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June 27, 2016 

The Honorable Andy Slavitt 
 Administrator (Acting) 
Centers for Medicare and Medicaid Services  
Department of Health and Human Services 
7500 Security Boulevard 
Baltimore, MD 21244-1850 
 

Re: Comments on 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; Proposed Rule 

Dear Acting Administrator Slavitt:  

On behalf of the Society of Gynecologic Oncology (SGO), we are pleased to submit comments in 
response to the Proposed Rule on the Merit-Based Incentive Payment System (MIPS) and Alternative 
Payment Model (APM) Incentive Under the Physician Fee Schedule, and Criteria for Physician-Focused 
Payment Models, CMS-5517-P.    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 Proposed Rule to implement the Medicare Access and CHIP 

Reauthorization Act of 2015 (MACRA) are as follows:   

Program Principles and Goals – MACRA  

The Centers for Medicare and Medicaid Services (CMS) proposes several strategic goals in developing 
the Quality Payment Program including: (1) design a patient-centered approach to program 
development that leads to better, smarter, and healthier care; (2) develop a program that is meaningful, 
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understandable, and flexible for participating clinicians; (3) design incentives that drive delivery system 
reform principles and participation in APMs; and (4) ensure close attention to CMS' excellence in 
implementation, effective communication with stakeholders and operational feasibility. 

The SGO appreciates the efforts of the Centers for Medicare and Medicaid Services (CMS) to engage 
with the physician community in the implementation of the MACRA Law.  However, in a review of this 
proposed regulation, we have concerns that several of the proposals do not meet the program goals and 
principles laid out by CMS in this section of the proposed rule.  Specifically, we are urging CMS to: 

 Allow for individual physicians to report by department or specialty.  While we appreciate CMS 
allowing for both individual and group reporting for the Merit Incentive Payment System (MIPS), 
we are concerned that group reporting will not adequately account for specialty-specific 
reporting, given the lack of a Tax Identification Number (TIN) for individual departments within a 
larger faculty practice plan or physician group.  As a consequence, the MIPS programs could 
significantly undervalue true clinical quality for thousands of specialty physicians because their 
larger group reports on measures and activities that do not reflect the true value in the care 
they provide.   The SGO urges CMS to create a reporting option during the MIPS registration 
process that would allow for a specialty-specific group to self-designate as a “group,” under 
MIPS even if they are part of the TIN for a larger facility practice plan or physician group.    
 

 Simplify the composite scoring system to enable a physician to look at their score and 
understand exactly how it was developed.  The proposed concepts of benchmarks and 
decimals for the quality performance score and the resource use performance score are not 
understandable, meaningful in clinical terms, or represent factors that a physician could 
replicate or even verify.  The SGO understands that CMS desires to generate very, “fine” scores 
in order to differentiate linear differences.  Nevertheless, the current proposal cannot achieve 
the desired result in a fair and clinically meaningful manner.  We urge CMS to consider an 
alternative solution that is reproducible, validated, and clinically meaningful in order to engage 
physicians in performance improving activities.    
 

 The SGO supports CMS’ proposal for physicians to select the quality measures they would report 
and the Clinical Performance Improvement Activities (CPIA) that they would engage in.  
However, we are concerned that this same degree of flexibility is not also being proposed for 
the Advancing Care Information (ACI) Performance Category.  In the base score component of 
this category it is an all or nothing situation regarding the six areas of activities. CMS is also 
proposing to use the 2015 Meaningful Use Stage 3 objectives with no flexibility for physician 
selection or any partial scoring system.  The SGO believes this entire section of activities needs 
to be simplified, made more flexibility and lowered to a 90 day reporting period. 
 

 To help to meet the goal of flexibility, CMS needs to create more opportunities for partial 
credit on the various elements and activities required under MIPS.   
 

 The SGO urges CMS to make resource use meaningful to the diseases of gynecologic cancer 
and we urge CMS to focus on including more sophisticated risk-adjustment, more sub-
specialty comparison groups, and an improved attribution method.  CMS should ensure that 
practices with the most high-risk patients, like women with ovarian cancer, are not unduly 
penalized versus other physicians who manage lower risk gynecology patients, for instance.     
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 The entire proposal regarding “more than nominal risk,” under the Alternative Payment Model 
(APM) option under the Quality Payment Program is not understandable and does not appear to 
relate to an alternative payment model (APM)  that is designed as bundled payments.  The SGO 
urges CMS to re-work that definition/standard and to provide several examples using 
different types of alternative payment models to demonstrate how “more than nominal risk,”   
would be included as an element of the APM.   
 

 The SGO urges CMS to work collaboratively with medical societies on the adoption of Advanced 
APMs to ensure that there are meaningful options available to physicians to participate in this 
part of the Quality Payment Program under MACRA for the payment year 2019.  
 

 Finally, SGO is most concerned that the complexity of this proposed Quality Payment Program 
under MACRA makes it not operationally feasible for a 2017 reporting year.  This is a major 
change with several new elements and while the SGO commends CMS for its various webinars 
and other communications with physicians on these proposals, most of these activities have 
occurred during the day when physicians are engaged in patient care activities.  There are still 
approximately 40 percent of physicians that do not participate in the Physician Quality 
Reporting Program (PQRS), a program that was initiated more than 8 years ago.  To meet the 
strategic goal of excellence in implementation, the SGO recommends that CMS reduce the 
number of proposed requirements for each MIPS category, delay the start date to July 1, 2017 
and create an opportunity for physician practices to receive direct feedback from CMS on their 
proposed solutions for MIPS reporting or Advanced APM participation prior to the start date.  

