AMERICA’S
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HOSPITALS

June 27, 2016

Mr. Andrew Slavitt

Acting Administrator

Centers for Medicare & Medicaid Services

U.S. Department of Health and Human Services
Hubert H. Humphrey Building, Room 445-G
200 Independence Ave., SW

Washington, DC 20201

Ref: CMS-5517-P: Medicare Program; Merit-Based Incentive Payment System
(MIPS) and Alternative Payment Model (APM) Incentive Under the Physician
Fee Schedule, and Criteria for Physician-Focused Payment Models

Dear Mr. Slavitt:

Thank you for the opportunity to submit comments on the above-captioned
proposed rule. America’s Essential Hospitals appreciates and supports the Centers
for Medicare & Medicaid Services’ (CMS’) work to identify measures and activities
that appropriately assess performance, promote quality of care, and improve
outcomes through the implementation of the merit-based incentive payment system
(MIPS) and promotion of alternative payment models (APMs) under the Medicare
Access and CHIP Reauthorization Act of 2015 (MACRA). However, essential
hospitals—those that serve the vulnerable, first and foremost—face unique
challenges inherent in caring for these patient populations. We urge CMS to strive
for alignment across programs and allow all providers flexibility in demonstrating
performance under the new Quality Payment Program (QPP).

America’s Essential Hospitals is the leading association and champion for hospitals
and health systems dedicated to high-quality care for all, including the most
vulnerable. Filling a vital role in their communities, our nearly 275 member
hospitals provide a disproportionate share of the nation’s uncompensated care and
devote approximately half of their inpatient and outpatient care to Medicaid or
uninsured patients. Through their integrated health systems, members of America’s
Essential Hospitals offer primary through quaternary care, including trauma care,
outpatient care in ambulatory clinics, public health services, mental health and
substance abuse services, and wraparound services vital to vulnerable patients.

Members of America’s Essential Hospitals work daily to improve care quality
through a broad variety of initiatives—from reducing readmissions to preventing
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falls, blood stream infections, and other patient harm events. They have created
programs to break down language barriers and engage patients and families to
improve the care experience.

The QPP will sunset three existing physician quality programs—the physician
quality reporting system (PQRS), Medicare Electronic Health Record (EHR)
Incentive Program for eligible professionals, and the value-based payment
modifier—and consolidate them into the MIPS. CMS proposes a methodology for
assessing the total performance of each MIPS-eligible clinician. The agency
proposes four performance categories that would be used to determine a composite
performance score: quality, resource use, clinical practice improvement activities
(CPIAs), and advancing care information.

The QPP also gives physicians incentives to participate in advanced APMs.
Advanced APMs must require participants to use certified EHR technology and
base payment on quality measures comparable to those found in the MIPS.
Additionally, advanced APMs must require entities participating in the APM to bear
more than nominal financial risk for monetary losses.

To ensure alignment across programs and allow all providers the flexibility needed
to be efficient and successful, CMS should consider the following comments when
finalizing the above-mentioned proposed rule.

1. CMS should develop a hospital-based physician reporting option for the
MIPS, align measures across quality programs, risk adjust for
socioeconomic and sociodemographic factors, give flexibility to clinicians in
their reporting of quality improvement activities to accurately reflect their
efforts, and provide clarification around data reporting options.

CMS proposes the measures, activities, and data submission standards for each of
the four MIPS categories, along with each category’s respective proposed weight.
CMS proposes to determine a composite performance score based on these weighted
elements. As CMS moves forward with the planning and implementation of the
MIPS, we ask the agency to consider the following comments related to the
proposed categories in its implementation of the MIPS.

a. CMS should seek stakeholder input in the development of a hospital-
based physician reporting option for the MIPS.

