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June 27, 2016 
 
Andy Slavitt, Acting Administrator  
Centers for Medicare & Medicaid Services  
Department of Health and Human Services  
Attention: CMS-5517-P 
P.O. Box 8013 
Baltimore, MD 21244-8013 
 
RE:  Medicare Program: Merit-Based Incentive Payment System and Alternative 
Payment Model Incentive under the Physician Fee Schedule, and Criteria for 
Physician-Focused Payment Models (CMS-5517-P) 
 
Dear Mr. Slavitt: 
 
On behalf of the Society of General Internal Medicine (SGIM), representing 3,000 
general internists across the country who are deeply involved in providing 
primary medical care to Medicare beneficiaries, as well as in training the primary 
care providers of the future and engaging in health services research, we 
appreciate the opportunity to provide comments on the proposed rule 
implementing the Medicare Access and CHIP Reauthorization Act (MACRA).   Many 
of the SGIM’s members care for Medicare patients, and are eager to understand the 
requirements they will have to meet in either the Merit-Based Incentive Payment 
System (MIPS) or as clinicians in Alternative Payment Models (APMs).   
 
SGIM recognizes the need to transform the health care delivery to both improve 
healthcare outcomes and quality of care while controlling costs.  The 
implementation of the Medicare Access of CHIP Reauthorization Act (MACRA) 
represents a major step in this transformation to improve care delivery.  However, 
it also has the potential for disruptive change which could lead to unintended 
consequences for providers and beneficiaries.   
 
SGIM looks forward to working closely with CMS as implementation of the new 
Medicare payment system moves forward.  We offer the following comments 
related to the new payment system, which focus on the following areas of 
particular importance to our members: 

1. General Comments on MACRA Implementation 
2. Merit-Based Incentive Payment System 
3. Alternative Payment Models 
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General Comments on MACRA Implementation 
 
Building MIPS and APMs on a Fee-for-Service Foundation  
 
SGIM remains concerned that the existing evaluation and management (E/M) codes do not 
accurately define discrete levels of cognitive service, do not capture the broad range of cognitive 
services, and undervalue the critical role that careful evaluation and consideration have in 
ensuring the safe provision of appropriate, effective, and high quality healthcare services to 
patients.    
 
The primary care workforce shortage is the direct result of this misvaluation, which remains a 
national crisis despite steps taken by CMS.  The value proposition of MACRA will remain 
unattainable if the foundational deficiencies of the Resource-Based Relative Value Scale (RBRVS) 
are not addressed in a systematic and sustainable fashion. 
 
Successful implementation of MACRA depends on a balanced workforce, one that not only 
provides necessary interventions and procedures, but also has a sufficient number of physicians 
to decide when and if interventions are appropriate.  For MACRA to succeed, cognitive physicians 
must serve as health care advocates for the individual patients who comprise the “populations” 
served.  Primary care physicians must manage and coordinate the complex care of patients who 
have multiple simultaneous conditions, multiple medications, multiple providers, and multiple 
diagnostic tests ordered. Cognitive specialists must have an enormous depth of knowledge in 
order to judiciously apply interventions that range from procedures to high risk and high cost 
biologic and pharmacologic therapies. There is a “complexity density” within the work of 
cognates that is not properly identified or valued in the existing fee schedule. 
 
In the proposed rule, the agency states that “the policies…are intended to continue to move 
Medicare away from a primarily volume-based fee-for-service payment system for physicians 
and other professionals.”  As CMS shifts from a system based on volume to one on value, the 
RBRVS will still be used to assign value to the individual services being delivered.  SGIM believes 
it is critically important that new models of care delivery be built from trustworthy building 
blocks.   CMS must prioritize the reworking of the E/M service codes using a strong evidence 
base.  With a well-constructed and valid representative knowledge-base, new service codes can 
be defined and provided with appropriate relative valuations that recognize the complexities and 
demands of current medical practice.  
 
Implementation Date of MACRA 
 
SGIM is requesting that CMS delay the start of the reporting period until April 1, 2017.  We 
understand that the statute requires MACRA to be implemented in 2019, and this date cannot be 
altered without Congressional action.   However, Congress did not specify that the reporting 
period occur in 2017.  CMS has proposed that the same gap between the reporting and 



 

 

performance periods be implemented under MACRA that exists under the agency’s existing 
quality reporting programs, requiring the first year of reporting to be 2017. 
 