Meaningful Use Prevention of Information Blocking and Surveillance Demonstrations for MIPS Eligible 
Clinicians, EPs, Eligible Hospitals, and CAHs 

Cooperation with Surveillance and Direct Review of Certified EHR Technology 
 
CMS proposes to require all eligible clinicians under the advancing care information performance 
category of MIPS to attest that they have cooperated with the surveillance of certified EHR technology 
under the Office of the National Coordinator (ONC) Health IT Certification Program.  

The SGO is concerned that the proposed activities necessary to demonstrate cooperation with the 
surveillance of certified EHR technology was not specified in this proposed rule.    

The SGO recommends that CMS and the ONC create a check-list type tool that physicians can easily 
access from both organizations websites and use to track compliance with all of the required 
surveillance activities.  This would also give physicians a tool to use in the evaluation of EHR vendors in 
order to ensure adequate support for the elements of these surveillance activities that comply with the 
CMS mandate. This Quality Payment Program under MACRA will be very expensive for physicians to 
operationalize and CMS should provide short-form checklists and other practice 
transformation/operational tools in order to ensure success.  

Support for Health Information Exchange and the Prevention of Information Blocking 

CMS proposes to implement the MACRA requirement regarding information blocking.  This will require 
that to be a meaningful Electronic Health Record (EHR) user, an Eligible Professional (EP)  must 
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demonstrate that he or she has not knowingly and willfully taken action (such as to disable 
functionality) to limit or restrict the compatibility or interoperability of certified EHR technology.  
 
Again, CMS and the ONC should create clear, specific actions that would constitute limiting or 
restricting compatibility or interoperability and share this document as a checklist or teaching aid.  As 
the owner of a clinical research registry, the SGO is very concerned about interoperability and the need 
be able to have data, “pulled,” to its registry directly from a physician’s EHR to allow for single data 
entry.   
 
Also, besides educating physicians, the SGO would ask that CMS and the ONC work closely with the 
EHR vendor community to ensure that they are not knowingly and willfully taking any action (such as to 
disable functionality) to limit or restrict the compatibility or interoperability of certified EHR technology 
for the purpose of creating a competitive advantage for their specific EHR products. .  

MIPS Program Details 

MIPS Eligible Clinician Identifier 

CMS proposes to use multiple identifiers that allow MIPS eligible clinicians to be measured as an 
individual or collectively through a group's performance. CMS is also proposing that the same identifier 
be used for all four performance categories; for example, if a group is submitting information 
collectively, then it must be measured collectively for all four MIPS performance categories: Quality, 
resource use, CPIA, and advancing care information.  

As stated in our comments on the Request for Information (RFI), CMS needs to create an identification 
option where physicians can “split TIN or group,” for the purposes of identifying themselves as a 
specialty specific group for the purposes of reporting under MIPs.  If physicians are only allowed to be 
in the TIN identified group that they bill with, then most physicians will have no meaningful experience 
under MIPS.  Large groups will select measures that are non-specialty specific and they will not select 
CPIA that are related to specialty specific Qualified Clinical Data Registries (QCDRs) and they will be 
attributed a score for the purpose of a bonus or penalty that has nothing to do with the care they have 
provided to Medicare beneficiaries.   
 
MACRA was created with the intent of physicians being compared to their peers and to those that 
perform a similar case mix.  Large group reporting does not support that premise.  
 
Also, the large groups will be heavily favored to receive the bonus versus small to median size practices 
or individual reporting because they will all receive the same performance score regardless of whether 
they contributed to any of the activities or measures reported.   
 
The SGO believes this is a fundamental and very important element of the Quality Payment Program 
under MACRA and that it needs to be corrected such that specialty specific sub-groups under a larger 
TIN can be identified as a group for the purposes of reporting and receiving a composite score before 
the start of the first reporting period in 2017.  
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MIPS Performance Period 

MIPS applies to payments for items and services furnished on or after January 1, 2019. Section 1848(q) 
(4) of the Act requires the Secretary to establish a performance period (or periods) for a year (beginning 
with 2019). Such performance period (or periods) must begin and end prior to such year and be as close 
as possible to such year.  CMS proposes that for 2019 and subsequent years, the performance period 
under MIPS would be the calendar year (January 1 through December 31) 2 years prior to the year in 
which the MIPS adjustment is applied.  

The SGO joins with its fellow medical societies in urging CMS to establish an initial transitional 
reporting period from July 1, 2017 – December 31, 2017 for the 2019 payment period. The MACRA law 
is very clear that the reporting period should be as close to the performance period as possible and CMS 
needs to use this flexibility to delay the start of the 2017 reporting period.   

The SGO believes it is necessary for CMS to recognize the fundamental changes enacted as part of 
MACRA and treat the first year as a transitional period that allows physicians to move away from the 
existing Medicare reporting requirements, learn about MIPS and APMs, and implement workflow and 
system changes to become successful MACRA participants.  Specifically, we urge CMS in the first six 
months of 2017 to offer opportunities for physician practices to meet in-person or via teleconference 
with CMS officials or with those that CMS has contracted with for technical assistance and present their 
plans for reporting and receive verification that they are not making any operational mistakes.  

CMS states that it intends to develop a validation process to review and validate a MIPS eligible 
clinicians’ ability or inability to report on the quality performance requirements, and that the process 
will function similar to the MAV process under the PQRS program.  This validation process needs to be 
ready by January 1, 2017 and available to physicians to use as part of their technical assistance from 
CMS prior to this new July 1, 2017 start date.   

