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November 17, 2015 

 

The Honorable Andy Slavitt 

Acting Administrator 

Centers for Medicare and Medicaid Services 

Department of Health and Human Services 

7500 Security Boulevard 

Baltimore, MD 21244-1850 

 

 

Re: Comments on CMS-3321-NC:  Request for Information Regarding Implementation of Merit-

based Incentive Payment System, Promotion of Alternative Payment Models, and Incentive 

Payments for Participation in Eligible Alternative Payment Models 

 

Dear Acting Administrator Slavitt:  

On behalf of the Society of Gynecologic Oncology (SGO), we are pleased to submit comments in 

response to the Request for Information regarding the implementation of the Merit Incentive Payment 

System (MIPS) and the Eligible Alternative Payment Models program as authorized under the Medicare 

Access and CHIP Reauthorization Act of 2015.   The SGO is the premier medical specialty society for 

physicians trained in the comprehensive management of gynecologic cancers in women. Our purpose is to 

improve the care of women with gynecologic cancers by encouraging research and disseminating 

knowledge, raising the standards of practice in the prevention and treatment of gynecologic malignancies 

and collaborating with other organizations interested in women’s health care, oncology and related fields. 

As medical professionals with a special interest and expertise in gynecologic cancers, we dedicate our 

work to helping women conquer the cancers unique to them. We uphold the highest standards of quality 

care, and through research, we are creating new and innovative ways to improve the treatment and care of 

patients. SGO members advocate and contribute to a comprehensive approach to screening, diagnosis and 

treatment; empowering women with the knowledge to provide answers, support and hope. 

Our comments regarding the questions the Centers for Medicare and Medicaid Services posed in the 

Request for Information are as follows:   

 

MERIT INCENTIVE PAYMENT SYSTEM 

 

MIPS EP Identifier and Exclusions 

 

Regarding CMS’ questions on the need to create a distinct MIPS identifier versus the advantages and 

disadvantages of using existing eligible professional identifiers, such as an NPI or Tax Identification 
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Number (TIN), SGO believes that CMS should establish a simple, flexible process for identifying 

MIPS eligible professionals (EPs).  The best approach is maintaining identification by each EP’s TIN/ 

NPI combination that is already in place for use in the current physician quality programs. 

 

Requiring all EPs to register with CMS to create a new, distinct MIPS identifier would be an 

overwhelming administrative burden for both EPs and for CMS.  We are concerned with the ability 

of CMS’ existing infrastructure to handle the creation of a new distinct MIPS identifier, especially ahead 

of the start of the MIPS reporting period in 2017 and with enough lead time to allow ALL EPs to register.   

 

Regarding the possibility of a “split TIN or group,” for the purposes of identifying individual EPs for the 

MIPS Index, CMS should create an opportunity during the registration process where a group 

could self-designate how they will use individual NPIs to differentiate the various EP specialties 

and/or departments and their desired way to participate/report.   

 

SGO could envision one possibility of where CMS may need to consider creating a distinct MIPS 

identifier and that would be for those that decide to join or combine under a “virtual group.”  There are  

few gynecologic oncologists in practices of 10 or less EPs; however, they would need to be able to 

identify with their virtual group.  

 

Finally, prior to finalizing its proposals regarding MIPS identifiers, SGO would urge CMS to conduct 

some type of focus group or town hall meeting with practice managers to determine how they will best be 

able to register, track, and submit this information to CMS on behalf of the EPs in the practice.  

 

Virtual Groups  
 

As mentioned above, there are few gynecologic oncologists that are in practices of 10 or less EPs and thus 

very few SGO members will be eligible to participate in a virtual group. However, there should be 

maximum flexibility for physicians, small practices, and other EPs to form virtual groups and there 

should be no initial, annual, or other limits placed on the maximum number of virtual groups that could 

be approved each year.   

 

Quality Performance Category 

 

 a.  Reporting Mechanisms Available for Quality Performance Category 

 

Current PQRS Reporting Mechanisms and Criteria 

 

SGO believes at a minimum that CMS should maintain all of the current PQRS reporting 

mechanisms to ensure flexibility for physicians with different needs. But, CMS also needs to take this 

opportunity to correct all the problems that medical societies have pointed out in various Physician Fee 

Schedule comment letters over the last several years regarding these programs.  

 

SGO urges CMS to reconsider the current PQRS requirement of 9 measures across 3 domains, 

which is an arbitrarily high standard that often results in reporting for the sake of reporting and 

subsequent data that is of little value.  Given the addition of the Clinical Practice Improvement Activities, 

continuing to report 9 measures across 3 domains is excessive.  

