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1. OVERVIEW

This document contains the verbatim comments received in response to the Centers for

Medicare & Medicaid Services (CMS) posting for public comment in December 2016. The

comments are summarized, with responses to comments, in the accompanying document titled

“Episode-Based Cost Measure Development for the Quality Payment Program: Public Comment

Summary Report.”

CMS’s request for feedback consisted of two documents:

e A draft list of episode groups and trigger codes for public comment, as required by
Section 101(f) of Medicare Access and Children’s Health Insurance Program (CHIP)
Reauthorization Act of 2015 (MACRA)!

e A document outlining episode-based cost measure development for the Quality

Payment Program which included specific questions for stakeholders?.

The public comment period for these two documents (“December 2016 posting”) was open from
December 23, 2016 to April 24, 2017. During this period, Acumen, LLC, the measure
development contractor, received 69 comments from stakeholders as listed in Table 1, below.
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1/2/2017

2/3/2017
3/27/2017
3/29/2017

4/5/2017

4/9/2017

4/13/2017
4/19/2017
4/19/2017

4/20/2017

4/21/2017
4/24/2017

Matt Hawkins

Rachel Groman*

Cheryl L. Nimmo

Terrence L.
Cascino

Susan Kay
Harold D. Miller

Amanda Cassidy*
Mark A. Levine

James S. Kennedy
David Slotwiner

Sharon L. Dunn

Laura I. Thevenot

Table 1. Index of Commenters

Professional Title

Director, Pediatric Interventional
Radiology

Vice President, Clinical Affairs
and Quality Improvement

President
President

Quality Manager
President and CEO

Health Policy Advisor

President

Chair, HRS Health Policy
Committee

President
Chief Executive Officer

Organizational Affiliation

Children’s Healthcare of Atlanta at Egleston

Hart Health Strategies
American Association of Nurse Anesthetists

American Academy of Neurology

Teton Valley Health Care

Center for Healthcare Quality and Payment
Reform

Arnold & Porter Kaye Scholer, LLP

CDIMD - Physician Champions
Heart Rhythm Society

American Physical Therapy Association

American Society for Radiation Oncology

! Draft List of MACRA Episode Groups and Trigger Codes, CMS MACRA Feedback page,
https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/Value-Based-

Programs/MACRA-MIPS-and-APMs/draft-list-of-care-episode-and-patient-condition-groups-and-codes.zip

2 Episode-Based Cost Measure Development for the Quality Payment Program, CMS MACRA Feedback page,
https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/Value-Based-

Programs/MACRA-MIPS-and-APMs/Episode-Based-Cost-Measure-Development-for-the-Quality-Payment-

Program.pdf
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Submission

Date
4/21/2017

4/24/2017

4/24/2017

4/24/2017
4/24/2017
4/24/2017

4/24/2017

4/24/2017

4/24/2017
4/24/2017
4/24/2017
4/24/2017

4/24/2017

4/24/2017
4/24/2017

4/24/2017

4/24/2017
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4/24/2017

4/24/2017

4/24/2017
4/24/2017
4/24/2017

4/24/2017

4/24/2017
4/24/2017
4/24/2017

4/24/2017

4/24/2017
4/24/2017
4/24/2017

Samir Fakhry
Kerry D. Solomon

Peter D. Stetson

Wanda D. Filer
Caroll Koscheski

Sharad Lakhanpal

Dale N.
Schumacher

James L. Madara

Gail J. Richard
Jeffrey Plagenhoef
Henry W. Lim

Amanda Cassidy*

James C. Denneny
111

Andrés Rodriguez

Jacqueline W.
Fincher

Christine M.
Jackson

William J. Maloney
Raymond Russell

Josanne K. Pagel

Michael X. Repka
Annie Purcell

James Gardner

Kenneth C.
Anderson

Anders Gilberg

Lisa Miller Jones

Thomas A.
Buchholz

Krishna Komanduri

Ronald Fairman
Ellen Flaherty
Karen Bird

Sharmila Sandhu

Debra Johnson
David B. Hoyt
Boyd R. Buser

Professional Title

Chair
President

Chief Health Informatics Officer,
Deputy Physician-in-Chief

Board Chair
Member, ACG Board of Trustees

President

President

Chief Executive Officer &
Executive Vice President

President
President
President

Health Policy Advisor

Executive Vice President and
CEO
VP, Clinical Affairs

Chair, Medical Practice and
Quality Committee

Sr. Director, Global Health
Policy, Reimbursement, and
Health Economics

President

President

President and Chair of the Board

Medical Director for Government
Affairs

Chair, Reimbursement and Policy
Review Committee

Medical Science Officer, Vice
President Reimbursement

President

Senior Vice President,
Government Affairs
Regulation, Policy Manager
Executive Vice President and
Physician-in-Chief

President

President
President
Executive Director

Counsel and Director of
Regulatory Affairs

President
Executive Director

President

Organizational Affiliation

Trauma Center Association of America

American Society of Cataract and
Refractive Surgery

Memorial Hospital for Cancer and Allied
Diseases

American Academy of Family Physicians
American College of Gastroenterology

American College of Rheumatology

Rockburn Institute

American Medical Association
American Speech-Language-Hearing
Association

American Society of Anesthesiologists

American Academy of Dermatology
Association

VisionCare, Inc

American Academy of Otolaryngology -
Head and Neck Surgery

Infectious Diseases Society of America

American College of Physicians

Medtronic

American Association of Orthopaedic
Surgeons

American Society of Nuclear Cardiology

American Academy of Physician Assistants
American Academy of Ophthalmology

American Academy of Physical Medicine
and Rehabilitation

Cook Medical
American Society of Hematology

Medical Group Management Association

American Urological Association

The University of Texas MD Anderson
Cancer Center

American Society for Blood and Marrow
Transplantation

Society for Vascular Surgery
American Geriatrics Society
Alliance of Dedicated Cancer Centers

The American Occupational Therapy
Association

American Society of Plastic Surgeons
American College of Surgeons

American Osteopathic Association
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4/24/2017

4/24/2017
4/24/2017
4/24/2017

4/24/2017

4/24/2017
4/24/2017
4/24/2017
4/24/2017
4/24/2017
4/24/2017

4/24/2017
4/24/2017

4/24/2017

4/24/2017
4/24/2017

4/24/2017
4/24/2017
4/24/2017
4/24/2017
4/24/2017

4/25/2017

5/5/2017

Gregory B.
Seymann
Tod Ibrahim

Bob Hussey
Howard Rogers

Steve Phillips

Carolyn C. Ha
Ira H. Kraus
Stephen A. Tilles

Robert Coughlin
Cynthia R. Moran

Donald May

Thomas Stasko
Joseph A. Hill

David B. Peden

Michael Camilleri
Daniel F. Hayes

Michael Stevens

James L. Gajewski

Kenneth R.
McQuaid
Carolyn Magill

Gary H. Swartz

Mary Norine
Walsh*
Andrea P. Thau*

Professional Title

Chair, Performance Measurement
and Reporting Committee

Executive Vice President

Physician
Senior Director, Global Health
Policy

Director, Policy & Research
President
President

Reimbursement Manager
Executive Vice President

Executive Vice President,
Payment and Health Care
Delivery Policy

President

Chair, Advocacy
President

Chair

President

President

President

CEO

Senior Advisor for Public Policy
President

President

Organizational Affiliation

Society of Hospital Medicine

American Society of Nephrology
Wolters Kluwer Health
Advanced Dermatology

Johnson & Johnson
Pharmaceutical Research and
Manufacturers of America

American Podiatric Medical Association

American College of Allergy, Asthma, and
Immunology

Moffitt Cancer Center
American College of Radiology

AdvaMed

American College of Mohs Surgery
Heart Failure Society of America

American Academy of Allergy, Asthma &
Immunology

American Gastroenterological Association
American Society of Clinical Oncology

Coalition of State Rheumatology
Organizations

American Society for Gastrointestinal
Endoscopy

Remedy Partners, Inc.

American Academy of Home Care
Medicine

American College of Cardiology

American Optometric Association

* While these stakeholders did not directly comment on the December 2016 posting, their feedback was related to
the measure development process and previous episode groups postings, so have been included in this report for

completeness.
* These commenters submitted a comment after the close of the public comment period on April 24, 2017. Their
comments have been included in this report for completeness.
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2. VERBATIM COMMENTS

This section contains the verbatim comments received in relation to the December 2016
posting. The comments are organized by the comment numbers in Table 1, above, and include
the submission date of the comment, and the commenter’s name, professional title, and
organizational affiliation. Attachments have been noted but not included in this report.

COMMENT 1 OF 69
Date: 1/2/2017

Commenter Name, Professional Title, and Organizational Affiliation: Matt Hawkins,
Director, Pediatric Interventional Radiology, Children’s Healthcare of Atlanta at Egleston

Text of Comment:

Thank you for the opportunity to provide feedback is it relates to the process of cost measure
development. I will try to limit my comments to the development process at this point, rather
than on the specific episode/procedure groups. Two major issues regarding the process require
mention at this point.

1) Re: Responsibility Attribution

Two specialties are in a particularly challenging situation as it relates to cost attribution. Those
are radiology and pathology. In many/most instances, these physicians have little to no control
over what studies are ordered by other physicians. However, once ordered, their expertise is
required to interpret images/pathology specimens. Certainly, there are instances where
radiologists are the CAUSE of additional imaging, either b/c of a recommendation, or b/c the
wrong test was performed in the first place. This conundrum re-emphasizes the importance of
clinical-decision support software, that can hopefully curb unnecessary utilization of medical
imaging. However, these specialties may require difference consideration/weighting for this
MIPS component (cost) unless stronger mandates regarding CDS software are implemented.

2) Re: Risk adjustment

Additional risk adjustment is required than the CMS-HCC Risk Adjustment Model. Although
this model is well-tested — it does not take into account the most up-to-date patient health status.
Both one-year prior and concurrent risk adjustment is necessary. This is particularly important
for the acute episode groups and procedure groups. This of course seems obvious, but needs to
be accounted for. It may be most appropriate if some of the procedural episode groups that deal
with very hyperacute diseases (ie. AAA repair, thoracic aortic aneurysm repair, coronary
thrombectomy, stroke/arterial thrombectomy) be eliminated — as the severity of illness in these
settings can vary tremendously, be very different from what data is available prospectively, and
be un-measurable using claims data.

Lastly — a few notes regarding procedural episode groups: 1) Vertebroplasty should include
kyphoplasty as well; 2) Upper and lower diagnostic endoscopy should be included. (Screening
colonoscopy is the only enteric endoscopy included now)
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COMMENT 2 OF 69
Date: 2/3/2017

Commenter Name, Professional Title, and Organizational Affiliation: Rachel Groman, Vice
President, Clinical Affairs and Quality Improvement, Hart Health Strategies

Text of Comment:>

I am a consultant for 10+ professional societies who are interested in commenting on the draft
MACRA episode groups and trigger codes. However, we are confused about this latest posting,
which only seems to include the names of the episode groups and the trigger codes, but no other
relevant information about the episode parameters/relevant codes. Should we assume that the
Episode Workbooks posted late last year and available for download at the very bottom of this
website are still valid and should be matched up to the newest list of episode groups and trigger
codes? If not, when can we expect to see more details about each episode beyond the trigger
codes?

Date: 3/14/2017
Text of Comment:

As a follow-up to my earlier inquiry below, I was wondering if you could clarify whether the 10
episode-based cost measures that were finalized for the 2017 MIPS are still evolving under the
process outlined below or if we can assume that CMS will maintain them in their current form
going forward (when the cost category is potentially no longer zeroed out). We are giving a
presentation on episodes that impact gastroenterologists and they would like to know more about
what the future of cost measurement under MIPS looks like. Since colonoscopy was included on
the list of 10 approved for MIPS this year, we would appreciate some insight on what we they
can expect in the future in terms of this particular cost measure. Thanks so much for your
ongoing assistance.

COMMENT 3 OF 69
Date: 3/27/2017

Commenter Name, Professional Title, and Organizational Affiliation: Cheryl L. Nimmo,
President, American Association of Nurse Anesthetists

Text of Comment:

The American Association of Nurse Anesthetists (AANA) welcomes the opportunity to
comment on the Centers for Medicare & Medicaid (CMS) posting entitled “Episode-Based Cost
Measure Development for the Quality Payment Program.” The AANA makes the following
comments and requests of CMS:

3 While this comment did not directly respond to the December 2016 posting, the feedback was related to the
measure development process and previous episode groups postings, so has been included in this report for
completeness.
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* Ensure equal treatment of CRNAs and anesthesiologists.

* All episode group cost measures attributed to anesthesia providers should be based on the care
that is influenced or directly managed by them.

* [f an attribution methodology cannot adequately account for the anesthesia services CRNAs
and other anesthesia professionals furnish, CMS should develop anesthesia care episode groups
with corresponding anesthesia group measures.

Background of the AANA and CRNAs

The AANA is the professional association for Certified Registered Nurse Anesthetists (CRNAs)
and student nurse anesthetists, and AANA membership includes more than 50,000 CRNAs and
student nurse anesthetists representing over 90 percent of the nurse anesthetists in the United
States. CRNAs are advanced practice registered nurses (APRNs) who personally administer
more than 43 million anesthetics to patients each year in the United States. Nurse anesthetists
have provided anesthesia in the United States for 150 years, and high-quality, cost-effective
CRNA services continue to be in high demand. CRNAs are Medicare Part B providers and since
1989, have billed Medicare directly for 100 percent of the physician fee schedule amount for
services.

CRNA provide every aspect of the delivery of anesthesia services including pre-anesthesia
patient assessment, obtaining informed consent for anesthesia administration, developing a plan
for anesthesia administration, administering the anesthetic, monitoring and interpreting the
patient's vital signs, and managing the patient throughout the surgery. CRNAs also provide acute
and chronic pain management services. CRNAs provide anesthesia for a wide variety of surgical
cases and in some states are the sole anesthesia providers in nearly 100 percent of rural hospitals,
affording these medical facilities obstetrical, surgical, trauma stabilization, and pain management
capabilities. According to a May/June 2010 study published in the journal of Nursing
Economic$, CRNAs acting as the sole anesthesia provider are the most cost-effective model for
anesthesia delivery, and there is no measurable difference in the quality of care between CRNAs
and other anesthesia providers or by anesthesia delivery model.! Furthermore, an August 2010
study published in Health Affairs shows no differences in patient outcomes when anesthesia
services are provided by CRNAs, physicians, or CRNAs supervised by physicians.? Researchers
studying anesthesia safety found no differences in care between nurse anesthetists and physician
anesthesiologists based on an exhaustive analysis of research literature published in the United
States and around the world, according to a scientific literature review prepared by the Cochrane
Collaboration.? Most recently, a study published in Medical Care June 2016 found no
measurable impact in anesthesia complications from nurse anesthetist scope of practice or
practice restrictions.*

CRNAs play an essential role in assuring that rural America has access to critical anesthesia
services, often serving as the sole anesthesia provider in rural hospitals, affording these facilities
the capability to provide many necessary procedures. The importance of CRNA services in rural
areas was highlighted in a recent study which examined the relationship between socioeconomic
factors related to geography and insurance type and the distribution of anesthesia provider type.’
The study correlated CRNAs with lower-income populations and correlated anesthesiologist
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services with higher-income populations. Of particular importance to the implementation of
public benefit programs in the U.S., the study also showed that compared with anesthesiologists,
CRNAs are more likely to work in areas with lower median incomes and larger populations of
citizens who are unemployed, uninsured, and/or Medicaid beneficiaries.®

AANA Request: Ensure Equal Treatment of CRNAs and Anesthesiologists

Anesthesia providers should be attributed episode groups based on the CPT/HCPCS codes they
bill, which accurately represents the anesthesia care services they provide and not their
professional title. Distinguishing between CRNAs and anesthesiologists based solely on their
titles fosters professional discrimination between providers that furnish the same anesthesia care
to all patients. We ask that CMS should ensure equal treatment for CRNAs, as listed as 43 under
the Healthcare Provider Taxonomy Code Set, and anesthesiologists, as listed as 05 under the
Healthcare Provider Taxonomy Code Set. Both CRNAs (43) and anesthesiologists (05) should
be recognized equally as eligible clinicians under the specialty of anesthesiology as providers
that render anesthesia services.

AANA Request: All Episode Group Cost Measures Attributed to Anesthesia Providers
Should be Based on the Care that is Influenced or Directly Managed By Them

Merit-Based Incentive Payment System (MIPS) eligible clinicians, such as CRNAs, will be
attributed procedural treatment measures and acute care measures and Medicare beneficiaries
under the Cost performance category. The attribution of measures and beneficiaries is significant
to CRNAs since resource use is a key factor in assessing a clinician’s performance based on cost.
We urge CMS to ensure that all episode group cost measures attributed to anesthesia providers
must be based on care that is influenced or directly managed by a CRNA or an anesthesiologist.
CRNAs may be at financial risk under the Cost category if the total cost for all services in the
episode is determined to be “high cost.” This designation may have an unjustified negative
impact on a CRNA’s overall composite performance score. The episode group measures should
accurately account for the true cost of providing anesthesia care services and should accurately
attribute anesthesia care services to the proper clinician. Anesthesia professionals cannot afford
to absorb costs that were caused by and the responsibility of other clinicians. We also
recommend that CMS develop an anesthesia care services measure to ensure that anesthesia
services are appropriately attributed to the provider that furnished the service.

AANA Request: If an Attribution Methodology Cannot Adequately Account for the
Anesthesia Services CRNAs and Other Anesthesia Providers Furnish, CMS Should
Develop Anesthesia Care Episode Groups with Corresponding Anesthesia Group Measures

If an attribution methodology cannot adequately account for the anesthesia services CRNAs and
other anesthesia providers furnish, we propose that CMS develop an episode measure that is
specific to anesthesia care services with corresponding anesthesia group measures. Anesthesia
care services necessitates its own distinct episode group that is currently not reflected in the
episode-based measures. The AANA recommends that CMS work collaboratively with the
AANA for guidance on how specialty services like anesthesia should be grouped to ensure that
anesthesia care services are properly attributed to the specific anesthesia provider who furnished
the service. The AANA stands ready to work with the agency.
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We thank you for the opportunity to comment on the CMS Episode-Based Cost Measure
Development for the Quality Payment Program.