As a practical matter, starting the program on July 1, 2017 rather than January 1, 2017 provides 
additional time between the issuance of the MACRA final rule and the start of the reporting period, 
specifically for practice.  Physicians should be educated about the new requirements and change their 
practices to accommodate the MIPS and APM programs.  The final rule on MACRA implementation will 
not be released before the fall of this year, leaving participants with only a few months before the 
proposed start date.  Without adequate notice of final program requirements, a final list of qualified 
APMs, specified program thresholds, and other details, CMS is setting up the program for potential 
failure.   

The SGO is also very concerned with the proposed January 1, 2017 start date for the Advanced APM 
program. By selecting this start date, CMS is ensuring that possibly two whole years of this element of 
the MACRA program will be essentially lost because there are so few approved Advanced APMs and 
no Advanced APMs for specialists to apply for.  

This additional six months provides time for CMS to work with specialty societies to modify existing CMS 
APMs so that they can qualify as Advanced APMs.  In addition, the Physician-Focused Payment Model 
Technical Advisory Committee (PTAC) is still in the process of developing a review framework and has 
not had sufficient time to review or recommend new models.  Implementing a July 1, 2017 start date 
provides more time for the PTAC to begin its work identifying physician-focused payment models and it 
gives CMS additional time to implement them.  



6 
 

MIPS Category Measures and Activities 

Performance Category Measures and Reporting 

CMS proposes to allow MIPS eligible clinicians (ECs) and groups to submit data for different performance 
categories via multiple submission mechanisms.  However, CMS is encouraging MIPS eligible clinicians to 
submit MIPS information for the CPIA and advancing care information performance categories through 
the same reporting mechanism that is used for quality reporting.  

The SGO appreciates CMS agreeing with our comments on the RFI regarding retaining all of the various 
reporting options for submitting data and information under the MIPS program. The SGO is working very 
hard to have its registry certified as a QCDR for 2017reporting. We also believe there may still be SGO 
members in private practice that should be able to report via claims.  While we understand CMS’ 
interest in trying to move the reporting to a “one stop,” method, it is not easy or without financial 
implications for a registry to add all the data fields to allow for its members to be able to report their 
Clinical Performance Improvement Activities (CPIA) and their Advancing Care Information (ACI) elements 
via a QCDR registry or a regular registry.   

The SGO would ask that CMS make some of the $15 million per year in quality measure resources 
available via contract to physician society led registries to enable the addition of the data elements 
that would be needed to allow for CPIA and ACI to be reported via specialty society owned registries.  

Quality Performance Category 

CMS is stating that one of its goals in the MIPS program is to use a patient-centered approach to 
program development that will lead to better, smarter, and healthier care. Part of that goal includes 
meaningful measurement which we hope to achieve through measuring performance on measures 
that are relevant and meaningful. 
 
To achieve meaningful measurement in gynecologic oncology, CMS must first approve measures 
regarding gynecologic cancer care for quality reporting.  The SGO submitted 15 measures for 
consideration for 2017 reporting via the CMS call for measures in 2015.  Nine of these 15 measures 
were included on the Measures under Consideration list and then the SGO filled out forms for CMS’ 
contractor for the Peer Reviewed Journal requirement, and unfortunately they were not included on 
the proposed list for 2017.  This is not considered acceptable by the more than 1,000 gynecologic 
oncologists who are the primary care-givers for women with gynecologic cancers, and consultants to 
the more than 20,000 gynecologists who care for the Medicare population.  
 
The SGO also submitted three of these measures to the National Quality Forum for its Surgical Steering 
Committee under its contract with CMS and was told that its measures would be placed on hold until 
spring 2017, because NQF wanted to use its resource for maintenance of measures that were already 
in the proposed list for 2017.  CMS’ own final measure development plan prioritizes specialties and 
diseases for which there are no measures as areas where measures should be developed and accepted.  
The SGO has accomplished this in good faith with many hours of professional time from physicians and 
the SGO staff, and yet there are no measures in the 2017 proposed measure list for gynecologic cancer 
care.   
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The CMS goal of meaningful measurement that it hopes to achieve through relevant and meaningful 
performance measures is far from acknowledged for gynecologic oncologists.  The SGO urges CMS to 
amend its list of measures for 2017 in the final rule for MACRA implementation to include the 
measures the SGO submitted that were included by CMS on the Measures under Consideration list, 
or provide advice about their suggested revision. 
 

Submission Criteria for Quality Measures Excluding CMS Web Interface and CAHPS for MIPS 

CMS proposes that for the applicable 12-month performance period, the MIPS eligible clinician or 
group would report at least six measures including one cross-cutting measure (if patient-facing) and 
including at least one outcome measure. If an applicable outcome measure is not available, CMS 
proposes that the MIPS eligible clinician or group would be required to report one other high priority 
measure (appropriate use, patient safety, efficiency, patient experience, and care coordination 
measures) in lieu of an outcome measure. If fewer than six measures apply to the individual MIPS 
eligible clinician or group, then we propose the MIPS eligible clinician or group would be required to 
report on each measure that is applicable. 
 
Again, the SGO appreciates CMS taking our comments on the RFI into consideration and reducing the 
number of quality measures required for reporting.  However, we still do not agree that specialty 
physicians need to report a cross-cutting measures as these measures are all primary care activities.  
 
We also recommend that CMS support the reporting of new quality measures by physicians by creating 
a safe-harbor for the scoring of the performance on these measures.  
 