 

SGO believes the current domain assignment is arbitrary and measures are moved from one domain to 

another from year to year.  CMS needs to provide criteria regarding the domain assignment and needs to 

honor the domain recommendations from the physician society that is the measure developer and owner. 

Or, CMS could do away with the domain requirement and have it simply serve as a guide for achieving 
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the national quality strategy goals. SGO believes that the national domains are not relevant and that 

medical societies should submit the list of available measures that should be reported for each 

condition or disease.     

Quality Measure Types and Weighting 

 

SGO believes that valid and reliable outcome measures could potentially lead to more direct measures of 

quality and CMS should encourage their development by medical specialties and provide Federal funding 

for this work.   However, we also recognize that certain types of measures might be more appropriate for 

certain specialties and practice settings than for others.  Measures should be by disease site and all 

physicians that are taking care of patients with that disease or condition should have to report any 

available measures.  Furthermore, process measures that are evidence-based can be integral to improved 

outcomes and in some specialties, this foundational step must first be addressed before moving on to 

outcome measures. 

 

Also, before we can move to a system of outcomes based measures, we need to have a system of risk 

adjustment that has been tested and validated.  We need to understand how to isolate an outcome that 

the physician is truly responsible for. Therefore, CMS should maintain flexibility by not requiring the use 

of any specific type of measure in the initial two – three years of the program.  A flexible approach is 

critical to ensuring that relevant measures are available to as many physicians as possible.  We are 

opposed to requiring that a minimum number of measures be outcomes-based and/or weighing outcome 

measures more heavily.  Finally, SGO urges CMS to have rules for measure development and 

reporting that are transparent and ensure that the quality care provided is attributed to the actual 

professional that performed the care.   

 

Data Stratification 

 

If CMS moves forward with data stratification of any type, CMS must recognize the additional burden 

this could pose to the reporting physician and to the entities collecting this data, e.g., qualified clinical 

data registries (QCDRs). Therefore, CMS should consider directly providing QCDR entities with more 

open access to CMS claims and EHR data so they can easily gather this information.   

 

Also of note, stratifying the data will also reduce sample sizes, creating further issues of validity and 

statistical significance.  

 

Barriers to Successful Quality Performance 

 

SGO urges CMS must continue to address measurement gaps and to improve the existing set of 

measures.  We also want to express our concern that CMS has not yet allocated MACRA-

authorized funding toward this effort of quality performance, both measure and registry 

development, and we urge the agency to do so as expeditiously as possible.  We also remind CMS of 

the importance of ensuring that measure development is evidence-based and clinician-led. 

 

b.  Data Accuracy  
 

Testing 

 

To enhance data integrity, CMS should provide ongoing validation and auditing support on calculating 

reporting and performance rates as data is submitted by EHRs and QCDRS to CMS, including CMS 

flagging any errors on both format and values as data is submitted in real-time.  This will help to avoid 

the situation CMS has encountered with 2014 data collected via QCDRs and EHRs.  CMS and its 
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contractors should work with QCDR and EHR vendors in their early stages in order to integrate processes 

for ongoing data testing through-out the year as measure data is collected.  For instance, discussions on 

processes for system testing should occur once a QCDR self-nominates and submits its data validation 

plan.  

Review and Qualification 

CMS needs to provide a process whereby each QCDR is provided the opportunity to ensure its file 

transmissions meet the form and manner of CMS specifications. It would be beneficial for a QCDR to 

know at the start of a reporting period that its file format is accurate.  To accomplish this, CMS should 

provide specifications and access to the testing portal to QCDRs for testing within a reasonable time 

period and prior to the CMS approval date (currently May).  During that time, QCDRs should be able to 

test data for validity, as well as for data format. 

 

Thresholds for Data Integrity 

 

CMS’ overall goal should be to collect as accurate data as possible and not be punitive to the EPs for 

inadequacies of the QCDR and EHR and/or CMS’ process.  Therefore, we recommend that these types 

of issues around accuracy, completeness, and reliability should be validated during the testing 

process. If a QCDR or EHR vender is alerted to errors and does not make corrections in a reasonable 

period of time, it would be appropriate for CMS to discard the records where validation is not feasible or 

results in inconsistencies and hold the physician harmless for their quality score of the MIPS index. 

 

SGO also strongly encourage CMS to notify through written mail any affected physicians and 

group practices when data is deemed invalid.  The notification process to date has been essentially 

non-existent and grossly inadequate, which will become an even larger problem after MIPS takes effect 

and CMS quality programs are no longer just pay-for-reporting, but pay-for-performance.  