1 Paul F. Hogan et. al, “Cost Effectiveness Analysis of Anesthesia Providers.” Nursing Economic$. 2010; 28:159-
169.

2 B. Dulisse and J. Cromwell, “No Harm Found When Nurse Anesthetists Work Without Physician Supervision.”
Health Affairs. 2010; 29: 1469-1475.

3 Lewis SR, Nicholson A, Smith AF, Alderson P. Physician anaesthetists versus non-physician providers of
anaesthesia for surgical patients. Cochrane Database of Systematic Reviews 2014, Issue 7. Art. No.: CD010357.
DOI:10.1002/14651858.CD010357.pub2.

4 Negusa B et al. Scope of practice laws and anesthesia complications: No measurable impact of certified registered
nurse anesthetist expanded scope of practice on anesthesia-related complications. Medical Care June 2016,
http://journals.lww.com/Iwwmedicalcare/Abstract/publishahead/Scope_of Practice Laws_and Anesthesia.98905.as
px

5 Liao CJ, Quraishi JA, Jordan, LM. Geographical Imbalance of Anesthesia Providers and its Impact on the
Unisured and Vulnerable Populations. Nurs Econ. 2015;33(5):263-270.
http://www.aana.com/resources2/research/Pages/NursingEconomics2015.aspx

6 Liao, op cit.

COMMENT 4 OF 69
Date: 3/29/2017

Commenter Name, Professional Title, and Organizational Affiliation: Terrence L. Cascino,
President, American Academy of Neurology

Text of Comment:

The American Academy of Neurology (AAN) is the premier national medical specialty society
representing more than 32,000 neurologists and clinical neuroscience professionals and is
dedicated to promoting the highest quality patient-centered neurologic care. A neurologist is a
physician with specialized training in diagnosing, treating, and managing disorders of the brain
and nervous system such as Alzheimer’s disease, stroke, epilepsy, Parkinson’s disease, migraine,
multiple sclerosis, and brain injury.

The AAN thanks Acumen and the Centers for Medicare & Medicaid Services (CMS) for the
opportunity to provide feedback on the episode groups recommended for cost and quality
attribution in the MIPS Quality Payment Program (QPP).

CMS proposes to define Episode Groups (EGs) to measure physician quality and cost. The AAN
recommends that CMS adopt a long-term plan to make Alternative Payment Models (APMs) fill
two roles. First, APMs should be the vehicle for physicians to bill CMS. Second, the AAN
recommends that APMs, rather than EGs, act as the method for CMS to determine physician cost
and quality.

The AAN recommends that CMS develop APMs to assess physician costs and quality
under the QPP, rather than using EGs. APMs with homogeneous patient populations and
services are likely to be more useful than EGs.

. It appears that EGs are being developed first by defining a list of episodes and
procedures, and then by extracting relevant services from among many concurrent
services provided to a patient during a specific time interval. On the other hand,
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APMs specifically define the patient population, the treatment period, and the
services provided to those patients. The patient acuity, time period and services
rendered can be prospectively and retrospectively verified both by CMS and by the
provider.

EGs are useful only if patients and services are correctly attributed to physicians.
Attribution methods are not now mature, as CMS is defining patient relationship
categories. Costs are assigned to providers using arbitrary standards; for example, the
provider with most visits, or higher charges within an episode, may be held as the
responsible provider for an entire EG. When physician ratings are based on services
they cannot control. the high-ranking physicians have little incentive to improve,
while the low-ranking physicians have no real means to improve. On the other hand,
APMs are services specifically billed by the providers performing the services, over
which they have some degree of control. Apparent low-ranking providers should
know exactly which service quality and cost improvements are within reach.

After the EG services are extracted from the total care package using proprietary
algorithms, cost and quality adjustments must be made to account for factors
including patient complexity. Although current HCC risk adjustment algorithms are
effective to predict costs for large patient populations, they are not validated to be
accurate to predict costs for specific specialties, subspecialties, or for each individual
disease entity. CMS proposes a large number of EGs for diabetes, depression, and
other chronic disorders, attempting to define more homogeneous patient groups. CMS
proposes only one EG for Parkinson’s disease, though the diagnosis encompasses
patients with very different needs. On the other hand, APMs can be defined to include
patients with relatively uniform diagnosis and concomitant risk factors, and APMs
define the services provided, or specifically excluded, for each patient group.

Assuming that Medicare uses EGs to extract specific services, and then aggregates
multiple EGs within a year to rate physician quality and cost, providers cannot use the
resulting data to improve their performance. The services included in each EG may be
different from patient to patient and from one disease entity to another; the provider
cannot replicate the grouping methods based on clinical data, and the provider cannot
identify areas for potential practice improvement. Physicians cannot control many of
the EG costs, including hospital services. On the other hand, physicians know exactly
what services are included in each APM. If we are compared to our peers based on
APMs, we will know exactly what services we have used, and for which patients; we
will have the opportunity to negotiate lower costs outpatient services, and to use
higher quality—lower cost hospitals.

The proposed EGs are defined to include a high percentage of all services billed to
CMS. There are very few relevant to neurologists. There are none relevant to
neurologic subspecialists in epilepsy, multiple sclerosis, neuromuscular disease, and
other areas. On the other hand, APMs can be developed relatively rapidly by the
AAN or other groups, now that PTAC has specified its initial APM criteria. Specialty
societies cannot develop EGs to extract services from the CMS database of all
services, because the methods are proprietary and are opaque to the societies. The
AAN believes that neurologists are more likely than primary care specialists to
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develop consensus standards to improve quality and cost for neurologic disorders, and
the AAN can build APMs from best-practice standards of care. Using APMs for QPP
will allow the AAN and other specialty societies to bring many more physicians into
the QPP, more quickly.

EGs are to be extracted retrospectively from the pool of services provided to a patient
over a time period. On the other hand, the services within an APM can be reported to
CMS through a qualified clinical data registry (QCDR). QCDRs should be able to
help providers to verify and understand their MIPS scores, develop specialty-specific
analysis to enhance QPP ratings, and help specialists to adopt best practices based on
APM, QPP, and other data.

AAN Comments on Proposed Episode Groups.

1.

There are very few Acute Inpatient Medical Condition Episode Groups that are
relevant for neurologists and our patients. The AAN is concerned that neurologist
MIPS scores will be based on a very low number of episodes, too few to provide
statistically reliable ranking.

Acute Ischemic Stroke with Use of Thrombolytic Agent: This group is likely to
capture the neurologist as the treating physician for many patients. Its practical
usefulness will be limited by CMS ability to segregate services related to stroke,
patient attribution, risk adjustment, and other factors. We are concerned that those
stroke patients referred for neurologist care may be higher risk than those managed by
primary care providers, and that risk adjustment methods may not capture this
difference.

Seizures and Transient Ischemia: For each of these disorders, there are few patients
who require hospitalization. As with acute ischemic stroke, we are concerned that
patients requiring an inpatient stay under a neurologist’s care may be higher risk than
those managed by primary care providers, and that risk adjustment methods may not
capture this difference.

Poisoning & Toxic Effects of Drugs, Psychoses, Syncope & Collapse: These groups
will rarely capture the neurologist as the treating physician.

Procedural Episode Groups: No proposed procedural EGs are frequently performed
by neurologists.

Chronic Condition Episode Groups include 65 categories of migraine and 1 category
for Parkinson’s disease. The AAN expresses concern about the Migraine category:

o If there are to be 65 EGs for migraine, then each category is likely to yield few
EGs for each neurologist in MIPS, and the overall physician assessment may be
flawed.

o If CMS plans to consolidate these categories, we recommend three:

o Migraine, not complicated or intractable
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o Migraine, intractable but not complicated. Patients with intractable
migraine likely have higher costs, including IV meds, ED or hospital
visits, and medication adverse effects.

J Migraine, complicated. This category would include hemiplegic,
ophthalmoplegic, persistent aura, or migraine with cerebral infarction.
Clinical presentations for these disorders require evaluations similar to
stroke, TIA, and epilepsy. In addition, there is significant variation in
presentation and risk within each group.

To repeat another concern: Neurologists who do not treat migraine or Parkinson’s disease will
not be assessed within QPP.

AAN Comments on Proposed Episode Group Methods

The AAN is concerned that the current list of EGs is too small, and that many neurologists may
be excluded from meaningful participation in QPP. Neurologists specializing in dementia,
multiple sclerosis and epilepsy, among others, can help to minimize expensive patient
admissions, but their work would not be reflected in their MIPS rankings under the proposed
APMs.

We are concerned that there is little evidence base to guide CMS as it defines the triggering
clinical events, termination points, and patient populations for each EG; rather, expert opinion
will guide that development. We are concerned that expert opinion will not be adequate to define
EGs, and that negative rankings and serious financial penalties may accrue incorrectly to
providers who actually have high quality patient care and modest resource use.

Because of these and other concerns, we recommend that CMS minimize the impact of quality
and cost rankings until the underlying assumptions are well validated, and until the methods can
be reproduced and verified by each affected provider from our own patient data. The AAN
strongly recommends CMS continue the “Pick Your Pace” process into 2018 as physicians learn
more about the new quality programs.

Conclusion

The AAN appreciates that the list of proposed Episode Groups is a first step in a long process.
We will better judge their potential utility for QPP only when their full definitions include
triggering events and clinical endpoints, and when they can be used as accurate benchmarks for
quality and cost. We are concerned EGs cannot be productive tools until there is extensive
testing and validation of the underlying risk adjustment and episode grouping technology. Even
when that work is complete, the episode group technology will always be opaque to physicians.
Our members will not be able to audit or correct errors in patient attribution or in costs assigned
to us, and we will never be sure that our rankings are reflect our performance. The AAN feels
that EGs could never approach the accuracy, transparency, and utility of APMs to compare
physicians under the QPP and to help physicians to make meaningful practice improvements
based on those comparisons.

At present providers bill CMS using CPT codes. CMS and HHS can audit our performance and
cost by matching CPT services with diagnostic codes, as modified by risk adjustment methods.
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We recommend that CPT use APMs in a similar role for the future. We recommend that CMS
aid specialty societies to develop APMs that included relatively homogeneous patient
populations and defined services, so that all specialist physicians will be able to participate in
QPP with confidence that the benchmarks are accurate.

We greatly appreciate this opportunity to share the views of the AAN in response to the
questions raised by CMS.

COMMENT 5 OF 69
Date: 4/5/2017

Commenter Name, Professional Title, and Organizational Affiliation: Susan Kay, Quality
Manager, Teton Valley Health Care

Text of Comment:

As a CAH, we have not been able to obtain specific cost detail that has been attributed to our
facility because we had less than 20 eligible pts (from SQRUR). If our reimbursement is affected
by our cost then we need to be able to get this information in order to make any improvements!
Hoping with MIPS we will be able to get this information for any number of eligible pts.

Also, it seems in the past we have been assigned the cost of the whole patient episode even for
services that we don’t even offer for patients that may have started in our facility and we
transferred to pt to a larger facility with specialized care. This needs to be addressed when
discussing differing rules for CAH’s.

COMMENT 6 OF 69
Date: 4/9/2017

Commenter Name, Professional Title, and Organizational Affiliation: Harold D. Miller,
President and CEO, Center for Healthcare Quality and Payment Reform

Text of Comment:*

I am writing to express serious concerns regarding the proposed Patient Condition Groups and
Care Episode Groups that were posted on the CMS website on December 23, 2016, to provide
suggestions for improvements, and also to provide comments and respond to the questions in the
document titled “Episode-Based Cost Measure Development for the Quality Payment Program”
that was posted at the same time.

The Urgent Need for Better Claims Data to Support Value-Based Payment

As you know, all of the current value-based payment methodologies used by Medicare and other
payers are based primarily on information derived from healthcare claims data. However, the
information contained in claims data was not designed for this purpose. The limited information

4 This commenter attached a copy of an earlier letter to CMS dated February 15, 2016.
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available in current claims data creates weaknesses in the payment models that are based on the
data, which in turn creates serious problems for the healthcare providers paid under these models
and for the patients who need care from those providers.

In developing the Medicare Access and CHIP Reauthorization Act of 2015 (MACRA), Congress
recognized that current healthcare claims data would not be adequate for either resource use
measurement under the Merit-Based Incentive Payment System (MIPS) or for the development
and implementation of Alternative Payment Models (APMs). To address this, Section 101(f) in
Title I of MACRA added Section 1848(r) to the Social Security Act (42 U.S.C. 1395w-4(r)),
which requires development of three new sets of information — Care Episode Groups, Patient
Condition Groups, and Patient Relationship Categories — and corresponding codes to record this
information on claims forms. Congress also recognized that obtaining better claims data was an
urgent need, and so Section 1848(r) mandates a very detailed process and specific deadlines in
order to ensure that better data can be recorded on claims forms beginning on January 1, 2018.

The CMS Proposal Doesn’t Address the Needs for Better Coding

In light of the importance and urgency of this issue, we were extremely disappointed with the
material that CMS posted for comment in December. The proposed Care Episode Groups and
Patient Condition Groups fall far short of what could or should have been developed in
response to Congress’s mandate. Specifically:

Care Episode Groups should be more than relabeled procedure and diagnosis codes.

The Care Episode Groups and codes that MACRA requires in Section 1848(r) are needed in
order to provide a better approach to defining and measuring episodes of care than the “episode
grouper” approaches CMS and other payers have been using. Episode groupers are complex and
highly error-prone because they try to determine the relationship between the services a patient
receives long after those services have been delivered, using information on claims forms that
was designed for billing purposes, not for defining clinical episodes. Although resource use
measures calculated using these imperfect grouper methodologies may provide helpful
information in some cases, they will never be sufficiently accurate or reliable to use for defining
Alternative Payment Models or for holding physicians accountable for resource use under the
Merit-Based Incentive Payment System (MIPS).

By requiring the creation of Care Episode Groups and codes, Congress clearly signaled a desire
to assure that episode definitions and measures would no longer be constrained by the limits of
current procedural and diagnostic coding on claims forms. It also clearly wanted to enable
physicians to indicate the nature of the care episode that was underway at the time care is
delivered, rather than having CMS try to determine that retroactively.

Yet the “episode groups” posted for comment in December are nothing more than retitled ICD-
10 codes for chronic conditions, HCPCS codes for procedures, and DRG codes for acute
inpatient medical conditions. Using the exact same codes that already appear on claims forms, as
CMS has proposed, does nothing to provide the greater breadth and depth of information needed
for both MIPS and APMs. Recommendations for a better approach are provided later in this
letter.
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Patient Condition Groups shouldn’t simply be another name for diagnosis codes.

The resources required to care for an individual patient during a particular episode of care and
the outcomes that can be achieved for that patient will depend heavily on the specific needs and
characteristics of the patient and the physicians’ and patient’s ability to access and use different
treatment options. Unless measures of resource use during episodes of care are appropriately
adjusted for differences in these factors, one physician could be penalized for being “high cost”
relative to other physicians when in reality, that physician’s patients had greater needs than the
patients treated by other physicians.

Unfortunately, the risk adjustment systems currently being used by CMS and other payers do not
identify or adjust for many of the most important differences in patient needs. Many of the
characteristics that cause patients to legitimately require more services and resources or to have
worse outcomes aren’t captured in current diagnosis codes, such as stage of cancer, severity of
heart failure, functional status, etc.

But rather than creating a mechanism through which physicians could identify the patients who
have these characteristics, CMS has apparently decided to interpret the “patient condition
groups” required in MACRA as a synonym for “chronic condition episodes” and to simply use
existing ICD-10 codes to define them. Here again, CMS’s proposal to use the exact same codes
that already appear on claims forms does nothing to improve the accuracy or reliability of risk
adjustment systems either for MIPS or APMs. Recommendations for a better approach are
provided later in this letter.

Failure to Consider the Needs of Alternative Payment Models

We were also extremely disappointed that the document released with the proposed codes
discusses episode groups and codes only in the context of the Resource Use measures required as
part of MIPS, and there is no discussion in the document of the important role these codes can
and should play in Alternative Payment Models. In the very first paragraph of Section 1848(r),
Congress stated that the purpose of developing Care Episode Groups and Patient Condition
Groups was “for purposes of the Merit-based Incentive Payment System...and alternative
payment models...” [emphasis added]. Yet in the document “Episode-Based Cost Measure
Development for the Quality Payment Program™ that CMS released in December, alternative
payment models are only mentioned briefly in the descriptions of MACRA at the beginning of
the Executive Summary and in the Introduction section of the document, and nowhere else.

We urge that CMS explicitly seek input from providers, medical specialty societies, and
other stakeholders who are developing or implementing Alternative Payment Models in
order to determine how Care Episode Groups and Patient Condition Groups can best
support Alternative Payment Models.

Lack of Collaboration and Transparency in Response to MACRA’s Mandates

Congress clearly wanted CMS to work collaboratively and interactively with stakeholders in
developing the Care Episode Groups and Patient Condition Groups and associated codes. Indeed,
Section 1848(r) is titled “Collaborating with the Physician, Practitioner, and Other Stakeholder
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Communities to Improve Resource Use Measurement.” Two separate rounds of input regarding
the care episode and patient condition groups and codes are mandated by MACRA.

To date, CMS has also not released any information on the comments and input that it has
received nor has it explained whether and how it has used that input. Although notice and
comment rulemaking clearly does not support the kind of collaborative approach Congress
wanted to see, one advantage of notice and comment rulemaking is that all comments submitted
are publicly available and CMS responds specifically to each comment submitted. In contrast,
the public comments submitted to date on the care episode groups and patient condition groups
do not appear to be accessible anywhere. The document posted in December states that CMS
received comments, but the document does not describe what those comments were and it does
not indicate whether and how the proposal responds to those comments.

For example, CHQPR submitted detailed recommendations to CMS on how to define Care
Episode Groups and Patient Condition Groups 14 months ago (a copy of our February 15, 2016
letter is attached). There is no indication in the material posted in December that CMS gave any
consideration to these recommendations.

The CMS website indicates that Acumen “convened a Clinical Committee comprised of more
than 70 clinical experts from over 50 professional societies... from August — September 2016.
This Committee provided input on identifying a candidate list of episode groups for development
and in determining the billing codes that trigger each episode group. The clinical review and
recommendations obtained from the Clinical Committee were used to inform the draft list of
episode groups and trigger codes posted by CMS in December 2016 for public comment.”
However, no information has been made publicly available on what was recommended by the
committees created by Acumen.

We urge CMS to (1) publicly post all of the comments it has received, all materials that its
contractor has developed, and summaries of the meetings that the contractor has held; and
(2) explicitly respond to the comments it receives.