And, we urge CMS to create a process in the first six months of 2017, during the transition period, 
that would allow physicians to submit the list of measures they or their group is going to report on 
for 2017 and receive a written reply from CMS that those are acceptable measures and that if there 
are less than six measures available to the practice, as is the case with gynecologic oncology, that they 
have correctly identified the applicable measures.  
 
In addition to the six quality measures selected by the physician, CMS also proposes to assess physicians 
on three population health measures (acute and chronic composites and all-cause hospital readmission 
measure).  The SGO is very concerned with the transparency of these measures, including their 
specifications and scoring methodology, especially with respect to how this applies to a specialty caring 
for women with cancers that for some becomes a chronic illness for several years, but require significant 
resources to achieve this stable state. 

Data Completeness Criteria 

To ensure completeness for the broadest group of patients, CMS proposes individual MIPS eligible 
clinicians or groups submitting data on quality measures using QCDRs, qualified registries, or via EHR 
should report on at least 90 percent of the MIPS eligible clinician or group's patients that meet the 
measure's denominator criteria, regardless of payer for the performance period.   For Individual MIPS 
eligible clinicians submitting data on quality measures data using Medicare Part B claims, they would 
report on at least 80 percent of the Medicare Part B patients seen during the performance period to 
which the measure applies. 
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CMS proposing to include all-payer data for the QCDR, qualified registry, and EHR submission 
mechanisms because we believe this approach provides a more complete picture of each MIPS eligible 
clinicians scope of practice and provides more access to data about specialties and subspecialties not 
currently captured in PQRS.  
 
The SGO is very concerned regarding this proposed increase in the data completeness requirement 
compared to the current PQRS program.  We understand that CMS believes it would be easier if 
physicians just reported on everything from a workflow perspective, but it is not easier because the 
personnel needed to capture and report all of this data is very cost prohibitive.  Creating these high 
thresholds causes an environment with little room for error and it will mean more errors and more 
possibility for the failure of many participants.   

The large administrative costs and burdens associated with collecting this amount of information, 
especially when coupled with the new requirement of reporting on “all-payer” data using a QCDR, 
registry, EHR, or web-interface is not practical or financially achievable.  CMS states that it desires to 
incentivize electronic reporting, especially registries and QCDRs; however, its proposal does the 
opposite—by placing the highest thresholds for these data submission methods, physicians will be 
deterred from using them and may prefer to stay with claims and other types of reporting mechanisms.   

Also, the SGO is concerned with the transfer of all-payer data to CMS and what obligation an SGO 
member has with their private insurance contracts to safeguard this data that would now be in CMS’ 
possession.  The SGO believes that Medicare should only collect and make payment decisions on 
Medicare data.  

A 50 percent threshold is simply a more realistic reporting level that acknowledges potential problems, 
such as a vendor not updating measure specifications at the start of the reporting period, a practice 
switching EHR vendors, power outages, inaccurate coding or natural disaster.  Therefore, the SGO urges 
CMS to reduce the quality reporting threshold back to 50 percent.  

 Resource Use Performance Category 

CMS proposes to start with existing condition and episode-based measures, and the total per capita 
costs for all attributed beneficiaries measure (total per capita cost measure). All resource use measures 
would be adjusted for geographic payment rate adjustments and beneficiary risk factors. In addition, a 
specialty adjustment would be applied to the total per capita cost measure. 

The SGO believes the proposed resources use category of MIPS carries over many of the problematic 
areas of the Value-based Modifier, including using measures that include hospital costs that 
physicians have no control over and have no say in how they are set by the hospital.  The proposal also 
fails to make needed improvements in several key areas, such as attribution and risk adjustment, which 
are necessary to make this category valid for physicians and to delete total per capita cost measures and 
Medicare spending per beneficiary, unless they are physician Part B costs, only.  
 
Also there are no new episodes measures for gynecologic oncology episodes and in general CMS has not 
yet developed needed patient condition groups and patient relationship categories for attribution of 
costs.   In light of these shortcomings, the SGO urges CMS to use the discretion in the MACRA law to 
reduce the percentage on the resource category in year 1, 2017 performance for 2019 payment to 5 
percent, with the remaining 5% being re-attributed to CPIA.     
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 Episode-Based Measures Proposed for the MIPS Resource Use Performance Category 

CMS proposes to calculate several episode-based measures for inclusion in the resource use 
performance category for a variety of conditions and procedures that are high cost, have high 
variability in resource use, or are for high impact conditions.  
 
The SGO is concerned that CMS proposes to use untested episode measures that attribute cost and that 
there are no measures for gynecologic oncology for 2017.  
 
Many of the episode-based measures have only recently been developed and/or made widely known to 
practicing physicians, with the comment deadline on several episodes not ending till August 15, 2016.  
More time is needed to fine-tune and test the proposed episodes.    
 
Also to achieve true transparency, there should be more specific information shared with clinicians 
about the risk adjustment methodology and on the concept of the specialty specific adjustment.  The 
SGO urges CMS to hold town hall meetings this summer where it will showcase several scenarios and 
receive comments from medical societies.  While the concept of risk adjustment was a major tenant 
of the MACRA law, it appears to have received little attention from CMS.  
   
MACRA specifically requires that measures of resource use “shall include results from the methodology 
to develop Care Episode Groups, Patient Condition Groups, and Patient Relationship Categories.  We 
strongly urge CMS to use this opportunity to work with medical specialties to identify and refine those 
episodes that seem most promising and then pilot them with groups or individual physicians. Again, 
this would be another opportunity for face- to-face meetings this summer between CMS staff and 
medical society leadership.  