 

Resource Use Performance Category 

 

Current Measures 

 

SGO is concerned that the RFI implies that CMS may keep all the current Value-based Modifier (VM) 

cost measures and then expand upon them.  The current measures have no clinical relevance for many 

physicians.  Some have no costs attributed to them.  Others are tagged with costs for services the 

physician they are attributed to had no opportunity to control.  As can be seen in CMS’ QRURs 

(Quality and Resource Use Reports) and VM experience reports, the current cost and outcome measures 

also discriminate against physicians with high numbers of chronically ill and high risk patients, due to 

inadequate risk adjustment.  There is no transparent process for how CMS would deal with patients that 

are high cost outliers and how CMS would exempt these patients from any cost measure calculation. 

Also, cost measures should only include costs that are controlled by the physician.  They should not 

include hospital costs.   

 

Congress understood that the Value-based Modifier methodology is seriously flawed.  That is why this 

category is worth only 10 points initially.  SGO agrees with that decision.  We also agree with the 

MACRA’s authors that improving the current episode-based measures and attribution process are critical 

to a fair and successful MIPS program and look forward to offering additional input as CMS complies 

with this mandate.  CMS needs to devote significant data analysis and resources to this effort in order to 

deal with the current VM cost measures.  

 

Peer Groups 
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Due to the diversity of physician practices even within the same specialty, making accurate comparisons 

of an EPs’ performance will require far more detailed delineation—of specialty, sub-specialty, area(s) of 

expertise, condition or disease treated, and/or site(s) of practice—than is currently conducted by either 

Medicare or private payers.  While we appreciate CMS’ efforts to adjust for a physician’s specialty in the 

Value-based Modifier program, more work is needed.  A means of recognizing sub-specialization, either 

due to training, services provided, or site of service, will need to be developed and implemented.  

.    

Clinical Practice Improvement (CPI) Activities Performance Category 

 

Types of Qualifying Activities 

 

SGO urges CMS to allow for the broadest interpretation of CPI activities possible. Physicians should 

be able to select the activities that they believe will be most meaningful to them and their patients.  

Physicians should not be required to have a CPI from each category.    

 

Physicians and other eligible professionals should be given credit for CPI activities in which they are 

currently engaged, including those that are mandated or encouraged by Medicare and other government 

programs.   

 

Other types of activities associated with the six CPI categories Congress specifically called for in the 

MACRA include: 

   

o Expanded practice access:  Same day appointments for urgent needs; after-hours clinician 

advice – using secured messaging, patients can ask questions of their provider that is well 

documented in the patient record; remote monitoring of chronic conditions; establishing 

policy allowing patients with emergencies to walk-in during certain established hours;  

Saturday and expanded hours for clinics to increase access; use of satellite offices to bring 

services to patients; and serving on call in an emergency department. 

o Care coordination:  Timely communication of test results; ability of a practice to receive and 

act upon fax or email from a referring doctor; ability to provide patients with printed copies 

of test results; and billing chronic care management or transitional care management codes. 

o Beneficiary engagement:  Practices providing patients with the option to download or have 

mailed medical history forms to fill out prior to a first appointment; training of patients in 

appropriate administration of medications and proper use and maintenance of durable medical 

equipment and various remote monitoring devices and home testing products; use of decision 

trees and questionnaires to engage patients in shared decision making on their medical care; 

patient flyers for specific conditions; and nutritional counseling. 

 Various activities provided by medical specialty societies such as accredited continuing medical 

education, board-certification-related activities, adherence to guidelines, participation in clinical 

trials, and clinical practice improvement activities.  

 Administration of CAHPS or other patient experience and satisfaction surveys should be considered 

as a CPI activity rather than a quality measure.  

 Participation in designated private payer CPI activities. 

 Participation in your specialty society sponsored registry should result in full credit for CPI activities.   

 

Attestation and Reporting of CPI Activities 

 

Physicians should be able to demonstrate their performance of CPI activities through a simple 

attestation process.  Attestation should occur no more frequently than annually. The attestation process 
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would be best facilitated through a web portal that is simple to access and use. Transmission of CPI 

activity results also should be permitted, but not required through EHRs and QCDRs, when and where the 

capabilities exist.  

 

 

Thresholds and Quantifying Activities 

 

CPI activity performance should be based on completion or ongoing participation in a specified number 

of clinical improvement activities, rather than hours. CPI activities should include those in which an 

individual physician or other EP can participate or complete, or activities in which participation or 

completion occurs at the group practice level.  