Failure to Meet the Deadlines in MACRA

Finally, we are very disappointed that CMS has failed to meet the statutory deadlines
established in MACRA. Section 1848(r)(2)(E) required that a “draft list of the care episode and
patient condition codes ... (and the criteria and characteristics assigned to such code)” be posted
no later than 270 days after the end of the previous comment period. The previous comment
period ended on February 15, 2016; 270 days after that was November 11, 2016. However, the
draft codes were not posted until six weeks later, on December 23, 2016.

It is clear in reading Section 1848(r) that the specific deadlines Congress mandated for each step
in the input process were designed to ensure that the new codes would be finalized and available
for use on claims forms beginning on January 1, 2018. Under MACRA, there are four steps CMS
is required to take in developing Care Episode Groups and Patient Condition Groups, and the
times allowed for those steps are, respectively, 180 days, 120 days, 270 days, 120 days, and 270
days following the completion of the previous step, starting with the enactment of MACRA on
April 16, 2015 and ending with CMS posting an “operational list of care episode and patient
condition codes (and the criteria and characteristics assigned to such code).” The cumulative
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effect of those deadlines is that the operational list of codes would be posted before the end of
2017.

However, due to the delay in posting the draft codes, the current comment deadline of April 24,
2017 is only 220 days before the end of 2017. If CMS takes the 270 days currently allowed
under statute to finalize the codes, the codes would not be ready until February of 2018, after the
codes are supposed to already be in use on claims forms.

Of even greater concern, however, is that what was posted in December did not include “the
criteria and characteristics assigned to such code” as required in MACRA. In fact, in the
spreadsheet that contains the proposed groups and codes, CMS explicitly states “the draft list
does not currently include specifications for episode sub-groups.” The spreadsheet states that
“future development of acute inpatient medical condition episodes will entail an evaluation ... of
whether patients who share a given DRG are sufficiently similar to patients assigned other DRGs
to warrant lumping into a single episode group, or sufficiently different from one another to
warrant splitting into two or more sub-groups,” and it states that “CMS is considering
development of episode sub-groups” “for surgical and percutaneous approaches,” “by
indication,” “for mastectomy with or without breast reconstruction,” “by location (i.e., cervical,
thoracic, lumbar),” and “by etiology of fracture as well as number of levels treated.” (These
statements suggest that to date, CMS has primarily focused attention on inpatient and surgical
procedure episodes rather than chronic conditions or acute medical conditions that do not require
surgery.)

Due to the superficial and incomplete nature of the current version of the proposed codes, it is
clear that significant revisions will be needed before the groups and codes can be
operationalized. It will be essential for stakeholders to have another opportunity to review
and comment on a revised and more detailed version of the codes before they are finalized.
We urge that CMS make a commitment to: (1) release a revised set of Care Episode
Groups/codes and Patient Condition Groups/codes, with full definitions, no later than June
30, 2017; (2) allow stakeholders at least 60 days to comment on the revised groups/codes;
and (3) incorporate the input received into the definitions and codes and release final
versions no later than November 30, 2017. This will allow the new codes to be used on
claims forms beginning on January 1, as Congress intended, and provide stakeholders with
full information on the codes at least one month in advance. CMS commendably released a
revised set of Patient Relationship Categories and codes for additional comment in advance of
the statutory deadlines, and it should also release a revised set of Care Episode Groups, Patient
Condition Groups, and associated codes as soon as possible this year to allow additional
stakeholder input.

How to Create Better Care Episode Groups and Patient Condition Groups

A number of medical specialty societies are developing Alternative Payment Models (APMs) to
support high-quality care for patients who have the acute and chronic conditions that physicians
in those specialties treat. In many cases, these APMs include specific definitions and codes for
two or more phases or “episodes” of care experienced by patients with those conditions, and the
APMs also define categories of patients and associated codes based on patient characteristics that
affect resource use and outcomes in a particular phase or episode of care.
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Since Section 1848(r)(1) explicitly states that the purpose of developing Care Episode Groups
and Patient Condition Groups is to support alternative payment models as well as MIPS, it would
be very unfortunate if CMS tries to develop Care Episode Groups and Patient Condition Groups
and associated codes for MIPS in ways that conflict with the efforts of the specialty societies and
others who have been working to develop APMs. Consequently, we urge that CMS contact
medical specialty societies that are developing APMs and make every effort to either adopt
or adapt the episode groupings and patient categories those societies have developed into
the overall framework for care episode and patient condition groups that CMS develops in
response to MACRA.

Fortunately, despite being independently designed to support care for very different types of
health conditions, the APMs that have been developed to date by several specialty societies have
many common elements to their structures. These commonalities suggest a default structure for
Care Episode Groups and Patient Condition Groups that CMS can use for most health conditions
and combinations of conditions until specific Alternative Payment Models have been developed
for those conditions or combinations of conditions.

Defining Episodes in Terms of Phases of Care

One common element in many of the APMs currently being developed is that separate payment
amounts and quality measures are being defined for two or more phases of care that correspond
to clinically distinct sets of services and outcomes for patients. For example, APMs being
developed for several different types of chronic diseases have identified the following distinct
phases of care:

(1) the diagnostic phase, when a physician makes a determination as to whether a patient with
symptoms has a particular disease or not;

(2) the treatment planning phase, when treatment options are identified and discussed with a
patient diagnosed with a disease;

(3) initial treatment for a chronic disease, when the patient begins to receive the chosen treatment
along with appropriate education and support, and when effectiveness and side effects are
monitored in order to adjust treatment; and

(4) maintenance of treatment for a chronic disease, when a patient continues to receive a
treatment that is achieving its expected effect.

A patient may cycle back and forth through one or more of these phases, e.g., because their
condition worsens, because they develop other acute or chronic health problems that require
adjustments in treatment, because new, more effective treatments become available, or because
the patient’s poor response to treatment calls into question the accuracy of the diagnosis.

Since different types and amounts of services, different types of outcomes, and in many cases
different physicians will be associated with each of these phases of care, it makes sense to define
each of them as a separate “episode of care.” Resource measures and payment models based on
these four separate episodes will be far more clinically meaningful than lumping all patients who
have been diagnosed with the chronic disease regardless of the phase of care into a single never-
ending “episode” the way that most episode groupers do.

MACRA Episode-Based Cost Measures Public Comment Summary Report: Verbatim Comments | Acumen, LLC 18



For acute conditions, there is also a diagnostic phase and a treatment planning phase, but instead
of an initial treatment phase and maintenance phase, one can define a different phase:

(5) (time-limited) treatment for an acute condition, when the patient receives a treatment (e.g.,
medication) or a procedure (e.g., surgery) for the condition and also any follow-up care needed
for recovery. This same category can be used for a procedure performed for diagnostic or
screening purposes (e.g., a colonoscopy).

A separate phase of care should also be defined for complications:

(6) treatment of a complication, if a new acute condition has resulted from previous treatments
for other conditions. This category could also be used for treatment of an acute exacerbation of a
chronic condition.

Finally, there is a different phase of care for patients who do not have an acute or chronic health
problem that requires active treatment, but who need help in preventing problems from
developing:

(0) a preventive care phase, when patients without a health problem are monitored to ensure they
receive evidence-based preventive services. (When a preventive service is actually delivered, the
procedure would be treated as part of category 5.)

Defining Groups of Patients with Similar Needs and Expected Outcomes

Another key commonality among many APMs currently being developed is that 3-4 categories
of patients are being defined within each phase of care. The patients in each category are similar
to each other in terms of their needs for services and expected outcomes, but they differ from the
patients in other categories based on objective characteristics that affect the amount of resources
needed to treat the patients, the outcomes that can be achieved for the patients, or both. Different
payment amounts can then be established for each category of patient in the same episode of
care, reflecting the fact that the patients will need different types and amounts of services, and
quality or outcome measures can be calculated separately for each category of patients to reflect
the differences in expected outcomes.

Instead of assuming that there is a linear relationship between patient characteristics and resource
needs or outcomes that can be determined through a regression formula, as the CMS HCC
system and many other risk adjustment systems do, categorical stratifications allow for non-
linear relationships without requiring a complex coding system. Using 3-4 different severity/risk
categories for each type of condition rather than continuous risk adjustment is very similar to the
structure used in the MS-DRG system for hospitals and it is similar to a structure that CMS is
using to stratify the Care Management Fees in its Comprehensive Primary Care Plus
demonstration.

The patient characteristics that have the biggest effect on resource use and outcomes during an
episode of care will differ depending on the specific type of condition that is being treated during
the episode. For example, if a patient is being treated for cancer, the stage of cancer has a very
large impact on the cost of treatment and the likelihood of survival, far more than whether the
patient has a comorbidity such as knee osteoarthritis. On the other hand, for a cancer-free patient
who is being treated for knee osteoarthritis, stage of cancer is meaningless, but the severity of
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their arthritis is very important to understand in determining what will be needed to treat their
knee problem and the ability of alternative treatments to improve their mobility. There are no
ICD-10 codes for either stage of cancer or severity of knee arthritis, so this information cannot
be obtained from claims forms today. The only way to obtain the information is to ask physicians
to record it for the patients for whom it is relevant.

In addition to the stage and severity of disease, the following patient characteristics that are not
adequately reflected in ICD-10 codes will likely affect resource use for many types of patients:

. Patient Functional Limitations. A patient’s functional limitations (e.g., inability to
walk) can have an equal or greater effect on costs and outcomes as do their medical
conditions. Patients who are unable to walk or drive or are unable to carry out
activities of daily living will have greater difficulty caring for themselves and greater
difficulty obtaining traditional office-based ambulatory care services, which can lead
to increased use of more expensive healthcare services. For example, one analysis
found that there were hospital admissions for 34% of Medicare beneficiaries who had
functional limitations as well as chronic diseases, but there were admissions for only
20% of the Medicare beneficiaries who had 3 or more chronic conditions but no
functional limitations. The researchers also found that the majority of the
beneficiaries on whom Medicare spent the most had both chronic conditions and
functional limitations.

. Barriers in Accessing Healthcare Services. Having health insurance does not
automatically assure that a patient can access the care they need. High deductibles or
high cost-sharing levels may discourage individuals from seeking needed care or
taking prescribed medications, which can result in avoidable complications and
higher overall expenses that are outside the control of their physicians and other
healthcare providers. Living in rural areas where long distances are required to travel
to provider locations and where there is a lack of public transportation can also make
it difficult for patients to obtain needed care regardless of the benefit design in their
health insurance plan.

Suggested Care Episode Groups, Patient Condition Groups, and Codes

In order to define Care Episode Groups and Patient Condition Groups consistent with the
above concepts, we recommend that CMS establish the following new HCPCS codes to
indicate the following phases of care and categories of patients:

G9900: Preventive care

G991x: Diagnosis of a new symptom
G9911: Level 1 — Low Need Patients
G9912: Level 2 — Moderate Need Patient
G9913: Level 3 — High Need Patients
G9914: Level 4 — Very High Need Patients

(G992x: Treatment planning for a new diagnosis
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G9921: Level 1 — Low Need Patients

(G9922: Level 2 — Moderate Need Patient

(G9923: Level 3 — High Need Patients

(G9924: Level 4 — Very High Need Patients

(G993x: Initial new or revised treatment for a newly diagnosed or significantly worsened chronic
condition

G9931: Level 1 — Low Need Patients

G9932:
(G9933:
G9934:
G994x:
G9941:
G9942:
(G9943:
G9944:
G995x:

Level 2 — Moderate Need Patient

Level 3 — High Need Patients

Level 4 — Very High Need Patients
Continued treatment for a chronic condition
Level 1 — Low Need Patients

Level 2 — Moderate Need Patient

Level 3 — High Need Patients

Level 4 — Very High Need Patients

Treatment for an acute condition, treatment for an exacerbation of a chronic condition, or

delivery of a diagnostic procedure

G9951
G9952

(G9953:
G9954:
G996x:
G9961:
G9962:
G9963:
G9964:

: Level 1 — Low Need Patients

: Level 2 — Moderate Need Patient

Level 3 — High Need Patients

Level 4 — Very High Need Patients

Treatment for a complication resulting from a treatment or procedure
Level 1 — Low Need Patients

Level 2 — Moderate Need Patient

Level 3 — High Need Patients

Level 4 — Very High Need Patients

These generic episode codes would be converted to a specific condition-based episode using the
relevant ICD-10 code that the provider reports along with the episode code. For example, if a
provider submitted the G9942 Care Episode Code along with an ICD-10 code for heart failure, it
would indicate that a patient was receiving continued treatment for their heart failure and that the

patient

had other characteristics (such as moderate severity of their heart failure and some
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difficulty accessing outpatient services) that indicated they needed a moderate level of services.
(All of the Care Episodes should be tied to the underlying condition being treated, not to a
procedure, so that there is no financial incentive to deliver one procedure over another in
achieving the best outcomes for the patient.)

The generic Care Episode codes described above would only be used for a particular health
condition until more specific codes were developed for that condition by the relevant medical
specialty society. As condition-specific Care Episode Groups and Patient Condition Categories
are developed by specialty societies, either for MIPS or APMs, these codes could be reviewed
and approved by the CPT Editorial Panel just as procedural service codes are today. This would
ensure consistency of definitions. (There would likely need to be a new category of CPT codes
established for Care Episode Groups since they do not represent discrete services as existing
Category I and III CPT codes do.)

Associating Individual Services with Episodes

For each combination of Care Episode code and ICD-10 code, the services that would be
included or excluded from the episode would need to be identified in order to measure resource
use within that episode and to avoid double payment under an APM. Rather than having CMS
use episode grouper software to guess at how to assign services to episodes, providers
should be given a way to explicitly indicate the type of episode to which a service should be
assigned. To accomplish this, 7 modifiers (Y0, Y1, Y2, Y3, Y4, Y5, Y6) should be created
for use with existing CPT/HCPCS codes to enable the provider of a discrete service to
indicate which type of episode that service was associated with. For example, if an office visit
for an established patient was part of the initial treatment for a newly diagnosed chronic disease,
the provider could report 99213-Y4, indicating that a Level 3 office visit was provided in
conjunction with initial treatment of the chronic disease.

Definitions of which services should be assigned to particular episodes will still be needed, but
these can be used by physicians and other providers to ensure accurate coding of episodes (just
as they currently use CPT definitions to ensure accurate coding). CMS should defer to the
definitions medical specialty societies are developing as part of APMs wherever possible rather
than creating conflicting definitions for MIPS.

Patient Characteristics Used to Define Levels of Need

New Patient Condition Codes should be defined to supplement existing ICD-10 codes in order to
objectively assign patients to the different need levels in the HCPCS codes above based on
important characteristics that are not captured in ICD-10. The criteria for assigning these to
patients would differ depending on what the relevant condition or episode is. For example, the
same severity of condition codes could be used for both COPD and heart failure but the criteria
for assigning “high severity” to a patient with COPD would differ from the criteria for assigning
that same category to a patient with heart failure. In cases where stage or severity levels are
captured by ICD-10 codes, those codes would be used instead of the generic Patient Condition
Codes.

771 .xx Stage/Severity of condition
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Z7Z1.1 Early Stage/Mild Severity

771.2 Intermediate Stage/Moderate Severity

771.3 Advanced Stage/High Severity

772 xx Patient Functional Status

772.1 High Functional Status

772.2 Moderate Functional Status

772.3 Low Functional Status

772.4 Very Low Functional Status

773 .xx Access to Healthcare Services Needed for Treatment

773.1 Little Difficulty Accessing Necessary Healthcare Services
773.2 Moderate Difficulty Accessing Necessary Healthcare Services
773.3 Significant Difficulty Accessing Necessary Healthcare Services
Use of Patient Relationship Categories and Codes

The Patient Relationship Categories that MACRA requires could be identified by attaching
modifiers to both the Care Episode codes and the CPT HCPCS codes for the discrete services.
As was described in our January 6 letter commenting on CMS’s revised proposal for patient
relationship categories and codes (a copy of which is attached), we recommend modifiers be
created for the following six Patient Relationship categories.

Z1. Continuing Comprehensive Care and Coordination. A clinician who is taking
responsibility for coordination of all or most of the patient’s care, with no planned endpoint. The
clinician may deliver all, some, or none of the actual treatment or preventive care services that
the patient receives for their health problems or risk factors, but the clinician does accept
responsibility for assuring the appropriateness and quality of care the patient receives from other
clinicians.

72. Continuing Condition-Focused Care and Coordination. A clinician who is taking
responsibility for coordination of all or most of the patient’s care for one or more specific
conditions, with no planned endpoint. The clinician may deliver all, some, or none of the actual
treatment services that the patient receives for these conditions, but the clinician does accept
responsibility for assuring the appropriateness and quality of care delivered by other clinicians
for the condition(s) on which the clinician is focused.

7Z3. Time Limited Comprehensive Care or Coordination. A clinician who is taking
responsibility for coordination of all or most of the patient’s care for one or more specific
conditions during a time-limited period, including any services needed from other clinicians for
those conditions.
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7Z4. Time-Limited Focused Services. A clinician who orders or delivers one or more specific
services to a patient for a specific health condition or other issue, but who does not take
responsibility for coordinating services delivered by any other clinicians.

75. Delivery of Specific Services Ordered by Other Clinicians. A clinician who delivers one
or more specific services to a patient in response to an order from another physician.

7.6. Diagnosis of Symptoms. A clinician whose role is limited to determining a diagnosis for a
patient’s symptoms, for verifying the accuracy of an existing diagnosis, or for ruling out a
diagnosis for those symptoms.

For example, if a physician reported a G9942-Z2 Care Episode Code and Patient Relationship
Modifier along with an ICD-10 code for heart failure, it would indicate that the physician was
taking responsibility for continuing care and coordination for the patient’s heart failure. If a
provider reported G9942-75, it would indicate that the provider was delivering a specific service
ordered by another clinician as part of the ongoing management and treatment of the patient’s
heart failure.

The Advantages of Coded Categories for Payment and Performance Measurement

Using new CPT/HCPCS codes for the Care Episode Groups and Patient Condition Groups
enables the codes to be used both for MIPS and different types of APMs, as Congress intended:

. If the provider is participating in an APM in which payment will be made
prospectively for an entire episode, then the provider could bill and be paid for the
Care Episode code for that episode, and no separate payment would be made for
services delivered as part of that episode of care.