Attribution for Individual and Groups 

CMS proposes to evaluate performance at the individual and group levels. For MIPS eligible clinicians 
who are reporting as individuals, CMS proposes to attribute resource use measures using TIN/NPI 
rather than TIN. For those reporting as a group, CMS proposes to attribute resource use measures at 
the TIN level – i.e. the group TIN under which they report 
 
The SGO believes that physicians should be compare to their peers both on quality and on resource 
use.  And, we believe that a peer should be defined as the same specialty with a similar patient /case-
mix in the same region of the country.  

As stated above, we have concerns regarding the inflexible nature of group reporting at the TIN level 
and the ability of a department or smaller group of physicians within a large TIN identified group to 
report together and be compared to their same specialty groups that treat the same type of patients.  

Under the proposed attribution model for groups, physicians reporting as a group could be measured on 
resource use that has nothing to do with the care they provide and we don’t believe that is very 
meaningful to physicians.  Nor do we believe it will help to lower overall healthcare costs through better 
clinical choices.  
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Clinical Practice Improvement Activity (CPIA) Category 

Submission Mechanisms 

For the purpose of submitting under the CPIA performance category, CMS proposes to allow for 
submission of data for the CPIA performance category using the qualified registry, EHR, QCDR, CMS 
Web Interface and attestation data submission mechanisms. Regardless of the data submission 
method, all MIPS eligible clinicians or groups must select activities from the CPIA Inventory provided in 
this proposed rule.   
 
The SGO appreciates the long list of CPIAs included in the proposed rule and is pleased that physicians 
can select from any of the identified activities.  However, we are concerned that many of the activities 
on the list are primary care focused, and not particularly aligned with subspecialty oncology care. We 
would ask that CMS be aware of this deficiency and consider additional specialty-specific CPIAs in the 
future.   
 
The SGO supports the shorter, 90-day performance period that will allow physicians to become 
accustomed to reporting on these activities. And we encourage CMS to make it a simple web-based 
attestation process where it is a list of the activities and the physician goes in and selects those that 
they have been doing for at least 90 days and what the time frame for those 90 days was.  
 
Finally, the SGO reiterates its comments from the RFI that all CME activities should be included on the 
list of acceptable CPIA for the 2017 reporting year.  These activities are about life-long learning and 
providing better patient care and should be include in the first year of this program.  
 

Weighted Scoring 

CMS proposes a differentially weighted model for the CPIA performance category with two categories: 
Medium and High.  

CMS is also proposing to set the CPIA submission criteria under MIPS, in order to achieve the highest 
potential score of 100 percent, at three high-weighted CPIAs (20 points each) or six medium-weighted 
CPIAs (10 points each), or some combination of high and medium-weighted CPIAs.   
 
The SGO urges CMS to reduce the number of activities required for reporting in year 1 of this CPIA 
program.  The cost to a practice of increasing or adding six new activities, including possibly 
participation in a QCDR is very expensive and time consuming for a practice.  A maximum of three CPIA 
activities should be the bar set by CMS in year 1.  Also, participating in the quality improvement 
activities of a QCDR should also be seen as adequate for year 1 reporting.    
 
The SGO urges CMS to make all QCDR related CPIA activities as rated “High,” given the resources needed 
by a practice to participate in a QCDR and also the impact that registry participation can have on a 
practice’s quality of care.  
 

The SGO also asks that CMS include specialty society CME related activities on the list of acceptable 
CPIAs. These activities take up considerable time for physicians but ensure patient care is of the highest 
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quality and reflects the latest medical knowledge and innovations.  While some proposed CPIA activities 
could be satisfied through CME, we believe a more explicit recognition would help physicians 
understand whether all CME will count under the CPIA component of MIPS.   
 
We ask that CMS take into consideration the fact that the CPIA category will typically only count for 15 
percent of the overall MIPS composite score and should not require the same level of reporting and 
expense (e.g., six measures) as the quality component, which is weighted at a much higher 50 percent.    
 
Also, the amount of effort required for APM participation is the reason that Congress put that it earns a 
minimum one half of the highest potential score for the CPIA performance category (emphasis added).  
Many APMs already include requirements that are similar to the activities listed as CPIAs.   CMS should 
finalize for 2017 that any APM participation would be sufficient to earn the full category score for 
CPIA.  

Advancing Care Information Performance Category 

Under MIPS, CMS proposes to align the performance period for the advancing care information 
performance category to the proposed MIPS performance period of one full calendar year. Under this 
proposal, MIPS eligible clinicians would need to submit data based on a performance period starting 
January 1, 2017, and ending December 31, 2017 and would need to possess certified EHR technology 
and report on the objectives and measures.  CMS recognizes that stakeholders may still have concerns 
related to a full year performance period.   

The SGO is confused by CMS’ proposal for Advancing Care Information (ACI) given its statements 
regarding its desire to simplify the reporting requirements relative to the onerous requirements under 
Meaningful Use Stage 3.  In many instances the ACI category is largely unchanged from MU Stage 3—for 
example, it remains a pass-fail program and retains the same prescriptive measures.   

We find the ACI performance category to be confusing and compliance-driven rather than physician and 
patient-centric.  The SGO believes that it should be a simple program where a physician attests to 3 – 4 
main elements – like protocols in place to protest patient HPI and ability to share data with the hospital 
and other providers. CMS should take immediate action to reduce the overall complexity of the ACI 
category.   

