
 
 
 
 
 
 
June 24, 2016 
 
 
Andrew M. Slavitt 
Acting Administrator 
Centers for Medicare & Medicaid Services 
U.S. Department of Health & Human Services 
Room 445-G 
Hubert H. Humphrey Building 
200 Independence Avenue SW 
Washington, DC  20201 
 
Re: Medicare Program; Merit-Based Incentive Payment System (MIPS) and Alternative 

Payment Model (APM) Incentive Under the Physician Fee Schedule, and Criteria for 
Physician-Focused Payment Models [CMS-5517-P] 

 
Dear Acting Administrator Slavitt:  
 
On behalf of its 148 member hospitals, the Missouri Hospital Association offers the following 
comments regarding the Centers for Medicare & Medicaid Services’ proposed regulations to 
implement the Medicare physician payment models under the Medicare Access and CHIP 
Reauthorization Act of 2015.   
 
ALIGNMENT BETWEEN MEDICARE PAY-FOR-PERFORMANCE PROGRAMS 
 
MHA remains concerned about CMS’ discordant and seemingly schizophrenic approach to 
establishing measures for the various Medicare quality pay-for-performance programs.  Since 
physicians may choose from an extensive list of measures under the proposed Merit-based 
Incentive Payment System, aligning physician interest and focus within an organization subject 
to a narrower and different set of P4P measures will become arduous and problematic.  In our 
view, there are too many measures being proposed in this proposed regulation and too little 
alignment with other CMS systems.  CMS should focus on identifying and emphasizing 
measures that drive more robust outcomes.  CMS recently has reiterated its endorsement of the 
principle of “simplifying whenever possible.”  The number and inconsistent use of the vast 
amount of performance measures does not reflect simplicity.  The regulations here should be 
revised to focus on the measures most meaningful to patient outcomes and to align those 
measures across providers and health care settings. To that end, MHA notes that CMS mentions 
in this proposed rule that the agency is interested in implementing the MACRA statutory option 
to allow hospital-based physicians to use their hospitals’ quality and resource use metrics in the 
new merit-based incentive payment system.    
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RISK ADJUSTMENT 
 
Sociodemographic risk adjustment is necessary to ensure that health care providers are not being 
penalized for issues beyond their control.  A growing body of research verifies that 
sociodemographic factors outside the control of health care providers are correlated with some 
patient outcomes.  This research has proven persuasive to organizations such as the National 
Quality Forum and MedPAC.  Patients of lower socioeconomic status face gaps in access to 
community resources that help identify and treat certain medical conditions.  Those resources, 
such as primary care, mental health services, physical therapy, easy access to medications and 
food that meets the patient’s prescribed diet, and rehabilitative services, are necessary for desired 
outcomes.  MHA appreciates that CMS does not want to mask health disparities.  However, 
providers and health plans should not be penalized or rewarded based on the demographics of the 
patients they serve.  There are indications that CMS appreciates this assertion, as reflected in 
CMS Chief Medical Officer Patrick Conway’s comment that “we [CMS] will continue to work 
with all stakeholders to seek feasible ways to encourage hospitals to reduce hospital 
readmissions while addressing any unintended consequences, particularly for those hospitals 
serving dual-eligible and low-income beneficiaries” (Washington Post, 09/14/15).  However, 
risk-adjustment for sociodemographic factors should not be restricted to hospitals or any one 
sector of the Medicare program subject to pay-for-performance standards.  CMS already has 
chosen to incorporate risk-adjustment for sociodemographic factors into the Medicare Advantage 
program.  Certainly, providers warrant comparable attention on this topic.  The effect on patients 
of failing to risk-adjust for sociodemographic factors may be most consequential for the 
Medicare physicians who are the subject of this notice of proposed rulemaking.  Absent some 
means of recognizing the effects of sociodemographic factors, Medicare physicians who practice 
in areas of lower sociodemographic status will be disadvantaged by the new payment models. 
They will have an incentive to practice elsewhere, further exacerbating shortages of providers 
and access to care challenges in those areas.  MHA recommends that CMS use 
sociodemographic risk adjustments to ensure that treating more complex patients does not cause 
providers to appear to perform poorly on a measure or within a pay-for-performance program. 
 
QUALITY PERFORMANCE CATEGORIES 
 
MHA applauds CMS for its proposal to include a minimum of six quality measures, with at least 
one cross-cutting topic and one outcome measure.  This reduction of measures significantly will 
allow health care providers to improve processes related to patient safety, as opposed to spending 
all of their resources on quality reporting.  However, MHA believes there are too many measures 
from which to choose.  This lack of focus in the program will curtail benchmarking and the 
sharing of best practices among hospitals, which is a primary impetus for learning and outcome 
improvement. 
 
RESOURCE USE CATEGORY 
 
CMS is proposing the resource use category would encompass more than 40 episode-specific 
measures to account for differences among physician specialties.  MHA encourages CMS to 
review and streamline the amount of measures in the category.  The proposed data set is too 
broad to promote efforts that are focused and aligned across providers.   
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PERFORMANCE CATEGORY SUBMISSION 
 
MHA urges CMS to limit the number of measure data reporting options so that hospitals, health 
systems and national stewards such as CMS, can accurately assess and benchmark performance 
over time.  Different submission options, including a registry, EHR reporting, attestation and 
claims, can lead to differing outcomes.  Further, MHA remains concerned with the complexity of 
the standards for use of certified electronic health records in implementing components of the 
proposed new payment models.   
 
Sincerely, 
 
 
 
Daniel Landon 
Senior Vice President of Governmental Relations 
 
dl/djb 