. If the provider is participating in an APM in which payments are made for individual
services but total spending is reconciled against an episode budget, then the provider
would continue to bill and be paid for individual services described by CPT/HCPCS
codes, but the provider would also submit the Care Episode Group code to indicate
that the patient was part of a particular type of episode for which a payment budget
had been defined.

. If the provider is participating in MIPS, the provider would continue to bill and be
paid for individual services described by CPT/HCPCS codes, but the provider could
also submit one or more Care Episode Group codes to indicate the context in which
the services were being delivered so that resource use and quality measures could be
calculated and compared to other similar patients.

. Moreover, creating HCPCS codes that define episodes and patient need categories
enables an Alternative Payment Model to be implemented by both providers and
payers using their existing billing and claims payment systems, rather than forcing
providers to wait to find out what they will be paid until after payers have made risk
adjustment calculations and forcing payers to create a new step in the process of
determining the provider’s payment.
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Implementing the Codes on the CMS 1500 Form

The codes and modifiers described above could be used with the current CMS 1500 Billing Form
through the following process:

. Reporting of all of the codes should be voluntary. Physicians and other providers who
do not want to participate in an APM or to better control how resource use is
measured for the care they deliver can continue to code and bill exactly as they do
today.

. The ICD-10 codes and any Patient Condition Codes for additional patient
characteristics relevant to an episode of care should be reported on line 21 of the
CMS 1500 form, the same line where all ICD-10 codes are already being reported.
The new Patient Condition Codes described above would only be reported on a CMS
1500 form when the form is being used to report a G99xxx Care Episode Code.

. The ICD-10 code for the primary condition associated with the episode should be
reported in field 21-A, which is already used for the primary diagnosis associated
with individual procedures.

. The G99xxx Care Episode Code(s) should be reported on line 24, the same line where
all HCPCS codes are already being reported. The Diagnosis Pointer in field 24-E
should refer to the diagnosis code that defines the episode.

. In field 24-E, the provider reporting the episode should include a modifier indicating
the appropriate Patient Relationship Category defining the provider’s role in the
episode.

. Any discrete service associated with a particular episode should be reported using the

appropriate CPT/HCPCS code along with (1) a modifier indicating the type of Care
Episode Group and (2) a modifier indicating the provider’s Patient Relationship
Category.

This process is intended to allow the new codes to be used on the existing CMS 1500 Billing
Form in a way that will limit the need for changes in current billing and claims payment systems.
However, no matter what process is used, it will be difficult to implement Alternative
Payment Models successfully using a billing form that was designed for the traditional fee-
for-service payment system. We urge that CMS begin immediately to develop a new billing
form that is specifically designed to report Care Episode Groups, Patient Condition
Groups, and Patient Relationship Categories as well as discrete services and diagnoses.

Comments and Responses to Questions on the Document Posted in December

In addition to the above recommendations, we offer the following comments on the information
and questions in the document “Episode-Based Cost Measure Development for the Quality
Payment Program.”

e The document purports to describe issues associated with “cost measures,” but the issues
discussed all relate to measures of CMS spending, not actual provider costs. For example,
on page 7, the document states “a cost measure represents the Medicare payments...for
the items and services furnished to a patient during an episode of care...” The amount
that CMS pays for a service may have little or no relationship to the actual costs of
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delivering that service, and there are many high-value services that healthcare providers
deliver for which there is no payment at all. Under Alternative Payment Models, the
“cost” to CMS (i.e., its payments) for a patient’s services and the actual costs providers
incur to deliver those services may differ in new ways. Consequently, the proposed
measures should not be referred to as “cost measures” unless CMS intends to actually try
to measure providers’ costs for delivering services. MACRA uses the term “resource use”
measures, and CMS should use that statutory term for measures of spending, while
reserving the term “cost measures” for measures designed to truly measure the actual cost
providers incur in delivering care.

On page 8, the document states that “episode groups focus on clinical conditions
requiring treatment.” This is an inappropriately narrow definition. There are patients with
clinical conditions that require active monitoring but not necessarily “treatment,” and
many patients at end-of-life require palliative care or other types of support but not
“treatment.”

On page 8, the document states that a chronic condition episode should be “triggered
using codes for evaluation & management combined with ICD-10 diagnostic information
on claims.” If this were desirable, there would have been no need for Congress to include
a section in MACRA requiring the development of care episode groups and codes. A
patient with a chronic disease could receive the assistance they need through services that
are not currently described by evaluation & management codes, so trying to define
episodes solely with E/M codes is inappropriate.

On page 9, the document states that the goal of dividing episodes into sub-groups is to
“offer a meaningful clinical comparison,” but then says this must be balanced “against
the need to have an adequate number of cases that can be attributed to a given clinician.”
If a clinician only treats a small number of cases of a particular type, that may be a reality
of the care delivery process (e.g., reflecting the fact that there are relatively few patients
with the condition being treated in any particular community) and statistical
manipulations cannot overcome this. Combining dissimilar patients into a single group
for measurement purposes may increase the number of cases but also increase the
uncontrollable variance and thereby reduce the reliability of the measure.

On page 10, the document states that “Acumen, LLC is soliciting expert clinical input ...
regarding how to use information from claims to inform the attribution of services to
clinicians.” The purpose of the Patient Relationship Categories and codes required by
MACRA is to avoid the need for retrospective attribution systems. CMS has already
released two versions of the Patient Relationship Categories and is required to finalize the
categories and codes this month (April 2017). These should be used as the mechanism for
attributing episodes and services to clinicians.

On page 13, the document states that episodes are initiated by a “trigger event” which is
“identified by certain procedure or diagnosis codes,” and then “the grouping algorithms
identify and aggregate the related services.” As noted above, MACRA requires the
creation of Care Episode Groups and codes in order to provide a way for clinicians to
indicate whether an episode has been initiated and what services are associated with it,
reducing or eliminating the need for grouping algorithms that rely solely on procedure
and diagnosis codes.
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On page 14, the document indicates that episode groups may only be developed for
conditions where there are “opportunities for improvement.” Although it is likely that
there are opportunities for improvement in all aspects of healthcare, it is inappropriate to
ignore patient conditions and procedures where quality is currently high and spending is
low, since healthcare payment systems need to support continuation of good care, not just
improvement where there are currently problems.

On page 17, the document indicates that CMS is considering defining acute episodes in a
way that does not distinguish the place of service or the performance of a procedure. We
support this approach. The generic episode groups that we recommended earlier are all
based on the patient’s underlying conditions and needs, not on the specific procedures or
treatments delivered or the locations where the services were delivered.

On page 18, the document indicates that CMS is considering a “single episode group for
outpatient chronic care with adjustment for comorbidities and demographics.” Patients
with different types of chronic diseases need very different kinds of services, and patients
who have a particular chronic disease need different kinds of services at different stages
of their care. Consequently, it would be completely inappropriate to try and group them
all into a “single episode group.”

On page 18, the document asks for comments on how to obtain information on disease
severity and staging. As we recommended earlier, new Patient Characteristic codes
should be created for important patient characteristics that are not currently captured in
ICD-10 codes, and these should be used to assign patients to different Patient Condition
Groups (need levels) within individual Care Episode Groups.

On page 19, the document again discusses “attributing” services to clinicians and
suggests that this might be done using “percentages of the resources for an episode that
could be attributed to physicians serving in different roles.” As noted several times
above, the purpose of the Patient Relationship Categories and codes required by MACRA
is to avoid the need for retrospective attribution systems. Moreover, in addition to Care
Episode Groups, Patient Condition Groups, and Patient Relationship Categories, a fourth
piece of information is essential to effective resource use measurement — identifying the
physician who ordered a service, not just the physician who delivered the service. The
current measures of resource use that are used by CMS are seriously flawed because they
may assign accountability for a service to a physician who delivered the service even if
the physician did not order it, and the resource use measures may fail to assign
accountability for a service to the physician who ordered the service if it was delivered by
a different physician or provider. Congress recognized the importance of solving this
problem, and so in addition to the requirements in Section 1848(r)(4)(A) that claims
forms include codes for Care Episode Groups, Patient Condition Groups, and Patient
Relationship Categories, Section 1848(r)(4)(B) requires that the National Provider
Identifier of the ordering physician or practitioner be included on the claims form if the
service was ordered by a different physician or practitioner than the individual who
delivered the service. Although Medicare regulations already require this information, the
statutory requirement in MACRA will ensure that this information is consistently
available. We recommend that measures of resource use within Care Episode
Groups utilize information on whether a provider ordered a service or made a
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referral for services in addition to the information provided by the codes for Care
Episode Groups, Patient Condition Groups, and Patient Relationship Categories.
(Detailed suggestions on how to do this were contained in our February 15, 2016 letter, a
copy of which is attached.)

e On page 20, CMS asks how to incorporate Part D spending into episode group
development. Medications are a major mechanism of treatment and prevention. In some
cases, use of medications is a more cost-effective way to treat or prevent a condition and
in other cases, other types of care are more cost-effective. Failing to include spending on
medications in measures of resource use or in alternative payment models creates an
inappropriate financial incentive to use medications instead of other types of treatment or
care. Since the majority of medications received by Medicare beneficiaries are paid for
through Part D, it is clearly essential that Part D spending be included in episode
spending measures. Moreover, including spending on Part B medications but excluding
spending on Part D medications would create an inappropriate incentive for physicians to
prescribe Part D medications even when Part B medications would be more cost-
effective. It is certainty possible that a shift in treatment from Part D medications to Part
B medications or other services paid for under Part A or Part B would increase Medicare
spending even though tofal spending would decrease (because the Part D plans would
receive the savings), but this is an artifact of the way Medicare pays for services.
Providers should not be penalized for delivering the most cost-effective care to patients
simply because of differences in the categories under which Medicare pays for particular
services.

By enacting Section 1848(r) as part of MACRA, Congress created a unique opportunity to
address long-standing weaknesses in the information collected on claims forms and to solve
serious problems with the design of current pay-for-performance systems and alternative
payment models that derive from those weaknesses. Rapidly implementing these provisions of
MACRA in the most effective and innovative way possible needs to be a high priority for CMS.
We would be happy to provide any assistance that would be helpful to you in this process.

COMMENT 7 OF 69
Date: 4/13/2017

Commenter Name, Professional Title, and Organizational Affiliation: Amanda Cassidy,
Health Policy Advisor, Arnold & Porter Kaye Scholer, LLP

Text of Comment:°

Hi - I was looking at the procedures that are identified as triggers for the Cataract Surgery IOL
episode group and noticed that the list includes the procedure code 0308T Insertion of ocular
telescope prosthesis including removal of crystalline lens or intraocular lens prosthesis and the
device code C1840 Lens, intraocular (telescopic). This procedure and device code describe

5 While this comment did not directly respond to the December 2016 posting, the feedback was related to the
measure development process and previous episode groups postings, so have been included in this report for
completeness.

MACRA Episode-Based Cost Measures Public Comment Summary Report: Verbatim Comments | Acumen, LLC 28



insertion of the Implantable Miniature Telescope (IMT). The IMT is not intended to treat
cataracts but instead is a treatment for patients with end-stage age-related macular degeneration
(AMD). Patients receiving the IMT have no other treatment options available for AMD. Those
patients are wholly different from the typical cataract population and receive substantially
different treatment.

Therefore we do not think it is appropriate that these codes are included in the Cataract IOL
episode group and that their inclusion is a technical error. I brought this to the attention of Ted
Long at CMS who suggested that I contact you as the measure steward.

I wanted to see if there was a process for correcting technical errors in the episode groups and/or
providing further comments on the groups finalized for 2017. We’d be happy to provide written
comments or discuss as needed.

Please let me know what is needed to correct this situation.

COMMENT 8 OF 69
Date: 4/19/2017

Commenter Name, Professional Title, and Organizational Affiliation: Mark A. Levine,
Individual

Text of Comment:

This document is submitted in response to the request for comment on CMS’s December 23,
2016 posting, Episode-Based Cost Measure Development for the Quality Payment Program. The
comments below represent my personal perspective as an individual, though informed by my
experience with cost measure development when I was previously a member of the CMS team
working on this project.

The comments are organized to respond specifically to each question or consideration that is
posed in the December document, with the specific question or consideration cited in dark font
and my comment or response in red.

Page 9: CMS seeks comment on where sub-groups could be created in the draft list of episode
groups referenced in this posting. This should be iterative, starting in the clinical subcommittees
and informed by data analysis of proposed subgrouping to consider the tradeoff of clinical
specificity/actionability/validity with statistical reliability. It is impossible to provide meaningful
comment at this early stage of development and absent data analysis.

Page 9: seek input from stakeholders, including specialty societies, clinicians, and other
interested parties, regarding the development of episode groups that align with the work and
responsibilities of clinicians and on their future use in the development of cost measures. To
align with the work and responsibilities of physicians, attribution must focus on each clinician’s
billed services, as these completely align with the clinician’s work. Aligning with responsibility
requires the perspective of the patient relationship. If broad and continuous, the clinician’s
billing are their direct costs for the total care of those patients; thus we need episode groups that
align with total cost per beneficiary (applicable only to those clinicians attributed continuous,
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broad patient responsibility). If the relationship is focused (either continuous or episodic), it is
important to identify the clinical focus, the episode for which then becomes the unit of analysis
to compare clinicians. If the relationship is episodic, it is essential to identify the limitations and
boundaries of the episodic relationship. For example, the episodic relationship might be site-
related (i.e., a hospitalization or a post-acute stay) or condition or procedure-specific. In sum, the
alignment of cost measures with clinician’s work and responsibility requires correlation with the
clinician’s relationship to the patient and the clinician’s clinical focus. A given clinician may
have multiple responsibilities, perhaps a continuous/broad relationship with some patients,
continuous/focused with others and episodic/broad with yet others. In this scenario, the
clinician’s cost ‘score’ would be the sum of the clinician’s work as measured be consideration of
each of these individual patient relationships.

Page 10: soliciting expert clinical input from clinical committees regarding how to use
information from claims to inform the attribution of services to clinicians, in addition to further
public comment. Per the above comment, the patient relationship codes are essential information,
though in order to become informative, they must be must become much more precise than the 4
rough categories that have been proposed. The clinical focus must be identified, either through
correlation with billed diagnoses or through specific additional coding.

Page 10: We are also considering additional information that could be used to clarify the
relationship between the patient and the clinician. As above.

Page 10: consider stakeholder perspectives throughout the development of the attribution method
(in the context of patient responsibility categories and codes). As above.

Page 11: CMS seeks comment on appropriate methods for risk adjustment, as noted in the
Questions for Public Comment section of this posting. HCC risk adjustment is appropriate for
episodes that encompass patients’ total costs of care for all conditions and all procedures, such as
recommended episodes for the continuous-broad patient relationship. However, focused
condition-specific, procedure-specific or site-specific episodes require categorical risk
adjustment to consider primarily those risks shown to pertain to the limited focus, as HCC
adjustment is intended for broad clinical circumstance.

Page 12: CMS seeks public comment on strategies for aligning cost measures with quality. In the
long run we need a strategy to align cost measures with objective patient outcomes. Until that
occurs, best use should be made of indicators of quality identifiable in claims, such as
hospitalizations, unplanned care, and indicators of overuse, underuse and misuse. The alignment
of cost and quality is needed to avoid rewarding clinicians simply because their care is cheaper.
Page 12: We have solicited public comment on the elements of an episode of care in these past
postings. We value continued comment to ensure that we develop episode groups with robust
stakeholder input. [in the context of the 5 components of cost measure development: 1) define
episode group, 2) cost assignment, 3) attribution, 4) risk adjustment, and 5) align with quality]
Chronic episode groups are not yet defined, and their evolution may require re-evaluation of
these 5 components. A potential 6th component is scoring. CMS must avoid unintended
consequences such as encouraging clinicians to treat less complex patients, rewarding failure to
provide necessary services or penalizing clinicians who care for disadvantaged populations.
Benchmarking the costs of care will require thoughtful consideration of multiple factors to yield
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meaningful judgments and avoid perverse incentives. Until this can be done reliably, scoring
needs to be broad and forgiving (non-punitive) until and unless there is meaningful correlation of
costs with quality patient outcomes.

Page 14: We seek comment on the length of time for analysis of chronic conditions. At least 1
year (and longer than 1 year would be difficult due to changing clinician-patient relationships
and other factors).

Page 14: We welcome public comment on how to include Part D expenditures in future
development. Recommend deferring until there is good grasp of the current challenges.

Page 15-16: CMS welcomes comment on the episode groups and trigger codes that accompany
this posting, as well as the process to be used to develop cost measures from the episode groups,
as described in this document. See comment for the 1st question (page 9).

QUESTIONS FOR PUBLIC COMMENT (pages 17-26)

e secks input on the accompanying episode groups recommended for development and
their associated episode triggers

e also request comment regarding the approach to developing cost measures that are based
on episode groups.

e (CMS welcomes a wide range of public comments. These specific questions are included
to highlight some of the pertinent issues and are not designed to restrict or limit
commentary.

Episode Group Selection

e In selecting the episode groups to be considered for development, CMS used criteria
including an episode’s share of Medicare expenditures, clinician coverage, and the
opportunity for improvement in acute, chronic, and procedural care settings. We welcome
comment on these episode groups and potential additional episode groups that should be
considered for development. Opportunity for improvement is difficult to understand.
How is this determined? If it is judged by variation in spending per episode, that is not
necessarily opportunity for improvement, as it depends on elements that determine
specificity, such as trigger rules, subcategorization, attribution and risk adjustment (and
probably additional factors). Recommend that Opportunity for Improvement not be
considered a criterion unless/until it is defined in greater detail and appropriate
benchmarking of performance is understood and accepted.

Episode Group Definition

e The episode groups that accompany this posting are defined by the listed trigger events
and codes (CPT/HCPCS for procedural episode triggers, evaluation & management codes
combined with ICD-10 diagnostic information for chronic episode triggers, etc.). CMS
solicits comment on the inclusion or exclusion of specific service codes used to identify
each episode group. This is work that starts with input of the clinical sub-committees. See
comment to the 1st question above.

