of these cuts. 
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Coupled with the impact of infla�on, which is not accounted for in the proposed payment rates, we join 
many others in the industry in our concern over the long-term sustainability of physician payment in 
Medicare. 
 
Addi�onally, proposed changes to the Quality Payment Program (QPP) will put more financial pressure 
on our physicians and many others across the country at a �me when health workforce shortages plague 
our system and trends toward consolida�on are accelera�ng. Independent physician prac�ces are 
especially vulnerable. As QPP performance penal�es increase and barriers to entry and success in value-
based care are raised higher, physicians will struggle to keep their prac�ces running independently or 
perhaps at all. 
 
While our detailed comments below include warnings about the impact of certain proposed policies, we 
also appreciate that CMS has put forth proposals we strongly support as well. We are pleased to see 
CMS’ proposal to implement the G2211 complexity code. This code more appropriately compensates 
primary care physicians for the �me and effort required to provide care for complex pa�ents. 
Underinvestment in primary care has been persistent for decades, and implementa�on of this code is a 
step in the right direc�on. Addi�onally, we applaud CMS for considering opportuni�es to offer higher 
risk tracks within the MSSP. As a Network united in our commitment to full risk accountable care models, 
we are very pleased to offer our experience and lessons learned in support of a global risk track centered 
in primary care. 
 

Comments and Recommenda�ons 
Payment Stability and Sustainability 
Stable and sustainable payment rates provide financial predictability for physicians, and reliable 
reimbursement sources encourage both new entrants into the workforce and sustained prac�ce over the 
long term. Moreover, fair and sustainable payment rates for primary care services are essen�al to 
making primary care an atrac�ve op�on for the future work force, which is vital to ensuring access to 
health care services for Medicare beneficiaries.  
 
A vibrant primary care workforce underpinned by a sustainable payment system promotes higher quality 
and improved pa�ent outcomes. When pa�ents have consistent access to a primary care provider (PCP), 
they can develop long-term rela�onships with their doctors who are then beter posi�oned to 
understand their health history and provide personalized care. This con�nuity of care helps to prevent 
unnecessary u�liza�on and hospitaliza�ons, improve disease management, and enhance overall pa�ent 
sa�sfac�on. Moreover, a well-func�oning primary care system plays a crucial role in reducing health 
dispari�es among different popula�ons. Stable and adequate Medicare reimbursement for primary care 
services can help incen�vize physicians to prac�ce in underserved areas and care for pa�ents with 
complex medical needs.  
 
CMS’ current proposal to cut the Medicare Conversion Factor (CF) by 3.3% does the opposite. Across our 
network, the proposed cut, coupled with infla�onary pressures, will result in an es�mated 2-5% 
decline in overall tradi�onal FFS Medicare reimbursement for each of our prac�ces. This decline will 
directly impact the overall financial health of our prac�ces by placing undue financial pressure on the 
tradi�onal FFS Medicare side of our businesses. What’s worse, we know this trend of downward 
adjustments to the CF will con�nue, due in large part to the same statutory requirements and limita�ons 
causing the CY2024 cuts. 
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We are also concerned that this downward pressure over �me will stall industry-wide investments in 
value-based care. The transi�on to value-based care o�en requires upfront and ongoing investments in 
prac�ce change, care coordina�on, health IT infrastructure, and quality improvement ini�a�ves (to 
name a few). Unstable and unsustainably low reimbursement rates for fee-for-service Medicare will limit 
the financial resources available to providers to make such deep investments and threaten the future 
viability of value-based care models.  
 
We acknowledge that CMS’ proposal to implement the G2211 complexity code will moderate the overall 
nega�ve impact of declining payment rates for primary care providers under the proposed rule. We 
support the finaliza�on of this proposal. However, we recognize the impact this will have on specialty 
care, as many of our Network’s partners are mul�-specialty prac�ces. We share in industry-wide concern 
that the statutory schema underpinning the PFS creates conflict between medical special�es. While 
primary care is in desperate need of deeper investments such as the G2211 code, it should not be forced 
to come at the cost of other cri�cally important specialty care. CMS should explore all regulatory 
op�ons to prevent important investments in primary care from compe�ng with fair reimbursement for 
other special�es.  
 