Given the timing of this proposed rule, we anticipate a final rule being released in October.  This 
provides physicians less than 3 months to digest the final rule and prepare their practices for the 
major changes required by MACRA.  This timeline is not realistic and is setting physicians up for 
failure. 
 
Instead, we are requesting that CMS delay the start of the reporting by 3 months to April 1, 2017, 
and shorten this initial reporting period to 9 months rather than the full calendar year.  We also 
recommend that the agency reduce the reporting requirements, including the number of patients 
that must be reported on by 25 percent, mirroring the reduction of the time in the reporting 
period.  We believe that most of the quality measures will still be valid during this abbreviated 
reporting period, but CMS should analyze which will not be and exclude those measures without 
penalty to the physician.  While it will still be challenging for physicians to prepare for the major 
changes required by MACRA, we believe that an additional 3 months of preparation will give 
physicians a greater opportunity to succeed.  We believe this additional time will also be critical 
for APMs, as APM applications will be due to CMS prior to the publication of the final rule.   
 
Reporting and Performance Periods and Feedback 
 
SGIM believes that the implementation of MACRA provides CMS with an opportunity to make 
significant improvements to its quality reporting program, and we are pleased with many of the 
agency’s proposals.  However, we are concerned that CMS did nothing to address the significant 
gap between the reporting and performance periods.  If a physician’s performance merits a 
negative adjustment, they must have actionable information to improve their performance in a 
timely fashion.  For many, a reduction in reimbursement spurs action.  While we understand that 
some gap between reporting and performance is inevitable, we encourage CMS to find a way to 
make this delay as short as possible.   
 
Regardless of the length of the delay between reporting and performance, we encourage CMS to 
provide frequent and timely feedback to providers.  It is critical that physicians receive as close 
to real time feedback as possible so they have sufficient time to correct any deficits and 
successfully report before the close of the reporting period.  SGIM urges CMS to provide 
participating providers with a comprehensive feedback report on a quarterly basis and ensure 
that the final report is provided no later than October 1 of the reporting year.  This would 
provide more regular feedback, and also allow those participating to have a more complete 
picture of where they are succeeding and areas in which they may be subject to penalties.  CMS 
should make these reports available to practice staff designated by the provider, as well as the 
provider. 
 



 

 

Feedback reports should allow primary care physicians to see the impact of their own decision 
making on resource use, as well as how other providers’ decision making influences resource use 
for their panel of patients.  For example, it should enable them as much as possible to look at 
resource use measures for local specialists so this can be considered in referral decisions.  
However, it will be essential for all feedback to be based on statistically valid measures, and that 
appropriate risk adjustment methods are used to provide meaningful and accurate feedback.   
 
Scoring Composite 
 
SGIM appreciates the steps CMS took in this proposal to simplify the quality reporting programs 
under MACRA and provide physicians with flexibility in how they participate.  However, we are 
concerned about the complexity of the Merit-Based Incentive Payment System (MIPS) scoring 
methodology.  We believe that our members will want to monitor their progress, and the current 
methodology does not allow physicians to do this easily.  With MIPS, there are different scoring 
methodologies under which physicians will have certain scores that then must be converted to 
percentages.  If CMS cannot simplify this scoring process, we think it is imperative that the 
agency create an electronic interactive tool for physicians to quickly gauge their progress.  We 
also think that this tool should be able to help physicians identify quality measures applicable to 
their practice, allowing them to know at the outset if there are 6 applicable quality measures in 
the MIPS measures set. 
 
Also, we believe it is very important that the scoring system provide for meaningful 
differentiation among physicians.  We are concerned that many physicians will end up clustered 
together.  In that case, it is unlikely that the difference between those at the higher and lower 
ends of that range will be clinically significant.   
 
Risk Adjustment  
 
For MACRA to be successful, a risk adjustment methodology must be devised that is transparent 
and empirically testable.  Variations in patient need and the costs of care must be accounted for, 
as well as other factors, including health status, stage of disease, genetic factors, local 
demographics and socioeconomic status.  This is critical to ensure that providers who treat 
patients with multiple, chronic conditions have a chance to succeed and do not resort to “cherry 
picking” their patients to increase their chance of success in these new payment schemes.  
 
Providers who care for higher risk patients should not be penalized unfairly for poor outcomes 
attributable to higher risk or patient behavior over which they have no control.  Current risk 
adjustment methods are generally designed to predict resource utilization or clinical outcomes, 
and may be most appropriate for adjustment of those metrics.  They may not be as valid for use 
with quality of care metrics, or other performance measures, which may also be affected by 
factors outside of the physician’s control.     
 



