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June	27,	2016	
	
Andrew	Slavitt,	Acting	Administrator	
Centers	for	Medicare	and	Medicaid	Services	
Department	of	Health	and	Human	Services	
Attention:	CMS-5517-P	
7500	Security	Boulevard	
Baltimore,	MD	21244	
	
Dear	Administrator	Slavitt:	
	
On	behalf	of	the	American	College	of	Osteopathic	Family	Physicians	(ACOFP),	thank	
you	for	the	opportunity	to	respond	to	the	Centers	for	Medicare	and	Medicaid	
Services	(CMS)	proposed	rule,	“Merit-Based	Incentive	Payment	System	(MIPS)	and	
Alternative	Payment	Model	(APM)	Incentive	under	the	Physician	Fee	Schedule,	and	
Criteria	for	Physician-Focused	Payment	Models”	(CMS-5517-P).		
	
The	ACOFP	represents	more	than	20,000	practicing	osteopathic	family	physicians,	
residents,	and	students	throughout	the	United	States	who	are	deeply	dedicated	to	
advancing	our	nation’s	health	care	system	by	improving	health	care	delivery	and	
outcomes,	and	ensuring	that	our	patients	receive	the	high-quality	care	they	need	
and	deserve.	The	Medicare	Access	and	CHIP	Reauthorization	Act	(MACRA;	P.L.	114-
10)	provides	a	necessary	framework	to	carry	out	these	goals	and	ensures	the	
Medicare	program	rewards	value,	rather	than	volume,	of	services.	Further,	the	
greater	focus	on	wellness	and	prevention	aligns	naturally	with	the	distinct	nature	
of	our	medical	training	and	philosophy	as	osteopathic	family	physicians.	
	
We	recognize	that	in	this	process	CMS	has	the	difficult	task	of	striking	a	balance	
between	simplicity	while	also	allowing	for	appropriate	flexibility.	As	CMS	resolves	
outstanding	issues	and	incorporates	stakeholder	feedback	into	the	final	rule,	we	
strongly	urge	you	to	focus	on	achieving	simplicity	rather	than	adding	complexity.	
One	of	the	main	goals	of	MACRA	is	to	relieve	the	significant	burdens	on	physicians,	
and	CMS	must	ensure	that	participation	in	the	Medicare	program	is	viable	for	
physicians	whether	they	are	part	of	solo,	small,	or	large	practices,	and	regardless	of	
whether	they	practice	in	urban,	rural,	or	underserved	settings.	Among	our	primary	
concerns	are	CMS’	own	projections	that	the	vast	majority	of	solo	and	small	
practitioners	will	face	payment	cuts	under	the	MIPS	program,	which	indicates	to	
the	ACOFP	that	the	incentives	are	not	yet	appropriately	aligned.	
	
As	we	have	been	afforded	the	opportunity	to	replace	the	flawed	Sustainable	
Growth	Rate	(SGR)	with	a	better	system,	it	is	imperative	that	we	–	the	ACOFP,	CMS,	
legislators,	and	other	physician	and	provider	stakeholders	–	get	the	policy	right.	
We	appreciate	your	attention	to	our	comments	and	strongly	encourage	you	to	
provide	osteopathic	family	medicine	with	the	opportunity	to	excel	within	our	
evolving	health	care	system.	
	
Our	full	comments	are	detailed	on	the	following	pages:	
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Meaningful	 Use	 Prevention	 of	 Information	 Blocking	 and	 Surveillance	
Demonstrations	for	MIPS	Eligible	Clinicians,	EPs,	Eligible	Hospitals,	and	CAHs	
	
The	 ACOFP	 supports	 the	 use	 of	 effective,	 efficient,	 and	 interoperable	 health	 information	
technology	 (HIT)	 and	 certified	 electronic	 health	 record	 technology	 (CEHRT)	 that	 helps	
improve	 delivery	 of	 health	 care.	 However,	 the	 burdens	 of	 HIT	 and	 CEHRT	 requirements	
often	fall	disproportionately	upon	providers.	We	urge	CMS	to	ensure	that	surveillance	and	
information	 blocking	 requirements	 appropriately	 reflect	 the	 responsibilities	 of	 all	
stakeholders	in	this	process,	and	not	just	providers.	
	