Impact on Accountable Care Models 
We strongly support CMS’ goal of achieving a future Medicare system built on accountable care. Yet 
falling reimbursement rates in FFS will result in an untenable financial landscape for these very 
programs, threatening their viability. As rates established under the PFS decline to falsely low levels, the 
baseline costs for services provided to ACO-aligned beneficiaries may fall lower as well. As a result, 
future benchmarks may reflect this underinvestment and erode ACO’s ability to achieve savings. Further, 
benchmark calcula�ons typically include trend factors that adjust for projected growth in healthcare 
costs. If the PFS payment rates fail to keep up with actual cost trends, the benchmarks may not 
adequately reflect the current and future cost landscape.  
 
In the Medicare Advantage program, benchmarks are also set using FFS beneficiary costs. As FFS costs 
fall, MA plans will find it more difficult to achieve savings and reconsider plan features such as benefit 
design, supplemental benefits, and beneficiary cost-sharing. These changes would directly impact 
pa�ent access to care and erode providers’ ability to achieve savings under sub-capitated arrangements 
for their MA popula�on. 
 
Overall, as success in accountable care models becomes increasingly challenging, there is less incen�ve 
to par�cipate. The current PFS methodology set by MACRA threatens our collec�ve poten�al to reach 
CMS’ goal of 100% of Medicare enrollees in an accountable care rela�onship.  
 
Changes to the QPP 
Addi�onally, we have significant concerns over proposed policies that would modify the Quality Payment 
Program. First, we point out that while the QPP offers two tracks – the Merit-based Incen�ve Programs 
(MIPS) and the Advanced Alterna�ve Payment Models (AAPMs) track – we are aware that it is CMS’ goal 
to help providers transi�on into AAPMs. With this in mind, we strongly encourage CMS to reconsider 
proposals to increase MIPS bonus/penalty thresholds and shi� AAPM bonus eligibility determina�ons 
from APM-level to provider-level. 
 
CMS proposes to increase the MIPS performance threshold determining whether a provider is given a 
bonus or a penalty to 82 points (from 75) along with other proposed changes. As our health care system 
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con�nues its reemergence from the COVID-19 pandemic and providers are readjus�ng to MIPS, 
poten�ally without the prospect of hardship exemp�ons, we believe it is imprudent to raise the 
performance threshold. CMS’ own es�mates demonstrate this as 54% of clinicians are expected to be 
penalized under this new threshold. We strongly recommend that CMS consider delaying 
implementa�on of the higher performance threshold.  
 
CMS also proposes to determine eligibility for qualifying APM par�cipants (QPs) at the individual 
provider level rather than at the APM level, as is current policy. Total cost of care (TCOC) models like ours 
are reliant on the ability to incen�vize integra�on between primary and specialty care and ensure that 
specialists provide high-value care to our atributed pa�ents. However, many specialists care for a much 
smaller popula�on of atributed pa�ents than primary care physicians. We understand this can 
some�me disincen�vize ACOs from including specialists. However, we believe that allowing specialists to 
qualify for AAPM bonuses as a func�on of their par�cipa�on in an APM can also be an incen�ve for 
them to join. For mul�-specialty groups like many of our partners, the prospect of primary and specialty 
care providers qualifying for AAPM bonuses is an incen�ve for the group to enter an AAPM as well. If 
CMS finalizes this proposal, we believe that fewer providers will qualify. Instead, we strongly encourage 
CMS to consider performing these determina�ons at both the individual and en�ty level so that all 
par�cipa�ng providers who are eligible receive an incen�ve. 
 
Full-Risk in MSSP and Beyond 
Though our physician network has largely focused on ACO REACH as an avenue to assume full-risk for 
the Medicare FFS popula�on, we strongly support the development of a permanent global risk track 
within MSSP. Our deepest concern is a future state where our ACOs are disrupted or, worse, dissolved 
because there is no full-risk program available to transi�on into. Without an avenue to sustain our ACO 
models, opportuni�es to reinvest in and provide beter care, improve our pa�ents’ experience, and 
ul�mately achieve cost-savings for this popula�on would be jeopardized. 
 
As our Network contemplates the future of full-risk models, we encourage CMS and CMMI to consider a 
mul�-faceted approach wherein ACOs may choose a permanent full-risk track within MSSP or elect to 
par�cipate in a CMMI demonstra�on model such as ACO REACH or its successor. This mul�-faceted 
approach would support CMS’ 2030 goal of reaching 100% of Medicare enrollees in accountable care 
and encourage provider par�cipa�on and con�nued innova�on. To ensure a reasonably smooth 
transi�on for exis�ng REACH ACOs, we urge CMS to establish an MSSP full-risk track centered in 
primary care and simultaneously either extend the ACO REACH model by 1 year for exis�ng 
par�cipants or announce its successor by 2025.  
 