 

 

CMS should work on development of risk adjustment methods appropriate for use with quality 
of care measures, including both process and outcomes measures.  The proposed plan includes 
risk adjustment only for outcomes based measures, but process measures may also be affected 
by confounding factors.  Presumably the risk adjustment models will use claims data, 
demographics, and some measures of socioeconomic status.  But, these may not capture some of 
the most important factors that could affect quality measures.  For example, literacy and patient 
adherence to treatment recommendations may be a better predictor of some quality 
performance measures than diagnosis or disease severity, but may be difficult to measure using 
current data sets.  Social determinants of health may also significantly confound performance 
measures and should be considered when evaluating patient outcomes and quality measures.  
CMS should conduct empiric studies to investigate measureable factors that confound quality 
measures and implement methods to routinely collect this data for use in risk adjustment 
models.   
 
Inaccurate, incomplete or invalid risk adjustment could adversely affect patient access to care.  
This could have especially detrimental effects in areas where access to care is already limited.  
CMS should anticipate that at least some providers will take steps to improve their performance 
scores by dismissing patients and not taking on new patients who are perceived to have a 
potential negative impact on their performance measures.  For example, a provider may be 
unwilling to care for a patient who does not adhere to treatment recommendations, over-utilizes 
resources, or poses a risk of poor outcomes not fully captured by the risk adjustment method.  
Patients turned away from providers for this reason may go without needed care, or may 
gravitate to more welcoming providers, whose performance measures may in turn suffer, putting 
their own financial viability at risk.  Some practices can be expected to come up with 
sophisticated methods for reducing risk due to patient based factors, in an effort to benefit 
relative to other practices.  CMS must be sensitive to these potential access problems and 
develop methods to measure and counteract incentives for such “cherry picking.” 
 
Risk adjustment models are typically based on encounter data such as diagnoses designated on 
claims forms.  This method may put providers who are less thorough in documenting diagnoses 
at a disadvantage, and benefit providers who can hire additional staff or an outside vendor to 
more thoroughly document a patient's problems or order additional diagnostic studies to 
document diagnoses or severity.  For incentive programs to be most effective, CMS should 
develop risk adjustment methods that can more accurately predict resource use, quality 
performance and clinical outcomes.  In addition to claims data, this ideally would incorporate 
clinical data obtained from provider reports, patient-based measures such as health status 
questionnaires, sociodemographic data, and data from electronic medical records (problem lists, 
diagnostic testing results, laboratory reports, etc.).  Providers should have access to risk/severity 
measures, so they can assess their accuracy and provide further input on clinical status, social 
determinants and patient level predictors. 
 
Typically risk adjustment methods rely on multivariable regression modeling using several 



 

 

covariates to predict the dependent variable of interest.  Incomplete data, collinearity, 
measurement error, and poor predictive power can limit the usefulness and accuracy of these 
models.   Inaccurate risk adjustment can reduce the fairness of performance incentives and lead 
to gaming behavior and access problems as noted above.  CMS should explore alternative 
methods of risk adjustment, such as stratification, to ensure that practices are compared to other 
practices with similar patient populations and “case mix.” For MACRA to be successful, a risk 
adjustment methodology that allows fair comparisons between providers without "adjusting away" 
true disparities in care must be devised that is transparent and testable.  We encourage CMS to 
explore a range of approaches to enabling valid comparisons between providers for payment and 
reporting purposes, not limited to regression-based statistical adjustment. 
 
Patient Attribution 
 

Patient attribution methods will have a major impact on the success of MIPS and APMs in 
achieving the goals of reducing costs and improving efficiency.  Retrospective attribution as is 
currently used for the Medicare Shared Savings Programs maximizes choice for patients and 
ensures that only providers actually caring for patients are held responsible for the care 
provided.  However, retrospective attribution makes it difficult for providers to determine which 
patients they are responsible for prospectively, reducing their ability to coordinate care and 
control costs proactively through population health programs.  Prospective attribution methods 
enable providers to identify the patients they responsible for, and to maximize the use of 
population health methods to provide preventive and cost efficient care.  It also encourages 
patients to designate and have access to a regular source of medical care.  On the other hand, 
strict enforcement of prospective attribution, may limit patient freedom to choose or change 
providers.   
 