Acute Inpatient Medical Condition Episode Groups
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e The acute inpatient medical condition episode groups that accompany this posting
include only inpatient events. CMS seeks comment on outpatient events that could be
considered candidates for development as acute condition episode groups, which could
include chronic condition exacerbations that require acute care but not inpatient
hospitalization. Cost measures need to develop in the context of total patient care,
accounting for patient preference, clinical complexity and available treatment options and
resources. The focus should not be on the performance of specific procedures, rather on
the care delivered to accomplish a clinical outcome. An example (admittedly a clinically
complex one) is the treatment of patients with community-acquired pneumonia, which
does not always require hospitalization.

e Acute episodes of care might occur on either an inpatient or outpatient basis and may or
may not include surgery. CMS is considering a single Acute Episode Group type that
does not distinguish the place of service or the performance of as procedure and
welcomes comment on this approach. This approach is commendable. Clinical decisions
to hospitalize, perform procedures or use resources must account for all options to meet
the needs and preferences of whole patients, not merely the performance of specific
procedures.

Chronic Condition Episode Groups

CMS is aware of many challenges in constructing episode groups for chronic conditions. These
include coding habits that may obscure some chronic conditions and overemphasize others. In
addition, it may be difficult to assign a given treatment to a single condition for patients with
multiple comorbidities. For example, are the resources for treatment to reduce cholesterol for a
patient with diabetes, hypertension, and coronary artery disease to be assigned to only one of
those diagnoses, to all of them in proportion, or should we develop a chronic condition episode
specific to the management of patients with diabetes, hypertension and coronary artery disease,
i.e., a patient condition group to better compare cost to treat like patients? An extension of this
approach might be a single episode group for outpatient chronic care with adjustment for
comorbidities and demographics of the population served by the clinician. We welcome
comment on these and any other options for constructing episode groups for chronic conditions.
The measure “Total per capita Medicare Part A and B costs/year”, as currently reported by CMS,
is the best initial metric for assessing the cost-effectiveness of primary care physicians, including
patients with multiple chronic diseases (the continuous/broad patient relationship). An episode
would be defined as the sum of Medicare A and B costs for the total care of the cohort of patients
attributed to the clinician in a year. Steps will need to be taken to assure that patients are
attributed to a single primary physician.

This approach offers multiple advantages:

e It is consistent with the “whole” patient orientation of primary care

e [t is a measure that, if adequately risk-adjusted, reflects the influence of the physician’s
effectiveness, both clinically and as steward of taxpayer dollars. It encourages more
effective chronic care, care coordination, and prudent use of costly downstream
resources.
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e It covers virtually the entirety of a physician’s practice and generates the largest available
sample size, reducing the small numbers problem.

e It avoids entirely difficult issues of attribution of costs to individual disease-specific
episode groups in patients with multiple chronic diseases.

e [t permits the application of the HCC risk adjustment system, which has proven and
meaningful risk adjustment utility in Medicare Advantage and other CMS population-
based payment environments.

e Similar measures of primary care influence on cost have been used extensively by
physician groups participating in Medicare Advantage, and enjoy widespread acceptance
by physicians as meaningful measures of performance.

Certain specific conditions, such as cancer, present other challenges. The costs of caring for
patients at different stages of disease are likely to vary. For instance, a single episode for a type
of cancer is likely to differ in a predictable manner depending on the stage of the cancer.
Information on disease staging is not easily or predictably available from claims. CMS welcomes
comment on methods to incorporate disease severity or staging information to improve
meaningful comparison of cost and quality of care furnished to patients, both generally and for
specific clinical conditions. For example, how could a disease staging code be reported on claims
to facilitate comparison of episodes for patients at like stages of cancer? We look forward to the
time when clinical data, such as that populated in clinical registries, will be linked to claims and
provide the clinical information that is needed to inform on patient preference, disease staging
and other important clinical perspectives that are not currently available yet are essential for
understanding clinical decision-making.

Procedural Episode Groups

e We solicit comment on the procedural episode groups that accompany this posting,
including the service and diagnosis codes used to identify the existence of the procedural
episode groups. We also welcome comment on additional procedural episode groups to
consider for future development. This seems the work of the clinical sub-committees and
is difficult to conceptualize absent meaningful collegial interaction. See initial comment
above.

Cost Measure Development

e (Cost measures are being considered for development from episode groups after adding
additional context, such as expenditure assignment, attribution, risk adjustment, and
consideration of quality. We welcome comment on each of these elements and whether
there are additional elements to consider in developing cost measures from episode
groups. See above comments regarding attribution, patient relationship, clinical registries
and scoring.

e Asdescribed above, the degree of responsibility of attributed services might be
considered separately. Those services furnished by the attributed clinician for the clinical
purpose of the episode group might be differentiated from the services provided by others
for the same clinical purpose. The services furnished by the attributed clinician might be
considered directly attributable services. These could be correlated with the services
delivered by others for the same clinical purpose, which might be considered indirectly
attributed services. The consideration of both directly and indirectly attributed services
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might be weighed in reporting both the provision and the coordination of care within the
episode group relative to each clinician contributing to the care. An alternative approach
would be to obtain recommendations from multi-specialty panels about percentages of
the resources for an episode that could be attributed to physicians serving in different
roles. We welcome comment on these concepts of differential attribution or alternative
methods to align attribution with the clinical activities of clinicians. Recommend using as
the primary unit of analysis the total costs expended for the pertinent clinical care of the
cohort of patients cared for by the clinician whose cost performance is being measured.
The pertinent care should be defined relative to the patient relationship and the clinician’s
responsibility. In the context of a broad, continuous relationship the clinician should be
responsible for the total costs of the cohort of patients with that relationship. For
relationships that are focused, the clinician should be responsible for the total costs of the
patients for the focused responsibility during the period of responsibility. For instance, if
the focus of responsibility is restricted to a given site of service, the unit of
analysis/comparison should be the total costs while the patient is in the site of service
(plus pertinent consequences). If the focus of care is a specific clinical condition, the unit
of analysis/comparison should be the total costs for the clinical condition (plus pertinent
consequences) of the cohort of patients cared for by the clinician.

The Medicare Advantage program uses the CMS-HCC Risk Adjustment Model to
determine rates. We seek comment on the use of this model or an alternative for risk
adjusting episode groups in the construction of cost measures. In addition, should
concurrent or prospective risk adjustment be used, and should a full year of data or more
targeted data from before the episode be used to adjust? HCC risk adjustment is
appropriate for long-term (1 year or longer) broad patient relationships, such as primary
care. Limited or focused relationships require categorical risk adjustment that is specific
to the focused area being considered.

The draft list does not currently include specifications for episode sub-groups (a subgroup
is intended to achieve greater clinical comparability and is a subdivision of an episode
group that further refines the specifications of episode trigger codes and grouping rules to
yield more clinically homogenous cohorts of patients with similar expected cost). An
example is an episode group for spine surgery with sub-grouping for number of levels
and anatomic location. CMS solicits public comment on these draft episode groups and
potential sub-groups. This should be considered in an iterative manner, starting in the
clinical subcommittees and informed by data analysis of proposed subgrouping to
consider the tradeoff of clinical specificity/actionability/validity with statistical
reliability.

CMS is especially interested in comments regarding methods to align quality of care with
cost measures and welcomes recommendations and suggestions. Considerations for
aligning episode groups with quality measurement are described in this document, but are
not intended to be an exhaustive list of options. We welcome comment on these methods,
as well as any other strategies that could be used to align quality of care considerations
with cost measures. See above comments regarding clinical registries.

CMS wishes to avoid any unintended consequences of using cost measures in MIPS, and
seeks comment on issues of concern in this regard, such as taking steps to avoid
disadvantaging clinicians who assume the care of complex patients such as by applying
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episodes for comparison of complex patients (i.e., comparison of like-patients of different
clinicians). CMS must obtain

e and utilize data in addition to those in claims to reach these important goals. Until such
additional data is available, CMS should avoid making arbitrary decisions regarding the
worth of resource use. There are many reasons to avoid the assumption that cheaper is
better at this early stage of cost measure development.

e CMS acknowledges that prescription drug costs are a large driver of the cost of medical
care for Medicare beneficiaries. What would be the best way to incorporate Part D costs
into the episode group development? Recommend deferring this issue until the more
pressing issues above are addressed.

Thank you for the opportunity to respond to these important considerations. I look forward to the
successful completion of this important project.

COMMENT 9 OF 69
Date: 4/19/2017

Commenter Name, Professional Title, and Organizational Affiliation: James S. Kennedy,
President, CDIMD — Physician Champions

Text of Comment:

My understanding is that CMS plans to risk-adjust the episode-based costs using ICD-10-CM
codes.

This will cause considerable difficulty unless CMS uses its influence as a member of the ICD-
10-CM/PCS Cooperating Parties to bring more sanity to the system. Options include:

e Allowing inpatient physicians to report uncertain diagnoses on their 99238 or 99239
codes. At this time, inpatient hospitals can report uncertain diagnoses documented at the
time of discharge but inpatient physicians cannot. It would make sense that the diagnosis
codes on the physician’s final bill match those of the hospital.

e Allowing physicians and hospitals to use old records to update a patient’s diagnosis list
for chronic conditions. At this time, if a patient has HIV disease (B20) but the doctor only
documents +HIV (Z21), the ICD10-CM Cooperating Parties do not allow a coder to
obtain the necessary specificity from an old record. The physician must redocument this
again.

e Allowing codes to be based on CMS definitions for conditions rather than just on
provider documentation. For example, CMS can endorse a certain definition for
conditions that impact risk adjustment, such as functional quadriplegia, sepsis (sepsis-2
or sepsis-3?) chemical dependency, presence of a cancer versus “history of”,
malnutrition, and the like that can be clinically abstracted as to be coded rather than
having the physician use the magic words that must be in the record as to assign the code.
If you don’t do this, physicians who “play the game” of using the magic words will have
a better risk adjustment and tempt the physician or biller into “upcoding”. Google the
term “outpatient CDI” to learn that these activities are already in place.
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I am fearful of using the CMS-HCC methodology in that it is also prone to “playing the game”.
HCCs were meant to fund the Medicare Advantage program for a calendar year; however they
are now being used for multiple reasons. Physicians will now have to deal with Risk-Adjustment
Data Validators and the OIG, something that they are not accustomed to.

Challenges with HCCs include that bacterial pneumonia are not a HCC; however, a specified
bacterial pneumonia is. End-stage renal disease has the same risk-adjustment as chronic kidney
disease, stage 4, even though ESRD requires chronic dialysis and stage 4 does not.

If you do use HCCs, then you should allow for any chronic condition reported during the
encounter or within the previous 12 months (not just in the last calendar year) to count in the
risk-adjustment and any acute condition within the previous 6 months to factor into these.
Physicians should be given a list of ICD-10-CM codes that impact these risk adjustments which
should be released when the annual proposed physician rule is released, just like when CMS
releases the IPPS rule for hospitals. Same goes for any other methodology you may embrace
(e.g. AHRQ CCS; Optum’s Episodic Treatment Groups).

There should be a easy resource for physicians to access that describes these codes and
encourages physicians to adhere to the ICD-10-CM Official Guidelines. What physician looks in
the Index and then the Table? Almost no one; most physicians pick a code from a list in their
EHR. Since Coding Clinic for ICD-10-CM/PCS is not in the public domain, this publication
must be made available to physicians in a cost efficient manner. A current electronic subscription
is over $1000. Go to https://codingclinicadvisor.com/ to see for yourself.

COMMENT 10 OF 69
Date: 4/20/2017

Commenter Name, Professional Title, and Organizational Affiliation: David Slotwiner,
Chair, HRS Health Policy Committee, Heart Rhythm Society

Text of Comment:

The Heart Rhythm Society (HRS) appreciates the opportunity to respond to CMS’ latest
solicitation for feedback on its ongoing work related to episode-based cost measure development
for the Quality Payment Program (QPP). Founded in 1979, HRS represents more than 5,100
specialists in cardiac pacing and electrophysiology, consisting of physicians, scientists and their
support personnel. Electrophysiology is a distinct specialty of cardiology, and
electrophysiologists are board certified in clinical cardiac electrophysiology through the
American Board of Internal Medicine, as well as in cardiology. HRS’s members perform
electrophysiology studies and curative catheter ablations to diagnose, treat and prevent cardiac
arrhythmias. Electrophysiologists also implant pacemakers, implantable cardioverter
defibrillators (ICDs) and cardiac resynchronization devices in patients who are indicated for
these life-saving devices.

In general, HRS is supportive of efforts to improve the manner in which CMS measures and
attributes costs among clinicians. While quality measurement has evolved substantially over the
last five years, cost measurement has been more vexing and many gaps remain. As such, HRS
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appreciates CMS’ commitment to developing more specific episode-based cost measures and its
ongoing effort to engage in outreach to promote awareness of this work and to ensure that
relevant stakeholders have the opportunity to contribute to this work.

The Society highly recommends that the Agency take all possible steps to avoid overlap or
duplications of efforts as the episode groups are identified and defined. For example, HRS has
nominated three physicians to serve on a Clinical Subcommittee specifically with Acumen in
answering questions related to episode group and episode measure development. Below we offer
more specific feedback on topics of interest to CMS.

Episode Group Selection

In selecting the episode groups to be considered for development, CMS used criteria including
an episode’s share of Medicare expenditures, clinician coverage, and the opportunity for
improvement in acute, chronic, and procedural care settings. CMS welcomes comment on these
episode groups and potential additional episode groups that should be considered for
development.

In general, HRS believes that the proposed episode groups relevant to our specialty are
reasonable targets for this exercise. We appreciate CMS’ ongoing engagement of specialty
societies in the selection of conditions and procedures and its commitment to developing
clinically meaningful episode groups to inform cost measurement.

Episode Group Definition

The episode groups currently open for feedback are defined by proposed trigger events and codes
(CPT/HCPCS for procedural episode triggers, evaluation and management codes combined with
ICD-10 diagnostic information for chronic episode triggers, etc.). CMS solicits comment on the
inclusion or exclusion of specific service codes used to identify each episode group.

In general, HRS does not have any major concerns about the trigger events and codes listed.
However, the Society does find it challenging to provide meaningful feedback on the list of
trigger codes without any other contextual information. In the absence of other critical details
about the episode-- such as the episode window, the rules governing which services will be
assigned to the episode, and risk adjusters—it is difficult to determine the appropriateness of the
trigger codes.

As mentioned above, the Clinical Subcommittees should have a role in determining episode
group definitions. Atrial Fibrillation (AF) is an excellent example of the need for clinical
discussion. Defining AFib as an episode will involve a variety of healthcare providers. AF can be
broken down into sub-categories based on the type of AF. AF also can be addressed as an
episode based on medication management, or procedural management such as transcatheter
ablation. The Cardiovascular Clinical Subcommittee’s discussions should be driving factors in
how AFib is addressed.

Our only episode specific concern at this time has to do with one of the proposed trigger codes
for the procedural episode “Implantable Cardiac Defibrillator (ICD) Implantation.” HRS is not
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clear what the following trigger code refers to: “0294T: Insertion of Left Upper Heart Monitor
and Pacing Defibrillator Pulse Generator, with Radiological Supervision and Interpretation”.

Overall, HRS encourages CMS to continue to adhere to a transparent and clinically informed
process when defining episode groups. It is equally important that CMS rely on episode grouping
methodologies that can be expressed via a simple list of rules and that are easily understood by
clinicians, rather than methods that impose complicated hierarchies in what is often inaccessible
back-end software. Additionally, the episode trigger claims should be constructed in a way so
that clinicians know whether an episode will be attributed to them at the time of service.

Cost Measure Development

Cost measures are being considered for development based on episode groups after adding
additional context, such as expenditure assignment, attribution, risk adjustment, and
consideration of quality. CMS welcomes comment on each of these elements and whether there
are additional elements to consider in developing cost measures from episode groups.
Specifically, CMS welcomes comment on the concepts of differential attribution or alternative
methods to align attribution with the clinical activities of clinicians. For example, the
consideration of both directly and indirectly attributed services might be weighed in reporting
both the provision and the coordination of care within the episode group relative to each clinician
contributing to the care. An alternative approach would be to obtain recommendations from
multi-specialty panels about percentages of the resources for an episode that could be attributed
to physicians serving in different roles.

In general, it is important that clinicians understand and trust that the cost measure accurately
reflects their performance and their unique role in treating the patient. We are supportive of
CMS’ efforts to develop patient relationship categories and codes, which has the potential to
better capture the varied roles of a physician in a specific episode of care and to result in more
accurate attribution of resource use. However, we also believe that much work remains on this
front.

HRS reminds CMS of the challenges of assigning cost performance to an individual clinician.
We request that CMS carefully consider whether individual accountability for cost measurement
is even appropriate and urge the agency to alternatively consider ways of accounting for more
team-based care and measuring cost at a more aggregate level.

If CMS decides to move ahead with individual-level accountability, HRS supports it adopting an
approach to episode-based cost measure construction, at least initially, which only assigns costs
that are directly influenced by the care of the attributed clinician. Cost measurement, particularly
at the individual-level, is complex and must be approached in a gradual manner. Attempting to
evaluate indirectly attributed services or to assign percentage-based levels of attribution based on
the varying roles of a physician is too complicated of a task to take on when first rolling out
these measures. CMS should start with the least complicated targets by focusing only on those
services/procedures for which costs can be clearly and directly attributable to a “lead” physician
to whom it is appropriate to assign the total costs of the episode. This will not only ensure more
equitable accountability, but that feedback produced by the measure is understood by the
clinician (and patient) and actionable. If the episode creates any ambiguity related to attribution
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or is influenced substantially by indirect care decisions, then it should not be targeted for cost
measurement at this early stage.

Risk Adjustment

The Medicare Advantage program uses the CMS-HCC Risk Adjustment Model to determine
rates. CMS seeks comment on the use of this model or an alternative for risk adjusting episode
groups in the construction of cost measures. In addition, should concurrent or prospective risk
adjustment be used, and should a full year of data or more targeted data from before the episode
be used to adjust?

HRS appreciates that CMS aims to avoid any unintended consequences of using cost measures in
MIPS. HRS strongly supports that CMS should take steps to avoid disadvantaging clinicians who
assume the care of complex patients. While risk adjustment helps to mitigate some of these
issues and is critical, the Society also asserts that performance benchmarks should only compare
similar types of patients in similar settings.

Aligning Quality and Cost

CMS is especially interested in comments regarding methods to align quality of care with cost
measures and welcomes suggestions on this topic.

If cost measurement occurs in isolation it can create incentives for clinicians to skimp on
appropriate care. As such, it is critical that CMS focus only on episode-based cost measures that
can be paired with quality measures that share similar characteristics. By doing so, patients and
clinicians can interpret patient outcomes, such as functional status and mortality, side-by-side
with cost. CMS also must develop tools that help patients and clinicians understand what cost
means relative to quality, how to interpret incremental shifts between the two, and more holistic
and accurate ways to value health gains.