MSSP Full-Risk Track Design 
A full-risk track in MSSP would support the con�nued prolifera�on and growth of total cost of care 
models which, in our experience, more successfully address cost, achieve beter outcomes, and improve 
pa�ent sa�sfac�on within tradi�onal Medicare. In designing a full-risk track in MSSP, CMS should build 
upon prior models and exis�ng MSSP and ACO REACH successes. ACO REACH and prior test models have 
offered ACOs the ability to take on full financial risk with addi�onal regulatory flexibility not currently 
available in MSSP. To this end, CMS should consider incorpora�ng the following design principles in a full-
risk track: 
 

1. Provide a full-risk op�on with no more than a 2% discount. It is reasonable to expect CMS to 
extract savings from a full-risk track in MSSP, similar to exis�ng discounts in ACO REACH. 
However, this must be weighed against incen�ves to atract par�cipa�on. A reasonable and 
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sustainable discount rate of 2% strikes such a balance. Higher discounts challenge the actuarial 
soundness and incen�ve for ACOs to par�cipate in a full-risk program. 
 

2. Design and implement fair and robust benchmarks that address the ratchet effect and reward 
and retain efficient providers. To atract and retain exis�ng, efficient ACOs CMMI should design 
benchmarks that do not inadvertently put historically efficient ACOs at a disadvantage. CMS’ 
previously finalized and currently proposed policy changes to MSSP benchmarks are posi�ve 
steps. A full-risk track should employ innova�ve benchmarking solu�ons, including se�ng ACO 
spending targets based en�rely on that of ACOs’ regions with no reliance on ACO par�cipants’ 
historic spending or need for a prior savings adjustment. This would provide a sustainable path 
to par�cipa�on for ACOs whose spending is historically below that of its region. 

 
3. Leverage ACO REACH learnings on quality measurement to enhance MSSP’s quality 

measurement approach. In general, a simplified set of quality measures and reduced repor�ng 
burden will help atract ACO par�cipa�on. The ACO REACH program implements a streamlined 
approach to quality measurement that moves away from exhaus�ve repor�ng and instead 
focuses on key claims-based measures that indicate performance against quality goals. Those 
measures include unplanned admissions, readmission, �mely follow-up, and pa�ent experience. 
This approach is not only preferrable, but also affords ACOs the �me and resources to focus on 
other cri�cal priori�es such as health equity.  
 

4. Maintain flexibility for ACOs to select par�cipa�ng providers by allowing TIN/NPI ACO 
enrollment. CMMI models have allowed ACOs to define par�cipa�ng providers using a 
combina�on of TIN and na�onal provider iden�fier (NPI). By contrast, MSSP requires TIN-only 
provider selec�on, which limits ACOs to including all specialist providers within a TIN regardless 
of how well they align with the care delivery priori�es of the ACO. With TIN-only provider 
selec�on, ACOs are more likely to exclude en�re specialist provider groups, and even mul�-
specialty groups that include primary care providers, due to the poten�al impact of the 
specialists on their underlying model performance. This also creates an incen�ve for TIN-
spli�ng, crea�ng new separate TINs for primary care and specialists, which adds an unnecessary 
administra�ve burden for providers and CMS. The Pioneer and Next Genera�on ACO models 
allowed ACOs to use a TIN-NPI combina�on to iden�fy providers which enabled them to create 
more focused high-performing provider networks. 
 

5. Provide financial flexibility for primary care ACO models to compensate providers. In ACO 
REACH, every par�cipa�ng provider agrees to have FFS Medicare payments reduced by a set %, 
eventually reaching 100% popula�on-based payments. To replace this lost revenue, the ACO 
enters into an agreement with its providers to reimburse them for services provided. Requiring 
popula�on-based payments to par�cipa�ng providers, as in the REACH program, can be 
challenging because some primary care providers have more difficulty transi�oning to this 
arrangement, par�cularly in a model where there is already accountability for the total cost of 
care. Such arrangements should be a voluntary op�on for ACOs and its par�cipa�ng providers, 
ensuring that popula�on-based payments do not create disincen�ves for enhancing primary 
care, which would counter the shared goal between CMMI, CMS and ACOs to promote increased 
u�liza�on of primary care. 
 