We	strongly	support	interoperability	and	sharing	of	electronic	health	information.	To	this	
end,	 we	 agree	 with	 the	 proposed	 attestation	 requirements	 of	 no	 willful	 action	 to	 limit	
interoperability	of	EHRs,	implementation	of	practices	to	ensure	connectivity	and	exchange	
of	information,	and	responsiveness	to	requests	to	retrieve	health	information	from	patients	
and	providers.	The	proposed	attestation	requirements	recognize	 that	physicians	are	only	
able	to	exchange	data	when	there	are	others	willing	and	able	to	do	so.	
	
We	also	understand	that	while	the	issue	of	interoperability	is	much	broader	than	the	scope	
of	 this	proposed	rule,	 it	 is	 imperative	 that	 the	 impact	of	 information	blocking	attestation	
and	related	requirements	do	not	 fall	disproportionately	on	providers.	Vendors	and	other	
stakeholders	must	share	responsibility	and	be	held	accountable	as	well.	We	also	recognize	
that	some	of	the	authority	required	to	hold	these	entities	accountable	is	outside	the	scope	
of	CMS	authority,	but	goals	and	standards	should	be	aligned	across	agencies	as	well.			Thus	
CMS	 should	 not	 implement	 a	 desired	 outcome	 or	 measure	 unless	 the	 vast	 majority	 of	
CEHRT	systems	are	 capable	of	 accomplishing	 the	outcome	or	measure.	 	We	urge	CMS	 to	
develop	 future	 measures	 with	 sufficient	 lead	 time	 for	 CEHRT	 vendors	 to	 adapt	 their	
systems	and	for	diffusion	of	these	new	systems	into	clinical	practice.	
	
With	 regard	 to	 surveillance	 requirements,	 the	 proposed	 rule	 seeks	 to	 “strengthen	
surveillance	 and	 other	 oversight	 of	 certified	 health	 IT.”	 The	 ACOFP	 is	 concerned	 by	 the	
proposal	 to	 require	 attestation	 of	 cooperation	 with	 CEHRT	 under	 the	 ONC	 Health	 IT	
Certification	Program,	and	we	question	how	this	attestation	will	help	promote	achievement	
of	the	goal	of	greater	interoperability	by	2018	per	the	goals	of	MACRA.	In	our	view,	on-site	
surveillance	and	review	of	HIT	systems	will	have	a	significant	negative	 impact	on	patient	
care	 and	 impose	 significant	 additional	 burdens	 upon	 physicians	 and	 practices.	 We	
appreciate	 that	 CMS	 takes	 note	 of	 the	 possibility	 of	 the	 creation	 of	 unnecessary	 or	
unreasonable	burdens	and	 the	 final	 rule	 should	be	 reflective	of	 these	considerations.	We	
are	therefore	opposed	to	required	or	mandated	on-site	surveillance	and	request	that	CMS	
delete	this	portion	of	the	rule.	
	
As	an	alternative	to	simply	adding	to	administrative	burdens,	CMS	could	provide	incentives	
to	 physicians	 that	 encourage	 voluntary	 participation	 in	 enhanced	 surveillance.	 As	 these	
activities	 correspond	 with	 the	 Advancing	 Care	 Information	 (ACI)	 category	 of	 MIPS,	
physicians	 could	 receive	 points	 toward	 their	 ACI	 performance	 score.	 While	 this	 alone	
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should	 not	 constitute	 the	 entire	 ACI	 score,	 a	 partial	 score	 for	 this	 category	 would	
acknowledge	the	increased	burden	posed	by	on-site	surveillance	or	system	review.	
	