Pairing cost with quality also will ensure that measurement is driven by value and not simply an
effort to cut costs. This is especially critical when it comes to preserving incentives for
innovation. CMS must not lose sight of the fact that while innovation and technology might drive
health care spending, it also drives health improvement. By properly tying cost to quality and
tracking data over the long-term, CMS will help to ensure that innovation is not stymied.

COMMENT 11 OF 69
Date: 4/21/2017

Commenter Name, Professional Title, and Organizational Affiliation: Sharon L. Dunn,
President, American Physical Therapy Association

Text of Comment:

On behalf of our 95,000 member physical therapists, physical therapist assistants, and students of
physical therapy, the American Physical Therapy Association (APTA) is pleased to submit
comments on the MACRA episode-based cost measures. APTA’s goal is to foster advancements
in physical therapist practice, research, and education. The mission of APTA is to further the
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profession’s role in the prevention, diagnosis, and treatment of movement dysfunctions and the
enhancement of the physical health and functional abilities of members of the public.

Our hope is that our comments will influence implementation of the resource-use measures in the
Merit-Based Incentive Payment System (MIPS), as these will impact outpatient physical
therapists in private practice, as well as outpatient physical therapy services furnished by
hospitals, outpatient rehabilitation facilities, public health agencies, clinics, skilled nursing
facilities, home health agencies, and comprehensive outpatient rehabilitation facilities. In other
words, implementation of MIPS will affect eligible professionals across the entire spectrum of
the physical therapy delivery system.

Comments on Episode-Based Cost Measures
Episode Group Selection

As mentioned above, physical therapists practice across the continuum of care in a variety of
settings, and our patient population is a diverse representation of many conditions and diagnoses.
APTA believes that the identified high-impact conditions are a good beginning for our
professionals, as physical therapists are part of the care team for a number of conditions
included. Many of these initial groups include orthopedic conditions such as knee and hip
replacements, hip fractures and dislocations, knee joint repairs, and spine procedures and fusion.
Additionally, physical therapy codes are included in several cardiac condition groups, the
rheumatoid arthritis group, and neurologic groups such as Parkinson disease and ischemic
cerebral vascular accidents.

Acute Inpatient Medical Condition Episode Groups

APTA has concerns about creating only 1 acute episode group type, which would not distinguish
the place of service or the performance of a procedure. We believe that creation of a single acute
episode group for these patients, who may represent a wide diversity of conditions, will make the
measure difficult to interpret and impact. Instead, we encourage CMS to consider creating
several acute measures that are directed at more defined patient populations such as patients with
cardiac conditions, chest pain, shortness of breath, and other related symptoms.

Chronic Condition Episode Groups

A significant number of Medicare beneficiaries suffer from chronic conditions, creating a need
for episode groups for these patient populations. Defining episodes for chronic conditions poses
several challenges. Many patients with chronic conditions have multiple comorbidities or
multiple chronic conditions that are often interrelated. APTA recommends that CMS test a
chronic condition episode group that represents several conditions that typically occur
concurrently (CMS’s example includes diabetes, hypertension, and coronary artery disease)
versus a single chronic condition episode that has been adjusted for multiple comorbidities, to
compare the benefits of each type of methodology. APTA believes that CMS should select the
methodology that best accounts for resource use and makes the best clinical sense for providers
who will need to identify and manage these patients. Additionally, APTA encourages CMS to
look at other electronic data sources such as patient registries.
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APTA believes that staging for conditions may be beneficial in comparing like episodes of care.
Additionally, accounting for the severity of the condition is also important in the comparison of
resource use across episodes, and APTA encourages the inclusion of such variables in the
resource-use methodologies.

Cost-Measure Development

As discussed above, APTA believes that the cost measures should include risk adjustment that
could account for comorbidities, severity of condition, and staging of condition when relevant. It
will be important to account for patient characteristics within the cost measures to ensure that
providers are being compared fairly and accurately on cost. Additionally, APTA believes that
CPT billing codes in combination with diagnosis codes (ICD-10) should be used to determine
services for a care episode. Because Medicare beneficiaries may seek physical therapy services
for multiple conditions at one time, use of both billing and diagnostic codes will increase the
likelihood of capturing the physical therapy charges related to the defined-episode group while
excluding physical therapy services for unrelated conditions or diagnoses. We encourage CMS to
continue to work with key stakeholders to ensure that all relevant CPT and ICD-10 codes are
included in the episodes.

APTA believes that expenditure assignment is important in the development of cost measures.
We believe there is value in providers seeing expenditures that are directly attributable as well as
the services delivered by others for the same clinical purpose, which might be considered
indirectly attributed services. We support the consideration of both directly and indirectly
attributed services and the concept of weighting the direct and indirect services in reporting. We
support this concept over a panel assigning percentages of the resources for an episode to
specific providers. We believe that assigning fixed percentages within episodes will not account
for changes in the care delivery system as episodic and bundled models evolve over time.

APTA believes that in the future CMS should align resource-use measures with clinical-quality
measures. One possible approach to this would be a measure set that includes cost measures, key
outcomes, patient engagement, and process of care measures for a specified condition or
diagnosis. APTA believes these sets could be created within MIPS using measures from several
of the categories to more precisely determine the value of services for specified patient
populations. APTA also encourages CMS to incorporate measures from these sets into
alternative payment models, where appropriate, to further encourage alignment of quality
measures across programs and payment models.

APTA supports concurrent risk adjustment for the episode-based cost measures. We believe that
concurrent risk adjustment will allow for more accurate comparison of costs within the episode
of care. APTA also supports episode sub-groups. We believe that the creation of episode sub-
groups will allow for greater clinical comparability of more clinically homogenous cohorts of
patients with similar expected costs.

APTA believes these episode-based cost measures will require pilot testing with key stakeholder
feedback prior to full implementation in MIPS. We encourage CMS to provide this data with any
benchmarking data to all providers (MIPS and non-MIPS participants such as physical
therapists) in 2018 with the continued neutral weighting in the cost category. This will allow all
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clinicians to provide feedback to CMS on these measures as well as give clinicians the
opportunity to understand the new methodology for the measures. Up to this point, many of the
cost measures have been attributed to providers using rules around the plurality of services and
are primarily directed toward physicians and other primary care providers. Our providers, and
other nonphysician providers, have little to no exposure with episode-cost data. For these
reasons, APTA believes CMS should continue to work with nonphysician professionals such as
physical therapists on these episode groups to ensure that they make sense for nonphysician
professionals, who typically are not primarily responsible for the ongoing care of these patients.

Conclusion

Once again, we thank CMS and Acumen for the opportunity to comment on the MACRA
episode-based cost measures, and we look forward to working with CMS as the methodologies
continue to evolve.

COMMENT 12 OF 69
Date: 4/24/2017

Commenter Name, Professional Title, and Organizational Affiliation: Laura I. Thevenot,
Chief Executive Officer, American Society for Radiation Oncology

Text of Comment:

The American Society for Radiation Oncology (ASTRO) appreciates the opportunity to provide
written comments on the CMS Episode-Based Cost Measure Development for the Quality
Payment Program document issued on December 23, 2016. Care episode groups take into
account the patient’s clinical indications at the time medical services are furnished during an
episode of care and are used to define episode groups for procedures and acute inpatient medical
conditions.

ASTRO members are medical professionals practicing at hospitals and cancer treatment centers
in the United States and around the globe. They make up the radiation treatment teams that are
critical in the fight against cancer. These teams include radiation oncologists, medical physicists,
medical dosimetrists, radiation therapists, oncology nurses, nutritionists and social workers. They
treat more than one million cancer patients each year. We believe this multi-disciplinary
membership makes us uniquely qualified to provide input on the inherently complex issues
related to Medicare payment policy and coding for radiation oncology services.

CMS Designated Episode Groups

ASTRO appreciates CMS’ desire to use episode groups as a mechanism for resource use
management as required by the Merit Based Incentive Payment System (MIPS). We applaud the
implementation of a Clinical Committee to assist CMS with the development of episode groups.
This transparent and collaborative approach is a positive step towards ensuring that the identified
episodes adequately account for all of the services involved in the process of care. We urge CMS
to continue this approach with the establishment of the Clinical Sub-Committees which are
expected to include episodes of care that involve the treatment of cancer.
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Below are ASTRO’s responses to several of the questions posed for public comment:
Episode Group Selection

In selecting the episode groups to be considered for development, CMS used criteria
including an episode’s share of Medicare expenditures, clinician coverage, and the
opportunity for improvement in acute, chronic, and procedural care settings. We welcome
comment on these episode groups and potential additional episode groups that should be
considered for development.

The CMS designated episode groups include surgical care associated with mastectomy and
prostatectomy. However, there are no episodes that involve cancer treatment associated with
radiation oncology. As previously mentioned, ASTRO is pleased that CMS is interested in
establishing Clinical Subcommittees to assist with the development of episode sub-groups, which
in the future may include radiation therapy.

In identifying the conditions and procedures which would be appropriate for episode groups or
patient condition groups, CMS should consider those conditions or procedures for which there
are established processes of care. ASTRO is currently working on a Radiation Oncology
Alternative Payment Model (RO-APM) that features guideline adherence for episodes of care for
seven disease sites. Existing ASTRO Clinical Practice Guidelines and Choosing Wisely
recommendations are the basis for the ASTRO RO-APM. A similar approach should be taken in
the development of episode groups for the MIPS episode-based cost measure.

We urge CMS to work with stakeholders on the identification of episodes of care that can meet
the requirements of both the APM and MIPS initiatives. This will be particularly important for
physicians who start out in the MIPS program or in a MIPS APM, who seek the opportunity to
transition into an Advanced APM.

Episode Group Definition

The episode groups that accompany this posting are defined by the listed trigger events and
codes (CPT/HCPCS for procedural episode triggers, evaluation & management codes
combined with ICD-10 diagnostic information for chronic episode triggers, etc.). CMS
solicits comment on the inclusion or exclusion of specific service codes used to identify each
episode group.

ASTRO agrees with the concept of establishing appropriate trigger events and codes that define
an episode group. In fact, the ASTRO RO-APM features a two-prong trigger that indicates the
commencement of a radiation oncology episode of care. There are three radiation therapy
treatment planning codes (77261, 77262, 77263). A treatment planning code is assigned to every
patient receiving radiation therapy. Additionally, an ICD-10 diagnosis code is the second prong
that triggers an episode of care for a particular disease site within the APM. We believe that the
use of these code sets would also be appropriate for the identification of episode groups.

Acute episodes of care might occur on either an inpatient or outpatient basis and may or
may not include surgery. CMS is considering a single Acute Episode Group type that does
not distinguish the place of service or the performance of a procedure and welcomes
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comment on this approach. If the Agency is to pursue a site neutral Acute Episode Group type,
ASTRO recommends that CMS consider the various distinctions between sites of service,
particularly the operational and fixed costs. The Agency must take great care to ensure that
transition to a site neutral approach does not disadvantage one setting over another, potentially
making the operation of sites financially unviable, resulting in an access to care issue.

Chronic Condition Episode Groups

CMS is aware of many challenges in constructing episode groups for chronic conditions.
These include coding habits that may obscure some chronic conditions and over-emphasize
others. In addition, it may be difficult to assign a given treatment to a single condition for
patients with multiple comorbidities. For example, are the resources for treatment to
reduce cholesterol for a patient with diabetes, hypertension, and coronary artery disease to
be assigned to only one of those diagnoses, to all of them in proportion, or should we
develop a chronic condition episode specific to the management of patients with diabetes,
hypertension and coronary artery disease, i.e., a patient condition group to better compare
cost to treat like patients? An extension of this approach might be a single episode group
for outpatient chronic care with adjustment for comorbidities and demographics of the
population served by the clinician. We welcome comment on these and any other options
for constructing episode groups for chronic conditions.

Flexibility should be given on the development of the appropriate clinical criteria and patient
characteristics used to classify patients into care episodes. CMS should start with conditions and
procedures for which there are clear evidence-based guidelines and then risk adjust the episode
to account for variation in patient characteristics. In addition to risk adjusting for co-occurring
clinical factors, CMS should establish a mechanism for excluding patients who present with too
many concurrent conditions that may complicate treating the primary diagnosis. The agency
should also establish a stop loss policy that would prevent harming the physician financially for
taking on complex cases with multiple chronic conditions. As previously mentioned, it will be
key for CMS to engage medical specialty stakeholders to develop appropriate criteria.

Certain specific conditions, such as cancer, present other challenges. The costs of caring for
patients at different stages of disease are likely to vary. For instance, a single episode for a
type of cancer is likely to differ in a predictable manner depending on the stage of the
cancer. Information on disease staging is not easily or predictably available from claims.
CMS welcomes comment on methods to incorporate disease severity or staging information
to improve meaningful comparison of cost and quality of care furnished to patients, both
generally and for specific clinical conditions. For example, how could a disease staging code
be reported on claims to facilitate comparison of episodes for patients at like stages of
cancer?

Episodes need to be clearly defined and recognize all the activities involved in the process of
care. ASTRO agrees that key clinical information such as cancer stage may be critical in defining
a cancer episode. However, cancer is a complex disease and the difficulties associated with a
cancer diagnosis cannot be adequately attributed just to staging. Patient co-morbidities, age and
other characteristics also play a role in determining treatment scenarios such as combined
modality treatment which impact the potential cost of cancer care. While a disease stage code

MACRA Episode-Based Cost Measures Public Comment Summary Report: Verbatim Comments | Acumen, LLC 44



may assist in identifying specific cancer stages, it will not recognize the remaining complexities
associated with treating cancer.

Another significant challenge for episodes based on claims data is that they will not recognize
the services physicians currently provide that are not payable by FFS, such as care coordination.
CMS must recognize this deficit in the claims data and work with specialty groups to identify
and value those services that improve the quality of patient care but are currently not paid for
under the FFS system.

Procedural Episode

We solicit comment on the procedural episode groups that accompany this posting,
including the service and diagnosis codes used to identify the existence of the procedural
episode groups. We also welcome comment on additional procedural episode groups to
consider for future development.

The CMS designated episode groups include surgical care associated with mastectomy and
prostatectomy. However, there are no episodes that involve cancer treatment associated with
radiation oncology. At this time, ASTRO defers to other specialty groups on the content of the
currently defined episode groups. We look forward to opportunities to engage with the Agency
on the development of episodes specific to cancer care.

Cost Measure Development

Cost measures are being considered for development from episode groups after adding
additional context, such as expenditure assignment, attribution, risk adjustment, and
consideration of quality. We welcome comment on each of these elements and whether
there are additional elements to consider in developing cost measures from episode groups.

As previously stated, ASTRO urges CMS to focus on episodes for which there are known
evidence-based guidelines. By starting with episodes that are easily defined by existing processes
of care, CMS is more likely to achieve its intended goal of instituting a value based payment
system. CMS should avoid episodes that involve conditions that may not include standards of
care. These cases deserve more thought and consideration before resource use is measured,
especially in situations where the resource use may vary significantly from patient to patient due
to condition complexity.

As described above, the degree of responsibility of attributed services might be considered
separately. Those services furnished by the attributed clinician for the clinical purpose of
the episode group might be differentiated from the services provided by others for the same
clinical purpose. The services furnished by the attributed clinician might be considered
directly attributable services. These could be correlated with the services delivered by
others for the same clinical purpose, which might be considered indirectly attributed
services. The consideration of both directly and indirectly attributed services might be
weighed in reporting both the provision and the coordination of care within the episode
group relative to each clinician contributing to the care. An alternative approach would be
to obtain recommendations from multi-specialty panels about percentages of the resources
for an episode that could be attributed to physicians serving in different roles. We welcome
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comment on these concepts of differential attribution or alternative methods to align
attribution with the clinical activities of clinicians.

ASTRO would support efforts that allow multi-specialty panels, with representatives from all
relevant specialties, the opportunity to determine appropriate attribution. CMS should develop
episode groups that clearly define and attribute responsibility for care to physicians that they can
reasonably control. CMS should focus on those services for which there are well defined
processes of care and clinical treatment guidelines that have been vetted and agreed upon. There
are numerous services that fit into this category and they should be given immediate
consideration.

Those services that are more complex should be given further consideration and study. ASTRO
supports the concept of engaging multi-specialty panels to determine appropriate attribution for
medical services that involve multi-disciplinary care.

The Medicare Advantage program uses the CMS-HCC Risk Adjustment Model to
determine rates. We seek comment on the use of this model or an alternative for risk
adjusting episode groups in the construction of cost measures. In addition, should
concurrent or prospective risk adjustment be used, and should a full year of data or more
targeted data from before the episode be used to adjust?

ASTRO is concerned that CMS is still at the beginning stages of developing risk adjustment and
attribution methodologies for the episode-based cost measures. We urge CMS to use concurrent
rather than prospective risk adjustment. Without including current comorbidities and diagnoses,
CMS cannot properly risk adjust patients.

In addition, ASTRO urges CMS to consider risk adjustment beyond clinical adjustment. While it
is obvious that factors such as patient’s functional status should be risk adjusted, it may be
reasonable to include socioeconomic and demographic factors in any final risk adjustment
methodology. For example, barriers to accessing healthcare services (such as living in a rural
area) may appropriately be included in a risk adjustment calculation.

ASTRO understands the complexity around developing appropriate and accurate risk adjustment
and attribution methodologies. The agency will need detailed clinical input from across medical
specialties to improve risk adjustment and attribution going forward, and we urge CMS to utilize
its clinical committees to develop these methodologies. CMS will also need to consider a
strategy that is not overly burdensome and dependent upon physicians collecting and
documenting a significant amount of information and data.

The draft list does not currently include specifications for episode sub-groups (a sub-group
is intended to achieve greater clinical comparability and is a subdivision of an episode
group that further refines the specifications of episode trigger codes and grouping rules to
yield more clinically homogenous cohorts of patients with similar expected cost). An
example is an episode group for spine surgery with sub-grouping for number of levels and
anatomic location. CMS solicits public comment on these draft episode groups and
potential sub-groups.
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ASTRO has noted that CMS intends to explore “Oncologic Disease Management — Medical and
Surgical” as a future Clinical Subcommittee. The appropriate use of radiation is an essential
component (along with surgery and systemic drug therapy) in the management of oncologic
disease. It is appropriate that the proposed Clinical Subcommittee on Oncologic Disease
Management include Medical, Surgical and Radiation Oncology in the charge and that
physicians from each specialty be called upon to participate.