For implementation of MIPS and APMs, we recommend CMS choose a method of attribution that 
combines these two approaches.  For primary care physicians, we recommend that MIPS and 
APMs use a prospective attribution method with a retrospective review process at end of the 
payment period to correct for actual utilization patterns.  A patient who is prospectively 
attributed to one provider, but then receives most of their primary care from a different 
provider, should be attributed to the second provider rather than the first.  Patients should be 
asked to designate their primary care provider and providers should be able to review their 
panel at the beginning of each monitoring period. This method would enable primary care 
providers to have a clear idea of the patients they are responsible for, while not holding them 
responsible for care they do not participate in.  This would also facilitate the use of “population 
health” and preventive care strategies to proactively intervene to help patients achieve optimal 
health outcomes.   At the same time this would help ensure that patients have a designated 
source of care while still enabling them to choose freely among providers.  For specialty 
providers who provide more episodic care based on referrals, a retrospective attribution model 
may provide the most effective and fairest method of attribution. 
 



 

 

Attribution methods used for performance measures under MACRA pose special challenges for 
providers based in Academic Medical Centers (AMCs), which often serve high-risk, high-
complexity populations.  Providers in large AMCs usually report as a group.  Under the current 
proposal, all physicians who report under that group or TIN  will be accountable to the same six 
quality measures (plus the 2-3 population measures), and all eligible providers under that TIN 
will receive the same MIPS composite score.   It will be challenging to capture the diversity of 
care and respective quality priorities of the many different specialties in an AMC if all are limited 
to the same 6+ metrics. 
 
With the attribution process still in flux, group reporting may threaten the ability of primary care 
physicians In AMCs to focus on primary care priorities.  For example, if the only patients 
attributed to a TIN are those who receive the plurality of their primary care services from the 
TIN, then the six primary care metrics would largely reflect the primary care services provided 
to those patients, but would not reflect or incentivize subspecialty care.  On the other hand,  if 
patients are attributed to each individual provider (by specialty) and then to the TIN, then the 
TIN becomes accountable not only for patients receiving the plurality of their primary care from 
the TIN but also the plurality of any of their specialty care.  However, many of the patients 
receiving their specialty care at an AMC receive their primary care from a provider outside the 
TIN, undermining the usefulness of the primary care metrics if most patients are coming to the 
organization for specialty care but getting their primary care elsewhere. 
 
Attribution methods present special challenges for primary care practices based at AMCs. Some 
of these practices are staffed by residents practicing under the supervision of faculty attending 
preceptors.  Attending physicians typically supervise multiple residents, while the residents may 
work under several different preceptors.  These supervisory relationships may vary over time.  
While each resident may be responsible for a specific panel of patients, there is turnover each 
year, as well as fluidity within the practice. All of this makes performance feedback, and incentive 
payments or penalties, for individual providers problematic, especially when there is significant 
delay in reporting.  CMS should consider methods to facilitate useful performance feedback data 
for these types of practices, so it can be used for educational purposes as well as incentivization. 
 
Impact on Small Practices 
 
In the proposed rule, CMS recognizes that the majority of penalties under MACRA will be 
imposed on small practices; 87 percent of solo practices will be responsible for an estimated 
$300 million in penalties in 2019, and practices of 2 to 9 physicians will be responsible for $279 
million in penalties.   SGIM is extremely concerned about the impact that this will have on the 
financial viability of these practices, particularly primary care practices, as well as the potentially 
strong incentives to consolidate or sell a smaller practice to a larger entity.  We do not believe 
that the education, training, and technical assistance promised by CMS will be sufficient to 
support these practices.  One option to consider to address this problem is to amend the low 
volume threshold to include some of these practices.  



 

 

Merit-Based Incentive Payment System (MIPS) 
 
Quality Component 
 
SGIM commends CMS for taking steps to simplify the reporting requirements for the Quality 
component compared to those under the Physician Quality Reporting System (PQRS).  We were 
pleased to see that physicians will only be required to report on 6 measures without any 
requirements to report across certain domains.  We believe this step will allow physicians to 
report on measures more meaningful and actionable for their patients.   
 
We believe that CMS should provide physicians with a tool to determine which measures are 
applicable to their practice at the start of the reporting period, not at the end of the reporting 
period as the MAV is currently applied.  It is critical for physicians’ success that they be able to 
correctly identify applicable measures.  Measures applicability should be determined by 
analyzing the physician’s claims, not just their specialty designation.  If a physician believes the 
measures identified by CMS as being appropriate are not, CMS should establish an appeals 
process through which physicians can challenge the measures’ applicability. 
 