CMS should expect highly confident and successful ACOs to join this new track. CMS’s aim should not be 
to atract unsuccessful ACOs but to ensure it designs a model that will generate savings to Medicare 
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while providing ACOs with stable benchmarks and the flexibility to innovate and improve pa�ent care. As 
an op�on, CMS could employ an early termina�on policy as was done in REACH to prevent ACOs from 
leaving the program before the end of their agreement period if the model became financially 
unfavorable for them.  
 
Conclusion 
Thank you for the opportunity to share our comments in response to the proposed 2024 physician fee 
schedule rule. The agilon health Physician Network stands ready as a resource to as you work to prepare 
final policies. If any ques�ons arise, please do not hesitate contact Claire Mulhearn, Chief 
Communica�ons &Public Affairs Officer, at Claire.Mulhearn@agilonhealth.com or Ka�e Boyer, Director of 
Policy & Government Affairs, at Ka�e.Boyer@agilonhealth.com.  
 
Sincerely, 
 

Amanda K. Williams, D.O. 
Medical Director 
Physicians Group of Southeastern Ohio 
Founding Member, agilon health Women 
Physicians Leadership Council  
Anas Daghestani, MD 
President & Chief Executive Officer 
Austin Regional Clinic 

Patrick Goggin, MD 
Medical DirectorVice President, Physicians 
Group of Southeastern Ohio 

Norman H. Chenven, MD 
Founding Chief Executive Officer 
Austin Regional Clinic 

Mark Ambler, MD 
Chief of Family Medicine 
Austin Regional Clinic 

Ker Boyce, MD 
President 
Pinehurst Medical Clinic 

Michael B. Daley, MD 
President, Primary Care 
Pinehurst Medical Clinic 
Victoria DiGennaro, DO 
President & Family Physician 
Pioneer Physician Network 
Founding Member, agilon health Women 
Physicians Leadership Council 
Robert L. Stone, MD 
Chief Medical Officer 
Central Ohio Primary Care Physicians 

Donald Deep, MD 
Chief Executive Officer 
Central Ohio Primary Care Physicians 
Kristin Oaks, MD 
Medical Director 
Central Ohio Primary Care Physicians 
Founding Member, agilon health Women 
Physicians Leadership Council 
Matthew Skomorowski, MD 
Central Ohio Primary Care Physicians 
Mitchell Brodey, MD 
President & Chief Executive Officer 
FamilyCare Medical Group, P.C. 
Liam Fry, MD 
Chief Medical Officer 
Austin Geriatric Specialists, PLLC 
Founding Member, agilon health Women 
Physicians Leadership Council 
Moshir Jacob, MD, CPE 
Chief Medical Officer 
The Toledo Clinic 
CMO, Independent Health ACO 
Gurneet Kohli, MD 
Chief Medical Officer 
Premier Family Physicians, PLLC 

Michael W. Morris, MD 
Vice President, Diagnostic Clinic of Longview 
Chairman, Board of Trustees, Longview 
Regional Medical Center 

Wendy Rissinger, MD 
Medical Director 
Family Practice Center, PC 

mailto:Claire.Mulhearn@aagilonhealth.com
mailto:Katie.Boyer@agilonhealth.com
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Christopher Crow, MD 
Chief Executive Officer & Co-Founder 
Catalyst Health Group 

Stephen J. Behnke, MD 
Chief Executive Officer 
Lexington Clinic 

Kurt Lindberg, MD 
President & Medical Director 
Holland Physician Hospital Organization 

Kenneth Kroll, MD 
Managing Partner 
Capital Medical Clinic 

Justin Golden, MD 
Partner and Co-owner 
Richfield Medical Group 

Jan Froelich, MD 
President 
PriMED Physicians 

Daniel J. Scully, MD 
Chief Executive Officer 
Buffalo Medical Group 
Todd Teague, MD 
The Jackson Clinic 
Michael J. App, MD, MPH 
President 
Answer Health Physician Organiza�on 
Jennifer H. Battiste, MD 
Answer Health 
Manish Naik, MD 
Chief Medical Officer 
Aus�n Regional Clinic 
Todd Lisy, MD 
Medical Director 
Pioneer Physicians Network 
Gregory A. Richter MD                                                                                                                                                                                     
Medical Director                                                   
Collom & Carney Clinic 
Joe Moran, MD 
Chairman & Primary care Medical Director 
Piedmont Health Care 