The American Cancer Society estimates that there were 1.7 million new cancer cases in 2016,
Of those cancer patients, 250,000 were diagnosed with breast cancer; 225,000 were diagnosed
with lung cancer; 181,000 were diagnosed with prostate cancer; 95,000 were diagnosed with
colorectal cancer; and 72,100 were diagnosed with head and neck cancer. Medicare SEER data
analysis indicates that, of the Medicare patients receiving radiation therapy, 83 percent had one
of five primary disease sites, which accounts for 93 percent of the total Medicare spend on
radiation therapy services between 2007 and 20112,

ASTRO looks forward to engaging with the agency on the development of episodes, particularly
for the primary disease sites listed above, as we believe these sites cover the largest portion of
the Medicare patient population fighting cancer.

CMS is especially interested in comments regarding methods to align quality of care with
cost measures and welcomes recommendations and suggestions. Considerations for
aligning episode groups with quality measurement are described in this document, but are
not intended to be an exhaustive list of options. We welcome comment on these methods, as
well as any other strategies that could be used to align quality of care considerations with
cost measures.

ASTRO has given serious consideration to the intersection of cost and quality, specifically how
adherence with clinical guidelines can improve quality of care and reduce unnecessary costs.
ASTRO’s RO-APM is built around guidelines adherence as a proven methodology for improving
care and reducing the cost of care. We believe a similar approach can be used in the development
of episode groups. Quality measures can be derived from evidence-based guidelines that ensure
that appropriate care is delivered and costs savings are achieved. By starting with episodes that
are easily defined by existing processes of care and clinical guidelines, CMS is more likely to
achieve its intended goal of instituting a value based payment system.

CMS wishes to avoid any unintended consequences of using cost measures in MIPS, and
seeks comment on issues of concern in this regard, such as taking steps to avoid
disadvantaging clinicians who assume the care of complex patients such as by applying
episodes for comparison of complex patients (i.e., comparison of like-patients of different
clinicians).

As previously mentioned, CMS should develop episode groups that clearly define and attribute
responsibility for care to physicians that they can reasonably control. ASTRO also urges CMS to
include risk adjustments that address multiple chronic conditions. The Agency should also
establish a stop-loss policy that would prevent harming the physician financially for taking on
complex cases with multiple chronic conditions. Lastly, it is critical that any future Oncologic
Disease Management Clinical Subcommittee include radiation oncology.
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COMMENT 13 OF 69
Date: 4/21/2017

Commenter Name, Professional Title, and Organizational Affiliation: Samir Fakhry, Chair,
Trauma Center Association of America

Text of Comment:

The Trauma Center Association of America (TCAA) is a non-profit, 501(c)(6) association
representing trauma centers and systems across the country. TCAA is committed to ensuring
access to life-saving trauma services, and it is out of that commitment that we submit these
comments for your consideration.

TCAA in collaboration with the American Trauma Society (ATS) and the Eastern Association
for the Surgery of Trauma (EAST) appreciates CMS’ engagement of the stakeholder community
in its development and refinement of Merit-based Incentive Payment System (MIPS) cost
measures. We agree with stakeholder feedback to-date that has emphasized the importance of
having patient outcomes at the center of these cost measures. We also agree that it is critical to
apply a clear and transparent attribution methodology to ensure the appropriate assignment of
episode groups to clinicians. Finally, we support the development of cost measures that both
account for patient complexity and appropriately address traumatic injury.

Below we provide our specific feedback to several of the questions outlined on pages 17-20 of
CMS’ posting titled, “Episode-Based Cost Measure Development for the Quality Payment
Program.” We hope our feedback will facilitate the further refinement of these cost measure
development process.

Risk-Adjusting Episode Groups

The TCAA agrees that it is critical for CMS to adjust for factors that can influence expenditures
but are outside a clinician’s control. For example, patients differ in their se-verity of illness,
function, age, type and number of comorbidities and chronic conditions, etc. must be taken into
consideration in any risk adjustment methodology that is used. Additionally, accounting for
patient complexity and health status, including traumatic injuries and chronic conditions, is
critical to ensure that clinicians who treat particularly unhealthy or complex patients, such as
trauma patients, are not penalized.

At a minimum, once a patient suffers a traumatic injury, we believe these patients be excluded
from the cost measure. Traumatic injuries should be defined by any institutional claim with
admission type “5” for trauma and/or any primary ICD-10 diagnosis codes:

S00-S99 with 7th character modifiers of A, B, or C ONLY. (Injuries to specific body parts —
initial encounter) TO7 (unspecified multiple injuries) T14 (injury of unspecified body
region)T20-T28 with 7th character modifier of A ONLY (burns by specific body parts — initial
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encounter) T30-T32 (burn by TBSA percentages) T79.A1-T79.A9 with 7th character modifier of
A ONLY (Traumatic Compartment Syndrome — initial encounter).

Excluding the following isolated injuries which may be a primary diagnosis:

S00 (Superficial injuries of the head)

S10 (Superficial injuries of the neck)

S20 (Superficial injuries of the thorax)

S30 (Superficial injuries of the abdomen, pelvis, lower back and external genitals)
S40 (Superficial injuries of shoulder and upper arm)

S50 (Superficial injuries of elbow and forearm) S60 (Superficial injuries of wrist, hand and
fingers) S70 (Superficial injuries of hip and thigh)

S80 (Superficial injuries of knee and lower leg)
S90 (Superficial injuries of ankle, foot and toes)

Late effect codes, which are represented using the same range of injury diagnosis codes but with
the 7th digit modifier code of D through S, are also excluded.

The TCAA believes that trauma patients should be excluded altogether because trauma care
itself and the patients are ill suited to the objective of episodes, attribution and cost control.
Trauma care is team-based care that includes numerous specialties, both within the same group
practice and across group practices. Patient out-come is a function of team-based care and
difficult to attribute to any single clinician. Trauma patients do not lend themselves to
benchmarking or care pathways because few trauma patients are similar in the mechanism of
injury and the number and types of injuries. For these significant reasons, we believe trauma
patients should be excluded from cost-based episodes entirely.

Should CMS proceed with inclusion of trauma patients, the TCAA asks whether CMS has
conducted any studies on the ability of HCCs to account for the expense of patients suffering a
traumatic injury. The retrospective or prospective nature of HCCs as they are currently deployed
will not explain current year expenditures for an unexpected traumatic injury. The TCAA
strongly believes any risk adjustment for trauma patients should be concurrent.

Furthermore, because HCC risk adjustment scores impact Part C payment for a third of Medicare
beneficiaries, it is important for all clinicians and provides to know the risk adjustment score for
each patient. For improved transparency with the provider community, the TCAA recommends
that the HCC score assigned to each patient be included as a data element in the Common
Working File and released with each eligibility response (i.e., 271 transaction) to providers. This
will enable providers to begin to understand HCCs. CMS should con-sider an appeal process
provider believes the HCC risk score is significantly different from what it should be based on
more current data, including recent traumatic injuries.
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Attribution and Episode Definitions

The TCAA understands that MACRA requires new patient relationship categories and codes to
be reported on claims as of January 1, 2018. We further understand that CMS expects to release
an operational list of these categories and codes for review in April 2017. Since the information
has not yet been released, the TCAA is unable to provide meaningful feedback to CMS on how
the codes should best be incorporated into its attribution model, particularly for trauma patients.
We ask CMS to provide another comment period after the patient relationship codes are released
to provide meaningful input on use of the relationship codes and attribution methodologies.

We also believe CMS needs to be very thoughtful in attribution of trauma patients because as
noted above attribution to any one clinician is nigh to impossible. We note that hospital claims
only have fields to report one attending physician and one primary surgeon. The lack of specific
physicians on hospital claims makes attribution very difficult. For acute episodes how will the
trigger event be attributed to a clinician? What if the trigger event, such as a nephrectomy is due
to a trauma. Will the attribution be based on the hospital claim data or the professional claim data
or will they be matched? What happens if the claims do not match.

As previously mentioned, trauma patients often have numerous specialty physicians involved in
their care as well as several physicians within the same group practice due to the extended time
of trauma episodes. Will every hospital claim for a trauma be attributed to every physician
involved in the patient’s care? What hap-pens to a patient with a chronic episode and then a
trauma claim occurs? How are ambulance costs attributed? Including these claims is likely to
create an outlier situation for the clinician to whom the hospitalization and ambulance is
attributed.

Because the trauma is outside the control of the clinician who is managing chronic or other acute
conditions, we believe it is inappropriate to attribute any trauma claims to clinicians and believe
they should be excluded.

We request CMS disclose how it plans to treat outliers. How will outliers be defined? Will
outliers be excluded from the cost calculation or not? Will patients who die be included in
episodes or excluded? We request CMS define inclusion and exclusion criteria and outlier
provisions that will help shape episodes that reflect clinician management of patient care rather
than serendipitous events that may also occur and significantly impact beneficiary cost of care.

Implementation Timing

Given the number and nature of the questions associated with the development and refinement of
the MIPS cost measures, the TCAA recommends that CMS delay implementation. We suggest
that the cost category not be factored into the final MIPS score until payment year 2021 or 2022
at the earliest. In other words, we encourage CMS to keep the cost category weighted at zero
percent (0%) of the MIPS final score until it has better data to use and the risk adjustments and
episode definitions have been fully defined with stakeholder input. This would also give
clinicians more time to understand the relationship codes, cost measures and attribution
methodologies.
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Should CMS wish to continue to include trauma patients, the TCAA along with other trauma
stakeholder groups and professional associations would like to be included in future discussions
with CMS to determine whether cost episodes for trauma patients can be fairly defined and
attributed to clinicians.

The TCAA, ATS and EAST sincerely appreciate the opportunity to provide input into the
development of MIPS cost measures. If you have any questions, please do not hesitate to contact
us.

COMMENT 14 OF 69
Date: 4/24/2017

Commenter Name, Professional Title, and Organizational Affiliation: Kerry D. Solomon,
President, American Society of Cataract and Refractive Surgery

Text of Comment:

The American Society of Cataract and Refractive Surgery (ASCRS) is a medical specialty
society representing nearly 9,000 ophthalmologists in the United States and abroad who share a
particular interest in cataract and refractive surgical care.

Thank you for the opportunity to provide comments on the Episode-Based Cost Measure
Development for Quality Payment Program (QPP). We have provided comments on two
previous requests for information related to episode-based measures and our members have
participated in technical expert panels convened by CMS on this topic.

We are pleased that many of the recommendations ASCRS has made are considered and
reflected in this most recent document. CMS now seems to recognize that major changes are
needed to the attribution and risk adjustment of the models to ensure they are reliable, credible,
well understood by physicians, and do not pose any threats of adverse selection on patient care.

Due to this identified need to test and improve these measures, our chief recommendation
is that CMS significantly narrow the scope of the effort to develop new measures and limit
an initial test phase to just a few conditions or procedures before expanding to the
development of measures for all procedures and conditions identified in the most recent
posting. There is significant work to be done to address the attribution and risk
adjustment, and CMS still has not proposed how these measures will be factored into a
physician’s cost score. Furthermore, we encourage CMS to consider how the
administrative efforts and the time spent to update clinical processes to adapt to these
measures may contribute to practices’ already heavy regulatory burdens. Physicians and
practices should not be required to make these adjustments until they are confident the
cost measures are refined and will accurately measure the cost of care they provide. Until
these issues can be addressed, CMS should only proceed with a limited test group of
measures.

Care and deliberation must be taken to ensure that the episode groups reflect the following:

e The attribution methodology appropriately holds physicians responsible for the cost of
care they themselves provide and control.

e Episode-based measures must be adequately risk-adjusted to ensure the sickest patients
do not lose access to care.
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e There must be an identified need to improve clinical practice and reduce disparities in the
quality and cost of care to create an episode measure. For example, when controlling for
major ocular co-morbidities there is very little cost variation in cataract surgery, other
than the site of service.

e The methodology for determining cost should be flexible to allow for choice of a
treatment option that is best for the patient and will lead to a potentially better outcome,
rather than determine a resource use score solely based on the cost of that care. In some
cases, such as when treating glaucoma, a relatively higher one-time cost of selective laser
trabeculoplasty (SLT), may result in better outcomes for the patient and ultimately save
more to Part D for discontinuing the use of eye drops.

e Recognize that existing co-morbidities, socioeconomic factors, health condition, patient
compliance, and health disparities—all outside the physician’s control—contribute to the
type and cost of treatment patients receive, as well as their outcomes.

e The measures must reflect the site of service for a procedure, since facility payments for
cataract surgery performed in HOPDs are more than 40% higher than for those done in
ASCs. In most instances, where the surgery is performed is out of the physician’s control.

e The measures must exclude the cost of Part B drugs administered in the office, since
physicians cannot control the cost of the drugs.

e CMS must demonstrate how or if these measures will be applied in conjunction with
existing measures, such as Medicare Spending per Beneficiary and Total Cost per Capita.

e Please find, below, general comments on the development of the episode groups and
direct comments on each of the ophthalmology related proposals.

ASCRS CONCERNS WITH TIMELINE, SCOPE, AND IMPACT OF EPISODE
GROUPS

As we noted above, we appreciate that this new proposal begins to take many of our previous
comments into consideration and attempts to include in the methodology elements to improve
attribution, episode construction, and risk adjustment. Even though CMS has recognized the
breadth and diversity of the care Medicare beneficiaries receive, it seems like the work done on
addressing these issues is superficial and not yet ready for implementation. This is particularly
disturbing now that the list of episodes covers nearly every condition, procedure, and specialty
numbers into the hundreds. We warn CMS that without proper testing before
implementation, Medicare beneficiaries’ access to care could be put at severe risk.

We also advise CMS not to disregard our concerns about adverse selection and the possible
unintended consequences of a model that is too punitive and could limit access to care for
the most complicated and sickest patients. If the resource measures are not properly risk-
adjusted, physicians will be disincentivized from providing costlier and riskier care to
patients—which, in ophthalmology, may include efforts to keep a patient from going
completely blind—because they know they will be penalized. Physicians must not be forced
to choose between upholding their ethical duty to provide care for their patients and the
need to keep their practices financially sound.

We propose that CMS and its contractors re-focus this project on a limited number of
procedures or conditions—perhaps just one or two episodes from each category (inpatient,
procedural, chronic)—and ensure they are adequately tested and risk adjusted to
demonstrate to the medical community that the measures are credible, will not result in
loss of access to care, and can be scaled up to include a wider range of conditions and
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procedures. In addition, CMS must demonstrate how these measures will be benchmarked
and eventually tie into a physician’s MIPS score.

Additional Development of Attribution and Risk Adjustment Models Necessary

As noted above, ASCRS appreciates that CMS has taken our concerns about risk
adjustment, patient attribution, and possible adverse selection into consideration
and included them in the request for information. In addition, we appreciate CMS’
efforts to make the process to develop these measures more transparent with the ongoing
opportunities to provide input through technical expert panels and listening sessions. In
earlier comments on episode proposals, we expressed concern that the medical
community—and, in particular, the medical specialty community—was not adequately
involved in the development. By including us in the process and responding to our
feedback, this most recent request for information begins to incorporate how these issues
will be addressed in the episodes. However, this proposal includes very few details for
how CMS and its contractor will work to overcome these impediments to fair and
accurate measurement.

The request for comments notes that CMS is interested in receiving feedback on
methods to attribute episodes to individual physicians and risk adjust the episodes.
In our past comments, ASCRS has given many examples of how to fairly attribute
costs—so as not to hold physicians accountable for care they did not provide or could not
influence—and noted that excluding patients with major ocular co-morbidities in a
manner similar to existing quality measures would be a good starting point to ensure the
sickest patients do not lose access to care. However, none of those suggestions are
fleshed out in this request for information, and it is unclear how CMS plans to
operationalize creating these methodologies. Simply acknowledging that a better
attribution process and risk-adjustment method are needed is not sufficient for
ASCRS or others to provide relevant feedback to ensure CMS and its contractor are
on the right path.

We continue to urge that CMS re-focus its efforts on a much shorter list of episodes
to ensure sufficient time and effort are devoted to addressing issues with attribution
and risk adjustment. We recommend that CMS create a pilot program for these
episodes using historical data from claims and clinical data registries to demonstrate
clearly how episodes will be attributed to physicians, how high-risk patients with costlier
treatments will be measured or excluded, and how the data will be used to score the
physician before proceeding with developing episodes for all the conditions and
procedures listed in the most recent document.

Given the extensive work yet to be done on these episodes, we also urge CMS to
extend the current 0% weight of the Cost category of MIPS at least through the
2018 performance period/2020 payment year. Under the MACRA statute, CMS may
re-weight the four categories of MIPS. Following our recommendations in comments on
the MIPS and Advanced Alternative Payment Model (APM) proposed rule, CMS re-
weighted the Cost category for the first year to zero, since the proposed measures relied
on a flawed attribution methodology and episode-based measures were un-tested. The
statute also gives CMS ability to consider the second year of the program a “transitional”
year. Extending the 0% weight for the Cost category would give additional time to
develop and test the new episode measures.

We urge CMS not to lose sight of ensuring the measures are valid, tested, and
understood before continuing with the current implementation timeline. It is more
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important to ensure the measures are correct than implemented quickly. CMS has
yet to propose how the measures will be scored, and until physicians have time to
understand how the measures will impact their scores, they should not be included
in the final MIPS score calculations.

Education for Physicians and Practices

Not only do we believe the episode groups need extensive testing, far more outreach
to—and education for—physicians and practices on these groups is necessary. We
realize that CMS has made supplemental quality and resource use reports (QRURS)
available to physicians with a demonstration of how their practice would be attributed
costs under the Method B cataract episode. However, the existence of the reports was not
well publicized, and it is extremely difficult for practices to find online, as well as
difficult for the average physician not familiar with this effort to interpret. We encourage
CMS to calculate what percentage of physicians have downloaded these reports to
determine to what extent physicians may be familiar with existing cost measures. Further,
even our physician members who volunteer their time for ASCRS and medical
community public policy efforts—including the development of episode measures—and
who have a greater knowledge of current health policy issues find these reports to be
beyond their understanding. ASCRS recommends that CMS conduct extensive testing
and training to ensure resource use reports are understandable, user friendly, and
actionable before implementing these episode groups to ensure physicians
understand how they will be used to measure resource use.