MACRA includes a provision allowing CMS to develop MIPS participation options
that apply hospitals’ quality and resource use performance measures to their
employed physicians. We support the goal of such options and believe they would
help physicians and hospitals improve care coordination and align quality
improvement goals. The agency has stated this option is feasible, but not until the
second year of the MIPS implementation.! Given the fact that the MIPS is a
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completely new system, and to avoid additional confusion, we encourage CMS to
seek input from hospitals, physicians, and other stakeholders to establish a process
for hospitals and physicians to designate themselves for hospital-based physician
reporting and to expedite the implementation of this option. The MIPS is an
opportunity for CMS to improve the value of quality measures by simplifying the
current measure set rather than merely incorporating all the current programs into
MIPS.

b. CMS should adopt measures in the MIPS that align with existing
quality reporting programs, minimize unnecessary data collection
and reporting burden, and streamline measurement efforts to focus
on highest priority measures.

The quality performance category under the MIPS includes a list of quality
measures from which eligible clinicians must choose for purposes of assessment
during each one-year performance period. We appreciate CMS’ proposal to reduce
the reporting burden under the quality category from the PQRS’ nine measures to
six measures. However, we urge the agency to seek greater alignment to avoid
reporting multiple versions of measures that assess the same aspect of care simply to
satisfy differing reporting requirements. Measures should focus on areas of highest
priority—i.e., areas that represent the current best opportunities to drive better
health and better care, based on available literature.

As highlighted by the Institute of Medicine’s (IOM’s) Committee on Core Metrics
for Better Health at Lower Cost, there is a need to reduce the burden of unnecessary
and unproductive reporting by reducing the number, sharpening the focus, and
improving the comparability of measures.? We support the committee’s core
measure set of “vital signs” for tracking progress toward improved health and health
care in the United States. This starting measure set emphasizes the importance of
streamlining measures to promote greater alignment and harmonization and to
reduce redundancies and inefficiencies in health system measurement. As CMS
finalizes the MIPS quality measure set, we urge the agency to seek measures that are
outcomes-focused, meaningful at a patient level, and representative of the broader
concerns facing the U.S. health system, as referenced by the IOM, such as: care
access, community engagement, and preventative services.

CMS does propose to increase the number of outcomes measures in future
rulemaking to emphasize the importance of these measures over clinical process
measures. We support the tailoring of the MIPS measure set over time, and
encourage CMS to implement a process, similar to that found in the hospital
inpatient quality reporting programs, to routinely identify and remove those
measures that are either topped-out or no longer adhere to clinical guidelines.
Additionally, we urge CMS to only include measures that are valid, reliable, and
endorsed by organizations with measurement expertise, such as the National
Quality Forum (NQF) and its Measure Applications Partnership. Through these

?Institute of Medicine Committee on Core Metrics for Better Health at Lower Cost. Blumenthal D,
Malphrus E, McGinnis JM. Vital Signs: Core Metrics for Health and Health Care Progress.
Washington, DC: The National Academies Press; 2015.



processes, measures are fully vetted and approved through a consensus-building
approach that involves the public and interested stakeholders.

C. CMS should incorporate risk adjustment for socioeconomic and
sociodemographic factors in the quality measures chosen for the
MIPS and APMs.

America’s Essential Hospitals supports the creation and implementation of
measures that lead to quality improvement. However, before including measures in
the MIPS, CMS must verify they are properly constructed and would not lead to
unintended consequences. CMS should ensure the measure set—to be amended
annually with the addition or removal of measures—includes metrics that are valid
and reliable, aligned with other existing measures, and risk adjusted for
sociodemographic factors to accurately represent the quality of care hospitals
provide.

While we support CMS’ use of stratification of MIPS quality measure data by
demographic characteristics as an opportunity for the agency to analyze available
data, identify trends and areas in need of quality improvement, we strongly urge the
agency to incorporate risk-adjustment into the quality measure set.

We have previously urged CMS, in comments on hospital inpatient quality reporting
programs, to consider a patient’s sociodemographic status—language and existing
level of post-discharge support, for example—in its risk-adjustment methodology.
CMS should ensure the measure set, is risk adjusted for sociodemographic
factors to accurately represent the quality of care hospitals provide. We believe
that risk adjusting the measure set used in the MIPS will benefit the public by
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