MIPS	
	
Eligible	Clinicians	(ECs)	
	

• ACOFP	 agrees	 with	 the	 proposed	 definition	 of	 a	 MIPS	 eligible	 clinician	 (EC),	
including	 the	 exclusion	 of	 low-volume	 threshold	 eligible	 clinicians	 (provided	
significant	 revisions	 to	 the	 proposed	 threshold	 –	 see	 section	 on	 Low-Volume	
Threshold	 below),	 qualifying	 APM	 participants,	 and	 partial	 qualifying	 APM	
participants.	

	
MIPS	Eligible	Clinician	Identifiers	
	

• We	agree	with	CMS’	 proposal	 to	 identify	 eligible	 clinicians	 (ECs)	using	 a	 taxpayer	
identification	 number	 (TIN)	 or	 national	 provider	 identifier	 (NPI),	 including	 a	
combination	 TIN/NPI,	 as	 opposed	 to	 creating	 a	 distinct	 MIPS	 identifier.	 This	 will	
reduce	administrative	and	cost	burdens	on	practices.	
	
The	use	of	a	combination	TIN/NPI	 is	an	appropriate	 identifier	 for	 individuals,	and	
also	allows	CMS	to	 identify	a	provider	participating	 in	a	group	for	the	purposes	of	
reporting.		
	
As	CMS	notes,	a	combination	TIN/NPI	is	not	a	static	identifier	and	can	change	if	an	
individual	MIPS	EC	changes	practices	or	if	a	group	merges	with	another	between	the	
performance	 period	 and	 adjustment	 period.	 However,	 outside	 of	 rare	
circumstances,	 the	 NPI	 remains	 consistent	 and	 should	 be	 easily	 trackable	 to	
determine	 a	 different	 TIN/NPI.	 	 We	 recommend	 that	 MIPS	 eligible	 clinician	 be	
required	to	notify	CMS	within	30	days	of	any	change	in	TIN/NPI.		This	is	consistent	
with	most	state	licensing	boards	and	could	be	easily	accomplished	through	a	web-
portal.	

	
Low	Volume	Threshold	
	

• The	 ACOFP	 believes	 the	 proposed	 low	 volume	 threshold	 of	 an	 eligible	 clinician	
billing	less	than	or	equal	to	$10,000	in	charges	and	providing	care	for	100	or	fewer	
Part	B	beneficiaries	is	too	restrictive,	and	further	that	individuals	and	groups	should	
be	subject	to	different	thresholds.	The	purpose	of	setting	a	LVT	is	to	ensure	that	the	
MIPS	 eligible	 provider	 has	 sufficient	 data	 to	 yield	 a	 statistically	 valid	 comparison	
with	other	providers.		For	some	specialties,	$10,000	could	represent	only	one	or	two	
procedures	 while	 for	 others,	 it	 may	 represent	 a	 significant	 number	 of	 patient	
encounters.	 Further,	 one	 high-cost	 patient	 could	 cause	 a	 physician	 to	 exceed	 the	
threshold,	 which	 we	 believe	 runs	 contrary	 to	 the	 intent	 of	 this	 provision.	 	 As	 an	
alternative,	 ACOFP	 would	 suggest	 eliminating	 the	 dollar	 threshold	 and	 that	 an	
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eligible	 provider	with	 fewer	 than	 150	 established	Medicare	 patients	 should	meet	
the	low	volume	threshold.	
	 	
Eliminating	 the	dollar	 threshold	would	help	 alleviate	 the	potential	 burdens	of	 the	
MIPS	program	upon	small	practices	or	solo	practitioners,	a	problem	which	CMS	has	
itself	noted.	The	substantial	costs	of	preparing	a	practice	to	be	able	to	successfully	
participate	 in	 MIPS	 are	 an	 especially	 acute	 concern	 for	 solo/small	 practices	 who	
simply	will	 not	 be	 able	 to	 recoup	 the	 significant	 upfront	 investments	 in	 required	
systems.	 We	 are	 deeply	 concerned	 that	 the	 proposed	 low	 volume	 threshold	 will	
discourage	more	physicians	from	participating	in	Medicare	altogether.	
	 	