ATTRIBUTION AND EPISODE CONSTRUCTION

ASCRS has long opposed CMS’ existing policies for attribution—first as part of the Value-
Based Payment Modifier (VBPM) and then continued in the MIPS program—because the
measures are primary care-based and potentially hold certain physicians, particularly specialists
such as ophthalmologists, responsible for care they did not provide. We continue to believe
episode-based measures hold the promise of more fairly attributing the cost of specialty
care, but maintain that only costs that are within the physician’s control should be
evaluated.

The episodes must be formulated to account for the total cost of care attributed to
that condition for the patient and recognize that, particularly in specialized care
such as ophthalmology, the type, length, and outcome of the treatments can vary
widely. Some treatments may be more expensive than others, but they may be the correct
treatment for that patient and lead to a better outcome. For example, a patient whose
visual loss is no longer progressing will be able to live a happier and more independent
life, with fewer costs to society. However, it is difficult to measure the satisfaction and
savings of the individualized treatment plan for that patient in relation to a treatment for a
different patient with different needs. Alternatively, the sickest patients with the most
severe disease states often require the costliest treatments, and due to the severity of the
disease, may have a higher likelihood of poorer visual outcomes. Physicians who are
using their clinical judgement to provide a specialized course of treatment for a
particular patient—such as an ophthalmologist striving to prevent a patient from
going totally blind—should not be penalized for working to find the right treatment
for their patients. We are concerned that the current proposals would do just that.
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CMS must clearly define how costs will be attributed to specific physicians based on
these episode groups, and how they will be used to measure resource use.
Ophthalmology is one of the few specialties that provide both ongoing medical care as
well as episodic surgery, and as such, ophthalmologists have a variety of treatments to
treat both chronic disease and acute episodes. Due to this range in the type of diseases
and treatments offered, ophthalmologists might have a disincentive to offer only the least
expensive form of treatment. For glaucoma patients, for example, some patients may be
well managed using drops but would benefit from surgery. However, if cost is only
measured in discreet time periods within the episode window, this creates an incentive to
keep the patient on drops and not perform the surgery. While the surgery may increase
the cost of the treatment in the immediate term, maintaining the patient’s regimen of
drops for the chronic disease would be far costlier to Medicare in the long term. For
example, a 2012 study found that the savings of performing laser trabeculoplasty (LTP)
as opposed to continuing a course of generic topical prostaglandin analogs (PGAs) are
realized in 13.1 months.! Another 2012 study estimated that LTP provided a cost saving
of $2,645 per quality adjusted life year compared to PGAs.? The savings, not only to
Medicare, but for the potential improved quality of life for the patient, are
significant. However, if resource use measures are only based on the cost of one-time
episodes, such as a surgical intervention, and do not take a holistic view, especially
when considering the ongoing costs of caring for chronic disease over time,
physicians could ultimately be penalized for providing care that may cost more in
the immediate term, but have lasting savings over the long term.

We encourage CMS to incorporate the patient relationship modifiers into the
development of the episodes to provide prospective attribution. The patient
relationship modifiers ensure physicians know which patients’ cost of care they are
responsible for, and can therefore develop courses of treatment and monitor patients in an
appropriate way to impact cost scores. In the request for comments, CMS mentions
that efforts to develop the patient relationship modifiers are underway and may be
used in attribution for the episodes in the future. We urge CMS to combine efforts
to develop the patient relationship codes and episodes at the same time, so that the
modifiers can be incorporated into the attribution process for the episodes at the
beginning, rather than having to further refine the episode measures later.

The site of service—which is not always in the physician’s control—should be
accounted for in the attribution methodology. Physicians practicing in one type of
facility should only be compared to other physicians practicing in the same type of
facility. Ophthalmic surgery can be performed in either hospital outpatient departments
(HOPDs) or ambulatory surgery centers (ASCs). The facility reimbursements for ASCs
are well below HOPDs. Cataract surgery, for example, is reimbursed 45% less in the
ASC than in the HOPD. While some ophthalmologists have the option of building and
owning their own ASC, state certificate of public need laws prevent some physicians
from opening new ASCs, so they may be forced to operate in HOPDs. In addition, some
physicians, especially sole practitioners, may not have the resources to construct and
manage their own ASC, and must operate in whatever facility, either ASC or HOPD, is
available. In feedback provided as part of the clinical TEP process, we and other
ophthalmic groups recommended that separate episodes be created for each site of
service, so that cost comparisons are equitable; however, we do not see that
recommendation reflected in the current request for information. Despite these limitations
and given the choice, ophthalmic surgeons would likely prefer to operate in the lower
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cost ASC. ASCs are not subject to the same requirements as HOPDs, such as extensive
pre-operative testing, that are not relevant to treating ophthalmic disease. In addition,
patients may prefer to undergo surgery in ASCs, since they are easier to navigate.
Ophthalmic surgeons want to make the cost-effective choice, but cannot always do so.
Given that, the episodes must take site of service into account by only comparing the
cost of episodes that were performed in the same type of facility, since the site of
service is not always in the control of the physician.

ASCRS recommends that CMS exclude the cost of Part B drugs from episode
measures. The price of certain drugs administered in the office is rarely in the
physician’s control, and other options—especially compounded or repackaged
drugs—may not be available. Ophthalmologists, both in general practice and retina
subspecialties, frequently use intravitreal injections to treat diabetic retinopathy and age-
related macular degeneration (AMD). On-label use of bevacizumab packaged for
ophthalmic use to treat AMD costs in the tens of thousands of dollars over the course of
the treatment, and means high out-of-pocket costs for patients. Off-label use of
repackaged bevacizumab is much less expensive. While recently updated draft guidance
from the FDA would make the repackaging of bevacizumab more feasible, it is
concerning that physicians could potentially be penalized for prescribing on-label drugs,
and that CMS is thereby indirectly requiring the use of off-label drugs. Episode
measures should not include Part B drugs to ensure patients receive the drugs they
need, and so that physicians are not forced to use off-label drugs.

Throughout the request for comments, CMS notes its goal of developing measures
that provide “actionable” information to physicians. ASCRS strongly supports the
goal of actionable information. The current resource use measures may include the cost
of care that the individual physician did not provide to the patient, and information
related to a physician’s cost calculation—provided in obtuse and not easily accessed
reports—is not available until almost a year after the performance period ends, which all
proves to be nearly useless to physicians and practices seeking to improve clinical care
and administrative efficiencies. We are encouraged that CMS is seeking to make these
measures more meaningful and actionable; however, if factors such as site of service
and the cost of Part B drugs are included in the calculations, cost measure data will
not be useful or actionable.

The framework for determining resource use should also account for the severity of
the patient’s disease, which impacts the type and cost of care a physician may
provide. As mentioned above, the sickest patients often need the most expensive
treatments and—despite the concentrated effort of the physician—may not have positive
outcomes. If the resource use methodology penalizes physicians for providing
costlier and riskier care, this may pose a threat to access to care for the sickest
patients, since physicians would be disincentivized to provide the most specialized
care.

Physicians should not be attributed the costs of care that they, or other physicians,
are required to provide due to such issues as patient compliance or socioeconomic
factors, which are beyond their control. For instance, patients with diabetic retinopathy
can be treated with injections or laser treatments, but if the patient does not seek to
control the progression of the underlying disease of diabetes, the diabetic retinopathy will
continue to worsen. If the patient lives in an area without access to grocery stores with
fresh fruits and vegetables, or cannot or will not exercise, his or her disease will continue
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to progress. Patient compliance can have an impact on the progression of the disease, and
ultimately the cost of care. Similarly, patients suffering from other chronic eye disease,
such as glaucoma, may have difficulty attending regular doctors’ appointments for
pressure checks and may not always be able to follow the prescribed treatment of eye
drops. The ophthalmologist treating this type of patient should not be penalized for
providing the more expensive care when the patient could not comply with the original
course of treatment.

e There are also a variety of socioeconomic factors that impact overall care for certain
patients. For example, lower income patients or patients in rural areas may have difficulty
making regularly scheduled appointments if they do not have access to reliable
transportation or must travel longer distances. In addition, older patients have mobility
issues and rely on other caregivers to bring them to the physician’s office. In general,
ophthalmologists tend to treat older Medicare patients, who may not have the manual
dexterity required to administer their medicated eye drops. Poor adherence to the course
of treatment can lead to poor visual outcomes. All of these factors can impact their
ability to receive regular care, as well as the ultimate cost of care, and should not be
attributed to the physician.

e Physicians also should not be attributed the extra costs for treatments required due
to other care the patient is receiving from other physicians. For instance, if a cataract
patient is prescribed Tamsulosin by a primary care physician, that patient will likely
require the use of iris retractors during cataract surgery, leading to the use of the complex
cataract surgery code 66982, reimbursed at a higher value than cataract surgery, 66984. It
is not currently possible to determine how those costs would be attributed from the
proposed episode groups.

e The attribution model must account for co-management of post-surgical care by
multiple physicians. Frequently in ophthalmology, an ophthalmologist may perform the
surgery, but post-surgical care is provided by another ophthalmologist or an optometrist.
This arrangement is at the request and consent of the patient, and is generally done so
patients can maintain a relationship with an existing provider or because they may need
to travel some distance for the surgery and may prefer not to travel for follow-up care.
Billing for co-managed post-surgical care is done using the 54/55 modifiers and under
current episode measures finalized in the MIPS rule, all costs are attributed to the
surgeon. Episode-based measures must also attribute costs appropriately to all
physicians providing care throughout the episode.

RISK ADJUSTMENT

ASCRS has significant concerns regarding risk adjustment and the method CMS will use for
these episode groups. Throughout quality reporting and resource use programs, CMS has not
determined how to adequately adjust for patients with certain co-morbidities and risk factors. In
this most recent request for comments, CMS devotes only two paragraphs to discussing risk
adjustment and seeks comments on developing a methodology. ASCRS and others in the
ophthalmic community have always maintained, and we will reiterate below, that the
methodology should be based on the exclusionary criteria from ophthalmic quality
measures, which remove patients with relevant ocular co-morbidities from calculation.
While these exclusions are necessary, additional work must be done to ensure that
vulnerable patient populations, with factors outside the physician’s control, do not lose
access to care because of these measures. The lack of work done by CMS and its
contractors in developing such a methodology is yet another reason why the entire episode

MACRA Episode-Based Cost Measures Public Comment Summary Report: Verbatim Comments | Acumen, LLC 57



measure project should be more narrowly focused at first, so that these issues can be
addressed.

Without an accurate risk-adjustment methodology, CMS risks creating a system
that encourages the care of less severe and uncomplicated patients and discourages
the care of the sickest, most complex patients. This prioritization goes against our
members’ ethics as physicians and must be prevented.

The patient’s ability to comply with the prescribed treatment, and socioeconomic
factors, also affect the cost of care. We are not aware of any models that adequately
adjust for risk factors outside of the physician’s control. Episode measures must
incorporate appropriate risk adjustment so physicians are not penalized for factors
they do not control. As we have discussed above, patient compliance, health disparities,
and socioeconomic factors may all have a significant impact on the cost of the care and
the outcome. To ensure that the cost of care due to these factors beyond the control of the
physician are not attributed when determining resource use, CMS must develop a
transparent and robust risk adjustment model.

Without an appropriate risk adjustment model, the sickest patients, who may
require more advanced courses of treatment, may have limited access to the care
they require. Occasionally with cataract surgery, if a surgeon sees a patient whose case
has a high likelihood of complication, the surgeon may send the patient to another
cataract surgeon with more expertise in high-risk cases, or a cataract surgeon who also
has a retinal surgeon in his or her office in case of complications. If risk adjustment is
not done correctly, the providers accepting the high-risk cases will get penalized for
consistently seeing more complicated cataract cases.

Ophthalmologists treat diverse patient populations nationwide. One physician’s
patient base in one area may be on average younger and more able to access care
and comply with treatments, while another ophthalmologist in another area may
have relatively older, less mobile patients who have difficulty attending regular
appointments or lack manual dexterity to apply eye drops. Without
acknowledgement of diverse patient populations, the sickest and most vulnerable
patients, whose care is often the most complex and expensive, are at risk of losing
access to care. Some cataract surgeons do enough procedures to avoid the problem of
adverse risk selection, while others do not and may choose to see lower-risk cataract
patients to avoid being penalized for the extra resources needed to treat high-risk cataract
patients. Choosing a course of treatment for a patient so as not to adversely impact a
resource use score becomes a difficult ethical dilemma for a physician who wants to
uphold his or her sworn duties. However, if a physician does not keep these
considerations in mind, it may impact the overall viability of his or her practice, and
thereby the ability to care for other patients. Not only would this situation place
physicians in an ethical quandary, the day-to-day task of monitoring the cost of care for
each patient will add considerably to the already heavy regulatory burdens physicians
face. If cost measures are not developed with appropriate risk adjustment, the
physicians who care for the most complicated and sickest patients, who are most
likely to have a poorer outcome, will be more likely to be penalized. If physicians
know that treating certain high-risk patients may negatively impact their resource
use scores, they may choose not to treat those patients. Further, all patients are at
risk of limited care if, prior to treatment, a physician is forced to make individual
cost calculations to estimate how the patient may affect his or her cost score.
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Include Quality Measure Exclusions

e One way CMS should begin developing risk adjustment models is to account for co-
morbidities identified as exclusionary criteria in the quality measures already in use
in the QPP. For example, Measure 191, Cataracts: 20/40 or Better Visual Acuity within
90 Days Following Cataract Surgery, notes that patients with documentation of more than
50 different significant ocular conditions, reflected in hundreds of possible ICD-10
diagnosis codes, are excluded from the measure calculation. The exclusions include
conditions such as diabetic retinopathy, macular degeneration, and glaucoma.

e These types of ocular conditions can complicate cataract surgery and may require the use
of more resources to treat adequately. For example, patients taking Tamsulosin or similar
medications often have complications requiring further surgery, such as vitrectomy.
Furthermore, those patients very frequently require the use of iris retractors, leading to
the use of code 66982 instead of the usual 66984. Therefore, patients with these
significant ocular conditions should be excluded from episode groups used to
measure resource use. It would not be fair to compare cases with these significant
ocular conditions to less complicated cataract surgeries.

COST CATEGORY SCORE

Not only has CMS not provided adequate details to evaluate the attribution and risk
adjustment for these measures, there still has been no complete proposal to demonstrate
how the cost data will be factored into a measure, and then calculated to determine the
physician’s score. Without a specific proposal, and credible results from pilot testing, it is
impossible to evaluate the ultimate impact and fairness of these measures. We understand
that CMS plans a phased approach to building procedural and conditions-based episodes,
however the development of new episodes will begin before other episodes are complete
and tested. We urge CMS to listen to our recommendation to narrow the scope of this
project considerably and complete and test a small number of episodes before moving
forward on such an extensive list of episodes.

Relation to Current Cost Measures

e As noted above, ASCRS has long opposed the current cost measures in MIPS—
Medicare Spending per Beneficiary and Total Cost per Capita—that were retained
from the VBPM. The attribution methodology of these measures potentially holds
physicians accountable for the cost of care they did not provide. There has been no
clarification of whether these measures will still be used as part of physicians’ cost scores
if they have one or more types of episode measures attributed to them, or if they will be
used when no episodes are attributed. We continue to oppose the inclusion of these
measures and urge that they not be used even if no other episode measures are
attributed to the physician.

Overlapping Episodes

e The measure developers have noted that a key factor in accurately attributing the
cost of care for a patient who may be suffering from several chronic conditions
and/or has received several procedural treatments is to open several different
overlapping episodes. While we support the effort to attribute the cost of, for example,
an orthopedic procedure to an orthopedic surgeon during an unrelated open ophthalmic
episode, it is unclear how these overlapping episodes will be weighted to determine cost.
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If an ophthalmologist is both treating a patient for diabetic retinopathy and performs
cataract surgery, how will the existence of the two ophthalmic episodes factor into the
ophthalmologist’s cost score? CMS must provide a comprehensive proposal for
calculating and scoring costs, and allow for input from relevant stakeholders before
moving forward with this effort.

Ongoing Maintenance and Updates of Episode Measures

e Weurge CMS to develop a process that incorporates input from specialty societies
to update and maintain episode measures to keep pace with new treatments, drugs,
and devices. We urge CMS to recognize that new treatments and medical products have
the potential to improve patient outcomes. However, if episode measures are not updated,
or are too punitive, it could deter physicians from innovating and exploring new
treatment options. Frequently, innovative procedures or medical products are more
expensive than existing options, but they may offer better outcomes. If physicians know
that the cost of the new treatment may adversely affect their cost scores, they will be less
likely to seek out and use new techniques or products. Similarly, drug and device
manufacturers will be less willing to seek approval for new products if they know
physicians will be penalized for using them. Cost measures must be regularly updated
with input from relevant specialists to reflect the cost of new treatment options and
ensure they do not put a chilling effect on medical innovations.

We reiterate our recommendation that the cost category of MIPS be weighted at 0% again
for the 2018 performance period and 2020 payment year to give time to develop a more
thorough proposal and allow for testing and medical community feedback.

ROUTINE CATARACT REMOVAL WITH IOL IMPLANTATION EPISODE GROUP
No Identified Gap in Cost or Quality of Cataract Surgery

ASCRS continues to caution CMS that complications after cataract surgery are extremely rare.
There is very little differentiation among cataract surgeons both for cost and in outcomes.
Cataract surgery is reimbursed under Medicare Part B with a 90-day global period physician fee
and a facility payment to either an ASC or HOPD. When complications, but also variations in
outcome occur, it is often due to patient co-morbidities, such as diabetes, glaucoma, macular
degeneration or retinal disorders, or other significant pre-existing health issues. There have not
been demonstrated gaps in the quality, cost, or access to care. In the last 50 years, since the
advent of phacoemulsification, ophthalmologists have made tremendous strides in improving
cataract surgery so that complications are relatively rare. While still an intensive procedure
requiring the special skill of ophthalmologists, the medical innovation of the last half-century
means that patients will have a reliable assurance that the outcome of their surgery will
contribute positively to their overall well-being. We contend that when episodes are properly
risk-adjusted and patients with ocular co-morbidities are excluded, there will be very little
variation in cost and quality to measure, and thereby evaluate, a physician’s resource use.

CMS lays out several criteria for selecting episode groups in the request for comments,
including share of Medicare expenditures, opportunity for improvement, clinician
coverage, and alignment with quality measures. As the number one Medicare-reimbursed