The SGO urges CMS to continue to provide for the existing hardship exceptions and to have a 90-day 
reporting period.  Also, all elements of the program should be graded based on where the physician’s 
practice is in adopting the measure or needed EHR activity, not the proposed binary, pass/fail system.  

Base Score 

To earn points toward the base score, a MIPS eligible clinician must report the numerator and 
denominator of certain measures specified for the advancing care information performance category 
which are based on the measures adopted by the EHR Incentive Programs for Stage 3 in the 2015 EHR 
Incentive Programs Final Rule, to account for 50 percent (out of a total 100 percent) of the advancing 
care information performance category score.  
 
As proposed, the base score carries over the problematic all-or-nothing structure of the current MU 
program: if a physician fails to report/attest to just one requirement, the physician earns a zero for not 
only the base category, but the entire ACI category.  Missing one base measure earns a zero score 
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regardless of whether that physician achieved 100 percent on every other ACI requirement.  CMS’ 
justification for retaining this approach is that the base score only requires simple yes/no or one patient 
reporting for each measure.  Yet, by using this scoring, CMS maintains a structure where failure to 
report does not simply harm your performance but renders all of your other efforts meaningless.  The 
potential for complete failure due to inadvertent error or mistake continues to dominate the program, 
and the incentive to try is diminished.  The SGO absolutely opposes this all or nothing scoring system.  

To correct this proposal, CMS should award credit for each measure reported under the base score, and 
make clear that a physician will not fail the entire ACI category if they fail to report all base measures.  
This allows the base score to reflect a physician’s actual progress in achieving the objectives.  

Performance Score 

As with the Quality score and the Resource Use score, the SGO believes the proposed performance 
score for ACI is extremely complex and creates significant barriers to achieving CMS’ goals of a program 
that is simplified, allows flexibility in selecting measures, and encourages innovation.  As such, we 
believe this portion of the ACI category requires significant changes and should not be finalized in its 
current form.   

As proposed, the ACI category adopts the same flawed Stage 3 measures opposed by the majority of 
physician societies and does not provide a clear path away from process measures.  EHR developers will 
continue to rely on these requirements as a roadmap for product design, hindering usability, and certain 
specialties will continue to have no relevant technology measures for their practice.  Physicians are not 
computer programmers and thus are unable to identify how systems designed to meet proposed ACI 
measures will be able to support their needs as they transition to new payment models.   

As least for 2017 reporting and 2019 payment year, CMS should final the base score performance, 
with the suggested changes by the SGO as the entire ACI program.   This will allow CMS to work with 
the specialty societies to develop proposals for more relevant measures and then count these measures 
as part of the performance category in 2018.  Mirroring the quality category, specialties could identify a 
group of ACI measures that are more relevant for their practices.  CMS could also leverage the proposed 
CPIAs and utilize existing but relevant ACI measures or adopt new ones to facilitate reporting on these 
activities, including activities related to closing the referral loop, timely communication of test results, 
and updating plans of care. This would not only improve the relevance of measures but would help 
bridge the different MIPS components, creating a more integrated program.   

The SGO understands that this approach is a major shift from the proposed ACI structure.  At a 
minimum, we request that CMS outline a process for simplifying the ACI program for 2017 reporting 
and a process for considering new ACI measures.  In every other MIPS category, CMS has defined a way 
for stakeholders to propose new measures or activities to include in future years; yet, this opportunity is 
completely missing from the ACI category.   

 MIPS Composite Performance Score (CPS) Methodology 

CMS proposes a scoring methodology that allows for accountability and alignment across the 
performance categories and that they believe minimizes burden on MIPS eligible clinicians.  
CMS’ rationale for the proposed scoring methodology is grounded in the understanding that the MIPS 
scoring system is a complex system with numerous moving parts. MIPS eligible clinicians would know 
the actual performance standards in advance of the performance period, when possible.  
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The SGO believes that the calculation of the composite score is much too complicated and not 
transparent.  We believe that most SGO members will not be able to understand the numerous point 
systems and how CMS came to their final score under the proposed methodology.  For example, the 
quality performance category by itself has four different point calculations for the measures, ranging 
from 80 to 210 points.  Physicians then must further understand how bonus points are determined 
within the quality component and then factor in how benchmarks impact this final quality score (which 
vary based on how the data is submitted).  The proposed scoring system is too complicated. 

For this first year, the CPS needs to be a simple score that is easy to following for each program element, 
similar to the scoring system for the CPIA.   This will make it easier for CMS to meet the requirements of 
the MACRA law of publishing the benchmarks and thresholds for each element of MIPS prior to the 
performance period.  The SGO urges CMS to provide all the information to physicians on all elements 
of the scoring system prior to the start of the 2017 reporting period.  

MIPS Payment Adjustments 

In general, CMS proposes to use the CPS associated with the TIN/NPI combination in the performance 
period in making payment adjustments.  For groups submitting data using the TIN identifier, we propose 
to apply the group CPS to all the TIN/NPI combinations that bill under that TIN during the performance 
period. For individual MIPS eligible clinicians submitting data using TIN/NPI, we propose to use the CPS 
associated with the TIN/NPI that is used during the performance period.  

CMS’ analysis proves that this proposed payment attribution system is going to be very negative for 
medium and small practices because so many physicians in large groups will have the same score, 
regardless of whether any of their actions or activities accounted for said score.  This is a fundamental 
problem with the proposal to use one CPS and attribute it to all physicians in the group versus having 
there be at least some individual level of comparison.  The SGO urges CMS to consider the implications 
of score attribution model to the validity of the MIPS program and work with specialty societies to make 
it more meaningful in future years.  