Michael Williams, MD 
President & Chief Executive Officer 
United Physicians 

Kim Coleman, MD 
Chief Medical Officer 
United Physicians 

J. Mark Redwine, MD 
President 
Palmetto Primary Care Physicians 

Terry R. Cunningham, DBA, MHA 
Chief Executive Officer 
Palmetto Primary Care Physicians 

Michael Favorito, MD 
Board Member 
Wilmington Health 
Richard Cook II, MD                                                 
Associate Medical Director 
Preferred Primary Care Physicians, Inc. 
Frank Civitarese, DO 
President 
Preferred Primary Care Physicians, Inc. 
Mia Yousef, MD 
Preferred Primary Care Physicians, Inc. 
David B. Parker, MD 
Managing Partner 
Hastings Internal and Family Medicine 

Brady Steineck, MD, MBA 
President & CEO 
Community Health Care, Inc. 

Tim Hernandez, MD 
Chief Executive Officer 
Entira Family Clinics 
Kevin Spencer, MD 
Chief Clinical Partner, agilon health 
Ryan Dougherty, MD 
Board Member 
Wilmington Health 
Joshua Raines, DO 
Pioneer Physicians Network 
Khan Nedd, MD  
Chief Execu�ve Officer 
Answer Health Physician Organiza�on 
Craig T Kopecky, MD 
Lakeway Clinic Chief 
Premier Family Physicians 
Jesenia Cruz, MD 
Buffalo Medical Group 
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Keith D. Bricking, MD 
EVP & Chief Clinical Officer 
Premier Health 
Shuman Hua, MD 
Buffalo Medical Group 
Kevin Nelson, MD 
President  
Richfield Medical Group 
Peter Christensen, DO, FAAFP 
Associate Medical Director 
Holland PHO 
Stephen R. Buksh, MD 
Northeast Tarrant Internal Medicine, LLP 
Caisson Hogue, MD 
Vice President & CMIO 
Palmeto Primary Care Physicians 
Jeff James 
Chief Execu�ve Officer 
Wilmington Health 
Sean Bresnahan, MD 
Pod Leader 
FamilyCare Medical Group 
Christopher Russo, MD 
Chief of Surgery                                                  
Starling Physicians 
Rose M. Ramirez, MD                                          
Jupiter Family Medicine 
Jon Rich, DO 
Lakeland Medical Associates 
Odus Mar�n Franklin, DO                                                     
Premier Family Physicians 
John Millet, MD, MBA 
Execu�ve Board Member and Associate 
Medical Director 
Answer Health 
Gary Pinta MD 
Vice President                                                     
Pioneer Physicians Network  
Sarit Patel, MD 
Medical Director 
Starling Physicians 
Mark C. Dawson, MD 
Premier Family Physicians 

Keith Eppich, MD 
Vice President  
Village Health Partners 
Diane L. Pleiman, MBA, FACHE 
President & CEO 
Premier Physician Network 
David E. Born, MD 
Pod Leader 
Central Ohio Primary Care 
Walter Reiling, MD 
Vice President & Chief Medical Informa�cs 
Officer 
Premier Health 
Joseph P. Allen, MD, FAAFP 
Primary Care Medical Director  
Premier Health 
Benjamin Williard, CPA, MBA 
Chief Execu�ve Officer & Chief Financial 
Officer 
Family Prac�ce Center, PC 
Douglas Gleaton, MD 
Chief Medical Officer 
Simple Medicine 
Mark H. Allen 
Chief Execu�ve Officer 
The Jackson Clinic 
David Schultz, MD 
Chief Medical Officer 
Wilmington Health 
Kristen Pfau, MD 
Family Care Medical Group 
Thomas G. White, MD                                            
Buffalo Medical Group 
David Page, MD                                                           
Pod Leader                                                   
FamilyCare Medical Group 
James M. Caskey, MD                                                                                                                        
East Texas Family Medicine 
Henry Naddaf  
President and Chairman Board of Directors  
Toledo Clinic  
Lori Bethke, MD 
Chief Medical Officer 
En�ra Family Clinics 
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