As	stated	in	our	response	to	the	previous	request	for	information	(RFI),	timely	and	
transparent	 communication	 with	 providers	 about	 the	 low	 volume	 threshold	 will	
ensure	that	physicians	are	aware	of	their	status	and	potential	exemption	from	MIPS.	
We	strongly	encourage	CMS	to	communicate	with	physicians	regarding	their	status,	
especially	 as	 they	 near	 the	 low	 volume	 threshold.	 This	 would	 help	 ensure	 that	
physicians	 do	 not	 inadvertently	 exceed	 the	 threshold	 and	 find	 themselves	
unprepared	to	participate	in	MIPS.		
	
For	 physicians	 who	 have	 previously	 met	 the	 low	 volume	 threshold,	 CMS	 should	
immediately	 notify	 them	 as	 they	 approach	 the	 threshold	 so	 that	 they	 can	 adjust	
accordingly	and	prepare	for	participation	in	MIPS.		
	

APM	Exclusions	
	

• We	 agree	 with	 CMS’	 proposal	 to	 exclude	 qualifying	 Alternative	 Payment	 Model	
(APM)	 participants.	 Additionally,	 we	 support	 allowing	 partially	 qualifying	 APM	
participants	 the	option	 to	voluntarily	 report	under	MIPS	 for	purposes	of	payment	
adjustments.	
	

Group	Reporting	in	MIPS	
	

• Identifiers	
	

o We	agree	with	the	proposed	definition	of	a	group	as	defined	as	two	or	more	
NPIs	 that	 have	 their	 Medicare	 billing	 rights	 assigned	 to	 a	 single	 TIN.	 The	
group	should	self-identify	in	advance	of	the	performance	period	for	the	MIPS	
payment	year.	We	would	also	urge	CMS	to	provide	flexibility	for	groups	that	
may	not	stay	a	unit	for	the	entire	duration	of	the	performance	year.	

	
• Registration	

	
o We	believe	 that	 the	 registration	deadline	of	 June	30	 in	advance	of	 the	next	

12-month	performance	period	is	inappropriate,	in	that	requiring	registration	
with	half	of	the	year	left	requires	groups	(and	in	the	future,	virtual	groups)	to	
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make	decisions	on	whether	they	desire	to	form,	disband,	or	modify	the	group	
before	 they	 have	 had	 sufficient	 time	 to	 evaluate	 the	 effectiveness	 of	 the	
group.	We	urge	CMS	to	set	the	registration	deadline	at	September	30	instead.	
	
ACOFP	also	encourages	CMS	to	be	consistently	transparent	in	communicating	
with	 groups	 and	 in	 verification	 of	 their	 status.	 Groups	 should	 be	 able	 to	
address	any	inaccuracies	or	other	issues	in	a	transparent,	timely	fashion.	

	
Virtual	Groups	
	

• While	we	appreciate	 the	 concerns	and	substantial	 technical	hurdles	 that	CMS	 lays	
out	 with	 regard	 to	 successful	 implementation	 of	 virtual	 groups,	 we	 believe	 that	
these	 same	 concerns	 –	 impediments	 related	 to	 completing	 and	 adequately	 testing	
systems,	a	condensed	and	ultimately	insufficient	timeframe	for	implementation	and	
operationalization,	among	others	–	exist	in	similar	fashions	for	other	aspects	of	this	
law.	Though	the	MIPS	performance	period	begins	 in	2017,	CMS	does	not	 intend	to	
implement	 virtual	 groups	 until	 2018;	 further,	 the	 details	 of	 establishment	 and	
implementation	 of	 virtual	 groups	will	 be	 addressed	 in	 future	 rulemaking.	We	 are	
deeply	concerned	that	this	does	not	give	providers	any	guidance	on	how	this	system	
will	 be	 implemented	 in	 the	 future	 and	 will	 result	 in	 confusion	 and	 limited	
preparedness	when	the	rules	are	ultimately	issued.	