 Performance Feedback 

Under MACRA, CMS is at a minimum required to provide MIPS eligible clinicians with timely (such as 
quarterly) confidential feedback on their performance under the quality and resource use performance 
categories beginning July 1, 2017, and it has discretion to provide such feedback regarding the CPIA 
and advancing care information performance categories. The first performance feedback is due on July 
1, 2017. At a minimum for the first year, CMS proposes to provide performance feedback on an annual 
basis.  
 

The SGO has joined many in the physician community in past comment letters stressing the problems 
with the lack of timely feedback to physicians and calling for improved performance reports that provide 
more understandable information.  The SGO urges CMS to go to Congress and ask for the resources 
needed to update Medicare’s antiquated data systems to allow for real-time feedback.   Physicians lack 
the data and the information used to arrive at the benchmarks and other calculations made under 
current reporting programs, which limits their ability to successfully participate.   

The SGO is concerned with the timeliness of the release of feedback reports and benchmarking 
information.  CMS should consult with stakeholder groups to determine the best presentation and most 
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meaningful format for sharing ongoing, actionable performance feedback with physicians and practices.  
At the very least, CMS must produce, at least quarterly reports on a physician’s resource use/cost 
information compared to other MIPS EC’s since the information is based on claims submission. 

CMS needs to devote the necessary resources, including dedicated CMS staff, to help physicians and 
administrators interpret the feedback reports, and including understanding the various measure 
methodologies, attribution rules, scoring and benchmarks. In cases where different attribution methods 
or other methodological variance creates mismatched data within a physician’s report, the report 
should include an explanation rather than expecting physicians to search for and read detailed 
documents on the CMS web site.  

Finally, the SGO urges CMS to release the reports as early as possible so physicians are not well into the 
next reporting cycle before they learn of their MIPS results and performance and have the opportunity 
to institute workflow changes to ensure success under MIPS, at a minimum CMS needs to follow the 
MACRA recommendation that data be available on a quarterly basis.  

Public Reporting on Physician Compare 

MACRA requires that CMS publicly report on Physician Compare the composite score for each MIPS 
eligible clinician, performance of each MIPS eligible clinician for each performance category, and 
periodically post aggregate information on the MIPS, including the range of composite scores for all 
MIPS eligible clinicians and the range of performance of all the MIPS eligible clinicians for each 
performance category.   

The SGO has repeatedly urged CMS to extend the preview period from 30-days to 90-days, in order for 
physicians to review and ensure the accuracy of their information.  It currently takes practices several 
weeks or months to request, obtain, and review information such as a QRUR report.  To expect 
physicians to access, review, and contest their Physician Compare data in 30-days ignores the demands 
of patient care and competing priorities physicians face on a daily basis, especially when there have 
been numerous inaccuracies in previous data sets CMS has released.  In addition, data under appeal 
should not be publically reported.  If at any time a physician files an appeal and flags information as 
problematic, CMS should postpone posting the information until all issues are resolved. 

Finally, we urge CMS to clarify “Physician Compare” with respect to the information being reported 
about physicians and specifically whether the information is based on group reported data or 
individual physician reported data, and what quality measures were reported by the group and what 
episodes of care were used in the resource use measurements. It is critical that patients will be able to 
distinguish if the information being reported on Physician Compare is related to the specialty of the 
physician they are inquiring about, verses a multi-specialty group data report.  

Alternative Payment Models  

The SGO is diligently working on an alternative payment model for the care and treatment of women 
with endometrial cancer and we believe this model will be very important to the Medicare program and 
that many SGO members will be interested in participating.  To ensure the success of the advanced 
alternative payment models program under MACRA, the SGO would like to make the following 
comments on CMS’ proposals:   
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1. Quality Measures:  Retain the flexibility that is proposed for Advanced APMs to choose their own 
approach to measuring quality, with requirement to choose comparable quality measures to those 
within the various categories of MIPS-comparable quality measures listed in the proposed rule. 
 

2. EHR Use:  The proposal that Advanced APMs require at least 50% of participating clinicians to use 
certified EHR technology to document and/or communicate clinical care to their patients or other 
health care providers should be finalized.   CMS also discusses raising the requirement to 75% in 
year 2, but this policy should not be adopted.  Instead, regulations should keep requirement at 50% 
unless and until experience indicates it is practical to move to a higher threshold. 
 

3. Patient Thresholds:  MACRA outlines revenue thresholds that physicians participating in Advanced 
APMs must meet to qualify and partially qualify for the annual 5% lump sum APM payments.  CMS 
should finalize its proposal to set patient thresholds for qualifying participants (QP) and partial QP 
well below these revenue thresholds.   The SGO also urges CMS to use the flexibility in the MACRA 
legislation to slow the increases to higher percentages in the later years.  
 

4. Assessing Participation Level:  CMS should finalize its approach to counting patients and revenues 
for purposes of QP determinations, which rely on definitions of “attributed” patients in the 
numerator and “attribution eligible” patients in the denominator.  As we understand it, this means 
that for an APM targeting patients with a particular disease, condition or episode, the denominator 
would be the patients with that disease, condition or episode, and the numerator would be the 
patients with the disease, condition or episode who were attributed to the APM. The SGO asks that 
CMS verify this understanding in the final MACRA rule.  
 