Advancing Care Information Component 
 
SGIM was pleased to see that the Advancing Care Information (ACI) component provides 
physicians with greater flexibility that they currently have in the Meaningful Use program and 
allows them to have more choice on what they report in this category.  We appreciate that CMS is 
trying to provide flexibility for physicians to use EHR technology in a manner that makes the 
most sense for their practice.   This should put physicians in a better position to succeed in this 
category.  However, SGIM believes that CMS must take more steps to encourage interoperability 
of health information systems.  Until health information technology is more widespread, the ACI 
component will not be transformative for the delivery of care; it will merely require physicians 
to check the box to succeed. 
 
To earn credit towards the base score, we were pleased to see that CMS eliminated the reporting 
requirement for the Clinical Decision Support and the Computerized Provider Order Entry 
objectives.  However, we are concerned that the base score in this category requires physicians 
to attest to all of the remaining components to receive credit without an option for partial credit.  
To avoid repeating some of the mistakes of the Meaningful Use program, we believe that the 
scoring should not be so rigid.   
 
Overall, we believe that the scoring for this category is too complicated; many physicians will 
have a difficult time monitoring their progress using this methodology.  CMS should further 
simplify the scoring in this category.  SGIM is also concerned about the CEHRT requirements 
being imposed in this category.  The proposal specifying the CEHRT for Stage 2, the alternate 
Stage 2, and Stage 3 is extremely confusing.  Instead, we recommend that the CEHRT 



 

 

requirements be assessed during the reporting period, determining if the majority of physicians 
will be able to meet the requirement.  If they cannot, further delay should be considered. 
 
Cost Component 
 
SGIM has significant concerns about the attribution of costs, which we already addressed in 
these comments.  We understand that CMS is in the process of revising this methodology, but 
that it will not be complete when the reporting period is scheduled to begin on January 1, 2017.  
We recommend that this category by down weighted to 0 until an accurate attribution 
methodology is developed and reviewed.   
 
We do not believe primary care physicians are in the position to manage resource use as this 
category assumes.  Medicare beneficiaries are not obligated to follow their primary care 
physician’s recommendations, and in many cases, seek care from other providers.  This may 
significantly impact resource use.  Also, primary care physicians know very little about the health 
care expenditure patterns of consulting physicians.  Without this knowledge, primary care 
physicians cannot make informed decisions about the most efficient interventions.  Any 
attribution methodology that is developed must address these concerns.   
 
Another major concern for primary care physicians is how CMS will assess resource use related 
to chronic conditions such as COPD, congestive heart failure, diabetes and coronary artery 
disease.  Because primary care physicians frequently treat patients with multiple chronic 
conditions, it will be extremely difficult to assess what expenses are attributable to which 
condition.   
 
Clinical Practice Improvement Activities Component 
 
SGIM commends CMS for providing physicians with a wide range of activities that will satisfy the 
Clinical Practice Improvement Activities (CPIA) component.  We also believe that in this category 
CMS achieved its goals of providing flexibility and simplicity for providers, which will increase 
their ability to succeed in this component.  We were also pleased that CMS has proposed to 
award full credit to practices that are certified as Patient Centered Medical Homes (PCMH). 
As CMS and physicians gain more experience with this new component, SGIM recommends that 
the agency assesses how these activities improve patient outcomes.  Those that clearly 
demonstrate success should be retained, and those that do not should be removed. 
 
Alternative Payment Models 
 
SGIM was pleased that CMS proposed that the Comprehensive Primary Care Plus initiative 
qualify as an advanced APM.  However, most clinicians will not be able to participate in an 
advanced alternative payment model (APM) in 2017 under this proposal.  SGIM recognizes that 
CMS believes the MIPS program will provide on-ramps for physicians to transform their 



 

 

practices and their capabilities to enable them to become an advanced APM.  We believe that 
CMS should provide more opportunities for physicians to participate in the advanced APM track 
from the outset.   
 
SGIM is concerned about the costs physician practices will face to transition to either a MIPs APM 
or an advanced APM.  These costs will be particularly hard to absorb for smaller specialty 
practices.  We request that CMS consider including the practice investments and costs of running 
an APM in the financial risk calculation for at least the first 5 years of the program, if not longer.   

SGIM appreciates the opportunity to provide comments to CMS on this proposed rule.  Please do 
not hesitate to contact Erika Miller at emiller@dc-crd.com or (202) 484-1100, if we may provide 
any additional information or assistance as CMS moves forward in this process. 

 
Sincerely, 
 

 
Eileen Reynolds, MD 
President 
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