 

Weighting of Various Activities 

 

At least initially, physicians should not be required to attest to a CPI activity in every subcategory 

or any specific subcategory or activity.  They should be able to pick and choose, so these activities 

would have to be weighted equally. 

 

Development of Performance Standards 

 

SGO does not believe it was the intent of MACRA to continue to base payment adjustments upon a 

performance period that occurred two years earlier.  This forces the agency to truncate development 

of policies and hinders timely modifications in the program.  It also means that physicians have little or 

no idea of what Medicare is judging them on during the actual payment year.  We strongly urge CMS to 

make every effort to reduce the gap between the performance period and the payment year. 

 

We also urge CMS to be completely transparent in a simple format when communicating to physicians 

and groups who they are being compared to, what their thresholds are, and what precisely they should be 

working toward.  We urge CMS to prioritize outreach and education to empower providers and groups to 

operate with clarity in MIPS.  

 

Performance standards should not change periodically, as CMS suggests in the RFI.  Rather, the standards 

for one performance year should remain the standards throughout the entire performance year.  

 

The selection of benchmarks for the development of performance standards must take into account 

the spread of the data and statistical significance. It is important that arbitrary thresholds not be used 

which could result in providers performance above or below any benchmarks determined by random 

variation rather than true differences.  Standards should not be stratified based on group size or specialty 

for identical measures.   Peer groups should be defined by any provider performing a given service or 

procedure. Providers should be held equally to benchmarks.  

 

Defining and Incorporating Improvement 

 

SGO wants to remind CMS that MIPS is not designed to be a “tournament-style,” program, as 

CMS is required to disclose what the benchmarks are prior to the start of a performance period.  
As such, CMS must engage in massive education and outreach programs in concert with performance 

standards development so that groups and providers know exactly who their peers are and what their 

goals will be on the November 1 prior to the performance year.  
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Regarding defining improvement, CMS should not introduce methodologies that are untested, without 

significant outreach to and input from the medical community, to ensure physicians understand and trust 

what they are being scored on. 

 

Credit for “improvement,” should be based on statistically significant change rather than any 

absolute change which could be random variation. Furthermore, any methodology regarding 

incorporating improvement should not punish EPs that have historically met the standards and it should 

not be a disincentive for continued improvement.  

 

Public Reporting 

 

The MIPS is essentially an opportunity to press the reset button and to learn from mistakes made 

in the past, including rushed and sometimes imprudent implementation of certain public reporting 

policies. We would suggest that CMS first work on carefully designing the MIPS system; accrue a 

minimum foundation of data using the new system (e.g., at least 2 years of data); confidentially share that 

data with practicing physicians via clear, easy to understand feedback reports; and simultaneously 

conduct research into what information and reporting formats are most valuable to consumers and 

physicians. Only after this work is complete should CMS transition to the public reporting of physician 

performance data.    

 

When making decisions about whether a measure is ready for public reporting, CMS should continue to 

adhere to its current policy of selecting only those measures which prove to be valid, reliable, and 

accurate upon analysis; are deemed statistically comparable; meet a minimum sample size of patients; are 

not first-year measures; and have proven, through concept testing, to be of value to consumers.  

 

The process of determining whether measures are ready for public reporting should occur in as 

transparent of a manner as possible and should rely heavily on relevant clinical expert input.  The current 

process is opaque as there is no opportunity to comment on the Physician Compare Technical Expert 

Panel recommendations.  

 

Feedback Reports 

 

CMS must provide ongoing, at least quarterly, real-time feedback on performance and should 

consult stakeholder groups continuously to determine the best presentation and most meaningful 

format for sharing ongoing, actionable performance feedback information with physicians and 

practices.  

 

CMS must be transparent in any feedback reports in regard to the methodologies used to comprise any 

benchmarks or attribute patients for a particular measure.  This information must be clearly identified and 

easy to interpret. These reports need to be diagnosis specific. The reports need to contain total scores and 

percentiles for each MIPS category and each element under such category for each individual physician, 

even if the practice reports as a group under a TIN number.  SGO is concerned that current feedback 

reports lack key details to understanding the methodologies used to arrive at the benchmarks and other 

calculations made. The feedback reports should also contain information regarding services the patient 

received that were provided by other EPs.     

 

Feedback reports should be accessible to physicians, practice administrators, and related officials. 

The log-in process for accessing reports must be simple and user-friendly.  There have been ongoing 

problems with accessing reports due to the overly complicated log-in process and cumbersome password 

requirements which reset at very short intervals, complicating the log-in process and ultimately limiting 
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access to these reports.  CMS should make staff available to help physicians and administrators interpret 

the reports. 