5. Multiple APM Participants:  CMS should finalize its proposal to sum participation across the multiple 
Advanced APMs in which a physician may be participating to assess if they have met the required 
revenue or patient thresholds. 
 

6. Physician Focused Payment Model (PFPM) Criteria:  Most of the criteria that are proposed for PFPMs 
should be finalized, but the criterion that PFPM proposals address an issue that broadens and 
expands the APM portfolio should be revised to clarify that the availability of current APMs 
addressing a disease, condition or episode does not preclude additional PFPM proposals that may 
address the same disease, condition or episode with a different payment model.  Instead, PFPMs 
should make multiple APMs available for physicians to try. 

 

The following proposed policies should be modified in the final regulations: 

 

1. Nominal Risk for Advanced APMs:  The final rule should define “more than nominal financial risk” for 
all Advanced APMs similar to the currently proposed risk standards for primary care medical homes 
in year 1, which means that for all APMs (a) the potential loss of guaranteed payments should count 
as a loss, and (b) the minimum amount of losses needed to be considered “more than nominal” 
should be tied to a percentage of physician revenues, not a percentage of Medicare expenditures in 
the APM.  This definition needs to be simplified and set at a level that is more realistic, appropriate 
and attainable.  With multiple components including total risk, marginal risk and minimum loss rate, 
it would be difficult for physicians contemplating participation in Advanced APMs to understand 
their financial risks or know how much to set aside to cover potential repayments.  
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The SGO feels that it is not appropriate for the regulations to tie nominal risk requirements to the 
total cost of care for patients as the NPRM does by linking it to expenditures under the APM.  The 
Regulatory Impact Analysis notes that HHS has long defined “significant” impact as the loss of 3% of 
physicians’ revenue, and the 4% of total expenditures standard in the rule could represent 20% or 
more of a physician practice’s revenue.  “More than nominal risk” should be set at a small 
percentage of the revenue impacted under the APM, such as the 2.5% in the first year of the 
medical home models.  
 

2. Modifying Existing APMs:  There needs to be a straightforward means of modifying existing APMs so 
that they can qualify as Advanced APMs as soon as possible, ideally for 2017.  The statute 
authorizing CMMI directs the Secretary to “focus on models expected to reduce program costs 
under the applicable title while preserving or enhancing the quality of care received by individuals 
receiving benefits under such title.”  This makes it difficult to understand how the Bundled 
Payments for Care Initiative and several other CMMI models listed in Table 32 of the NPRM could 
have been implemented without a means of measuring quality.  Likewise, the Comprehensive Care 
for Joint Replacement model was developed after MACRA was enacted, so it should have been 
structured to meet the requirements for an Advanced APM.  The Medicare Shared Savings Program 
is not a CMMI model so it is not required to meet the same actuarial test as other models, only 
MACRA’s “more than nominal” risk standard.  Whether there is a need for a participant list, a quality 
measure, or some measurable financial risk, there should be an expeditious means of modifying the 
agreements between existing APM entities and CMS to allow more APMs (or physician practices 
that are participating in an APM) to qualify as MIPS or Advanced APMs. 
 

3. APMs for Specialists:  The final rule needs to provide more opportunities for specialists who are not 
primary care physicians to participate in MIPS APMs and Advanced APMs.  Based on the APMs listed 
in Table 32 that would currently qualify as MIPS or Advanced APMs, the only specialist physicians 
who would have access to an eligible APM are oncologists and nephrologists and that would be for 
2018 reporting. 
 

4. Review of PFPMs:  The NPRM rejects recommendations made in comments on the Request for 
Information that CMS outline a clear pathway for models recommended by the Physician-Focused 
Payment Models Technical Advisory Committee (PTAC) to be implemented as Advanced APMs 
under MACRA.  We commend the efforts of the PTAC to put in place a timely and predictable review 
process for stakeholder models, but remain very concerned that CMS is unwilling to do the same. 
 

5. Start Date for APM Participation:  With a start date for APM participation of January 1, 2017, 
physicians would need to already be participating in an APM before the final regulations are 
published defining whether the APM would qualify as an APM under MACRA, either as a MIPS or 
Advanced APM.  Especially as the identification of APM participating physicians will be based on 
participant lists as of December 31, 2017, there is no justification for requiring that eligible APMs be 
implemented and physicians be participating in them on January 1, 2017.  Very few APMs qualify as 
Advanced or MIPS APMs under the proposed rule, which makes it impossible for all but a handful of 
physicians to meet the proposed January 2017 deadline.  We are hopeful that CMS will work closely 
with the PTAC and move quickly to implement additional APMs during 2017 that meet the 
requirements of the law and rule so that many physicians can participate in APMs, which is what 
Congress intended in MACRA. 
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6. Treatment of Non-Fee-for-Service Payments:  CMS should withdraw its proposal to decide on a case-
by-case basis whether to exclude many payments made to physicians that are not traditional 
Medicare Physician Fee Schedule payments from calculations of the 5% lump sum payments to 
participants in Advanced APMs.  This proposal adds unnecessary complexity and uncertainty to the 
calculations and could provide a disincentive for physicians who want to transition away from a fee-
for-service approach. 

+++ 

 

The SGO is eager to provide CMS with additional information regarding our specialty society’s 
recommendations for MACRA and establish a dialogue with your staff.  Please do not hesitate to contact 
Jill Rathbun, SGO Director of Government Relations at 703-486-4200 for questions or comment. 

Sincerely, 

 
Jeffery M. Fowler, MD 

President  

 