 

CMS must provide a fair and transparent process for providers to appeal findings in feedback reports, and 

should lengthen the appeals process to at least 90 days.  

 

ALTERNATIVE PAYMENT MODELS 

 

Payment Incentives for Alternative Payment Models (APM) Participation 

 

The SGO is in the process of developing an alternative payment model for the treatment of a non-

complicated endometrial cancer patient and looks forward to working with CMS to have this model 

adopted so that SGO members can participate in this program.  

 

Regarding payments under an APM these will mostly likely be made to an entity, such as the physicians’ 

practice or to the facility practice plan of the university rather than directly to an eligible physician.  

Therefore, CMS should require that any organization submitting an APM that includes revenue 

that is attached to physician performed services, ensure meaningful participation in the governance 

of the APM by physicians.  

 

It is important for CMS to allow flexibility for proposed APMs to outline different organizational 

structures to serve as APM Entities and different pathways by which revenues might flow through the 

APM Entity.  CMS should not require all APM Entities to be organized the same way, nor should it 

require every physician participating in an APM to obtain a new APM identification number.   

 

A key issue for APM Entities will be determining the methods for establishing that physicians 

participating in an APM have or have not met the MACRA participation thresholds to qualify for 

the lump sum incentive payments.  These methodologies should be left to the discretion of the APM 

Entities and they should be simple and easy to understand. , The methodology for attribution and 

determining participation should be submitted as part of the APM proposal.  

 

SGO believes that patients with the given condition, such as endometrial cancer that is the focus of our 

APM should be attributed to the APM and that in terms of qualifying versus non-qualifying for the 

purpose of APM is should be the percentage of those patients – i.e. 25% in year one -  that the APM 

is meant to include.  

 

Nominal Financial Risk  

 

SGO believes that the definition of nominal financial risk should be small and that it should be no 

more than the first year risk for the Merit Incentive Payment System – i.e. +/-4%.  Also, in relation 

to what is included in the definition of nominal financial risk, SGO strongly believes that CMS 

needs to include start-up costs to get the APM off the ground such as data analysis and establishing 

procedures for coordinating care and sharing information; ongoing costs for new employees such as care 

managers; and foregone revenue from billable services that are reduced under an APM due to use of 

appropriateness guidelines and efforts to reduce exacerbations of patients’ conditions requiring 

emergency department visits and hospitalizations.   

 

The practice may incur these costs with the goal of recovering them through savings on other services, but 

if the savings are not achieved elsewhere, the practice will incur losses.  That can be a significant 

financial risk to the practice even if the practice is not required to make a payment to CMS. 
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Physician-Focused Payment Models (PFPM) 

 

SGO believes that it is critical that the MACRA regulations establish a clear pathway for models to 

be proposed to the Physician-focused Payment Model Technical Advisory Committee (PTAC) and 

for those models that are recommended by the PTAC to HHS to be implemented by CMS as 

qualified APMs.  We are concerned that CMS staff has stated in numerous occasions in public forums 

that CMS is under no obligation to test models that are recommended by the PTAC.  SGO strongly 

disagrees with CMS’ statements. For MACRA to succeed in reforming the delivery of care and 

improving value for patients and the Medicare Trust Funds, CMS must be willing to give serious 

consideration to proposed PFPMs that come through the PTAC and support their implementation. 

 

Within the MACRA law, establishment of the PTAC is under the title, “Promoting Alternative Payment 

Models.”  The PTAC subsection’s purpose is stated as “increasing transparency of physician-focused 

payment models.”  This legislative language makes it clear that Congress intended for PFPMs to provide 

an alternative, more transparent avenue for the development of qualified APMs than the existing CMS 

process.  It did not intend for PTAC-recommended models to receive comments from CMS and 

never be implemented. 
 

The forthcoming regulations should establish an easy pathway for PFPM proposals to be adopted as 

qualified APMs.  CMS should clearly outline the criteria that will be used to evaluate PFPM proposals.  

CMS and the PTAC should work collaboratively with medical societies and other organizations 

developing proposals, provide feedback on drafts, and provide data up-front to help in modeling impacts. 

These regulations should also make it clear that PFPMs recommended by the PTAC will be accepted by 

CMS. SGO is working very hard on its endometrial cancer APM with the intent of having it accepted as a 

PFPM  

 

+++ 

 

If the SGO can provide CMS with additional information regarding this matter, please do not hesitate to 

contact Jill Rathbun, SGO Director of Government Relations at 703-486-4200. 

 

Sincerely, 

 
 

Robert Coleman, MD 

President 