	
We	 believe	 that	 virtual	 groups	 can	 promote	 greater	 care	 coordination	 and	
integration,	and	offer	 important	 flexibility	 that	can	give	solo	practitioners	or	small	
practices	more	 opportunities	 to	 achieve	 success	 under	 the	MIPS	 program.	 As	 we	
have	previously	suggested,	we	strongly	urge	CMS	to	avoid	geographic	or	specialty-
specific	restrictions	moving	forward.	Geographic	restrictions	are	inherently	limiting	
and	are	also	not	easily	changed,	as	evidenced	by	the	straight-line	mileage	restriction	
or	“as	the	crow	flies”	method	originally	employed	in	the	Veterans	Choice	Program.	
Changes	to	make	this	policy	less	burdensome	(e.g.,	implementing	a	40-mile	driving	
distance	 requirement	 as	 opposed	 to	 a	 40-mile	 straight	 line	 requirement)	
necessitated	 additional	 rulemaking	 but	 were	 limited	 by	 statutory	 authority,	
meaning	 that	 any	 broader	 changes	 require	 congressional	 action	 –	 an	 issue	
presenting	its	own	set	of	challenges.	
	
With	 regard	 to	 specialty-based	 restrictions,	 many	 osteopathic	 family	 physicians	
practice	 in	 rural	 communities	 and	 may	 not	 have	 the	 luxury	 of	 a	 wide	 array	 of	
options	as	would	our	 colleagues	 located	 in	more	urban	areas.	Overly	burdensome	
restrictions	on	the	ability	of	physicians	to	group	together	run	contrary	to	the	intent	
of	MACRA	and	to	the	broader	ongoing	transformation	of	care	occurring	in	our	health	
care	system.	We	firmly	believe	that	allowing	and	promoting	the	formation	of	multi-
specialty	 groups	 within	 the	 virtual	 group	 model	 will	 help	 advance	 the	 “medical	
neighborhood”	 practice	model	 that	will	 lead	 to	more	 coordinated,	 integrated,	 and	
patient-centered	care.	
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The	 absence	 of	 virtual	 groups	 as	 an	 option	 is	 an	 additional	 factor	 hindering	 the	
ability	 of	 solo	 and	 small	 practices	 to	 succeed	 under	 MACRA.	 Again,	 if	 CMS	 has	
deemed	 that	 it	will	 not	 be	 able	 to	 implement	 virtual	 groups	 successfully	 in	 2017,	
providers	 should	be	 given	 similar	 considerations	 and	 additional	 flexibility	 as	 they	
transition	to	this	new	system.	

	
MIPS	Performance	Period	
	

• The	 aggressive	 MACRA	 timeline	 does	 not	 provide	 adequate	 time	 for	 physicians,	
regardless	of	 specialty,	 to	 appropriately	prepare	 for	 this	 significant	 transition.	We	
recognize	that	these	dates	are	determined	by	statute,	and	we	have	and	will	continue	
to	 communicate	 these	 concerns	with	 Congress	 as	well.	 However,	we	 urge	 CMS	 to	
look	at	any	options	it	may	have	within	its	authority	to	delay	the	start	of	the	initial	
performance	year	until	July	1,	2017,		Subsequent	performance	periods	could	be	run	
from	July	to	July,	or	could	later	be	aligned	to	calendar	year	once	suitable	proficiency	
with	reporting	has	been	achieved.	

	
We	 are	 deeply	 appreciative	 of	 CMS’	 willingness	 to	 examine	 shorter	 performance	
periods,	 as	 this	would	 not	 only	 reduce	 provider	 burden	 but	would	 also	 take	 into	
account	the	vast	array	of	variables	that	may	affect	a	physician’s	patient	volume.	This	
is	an	important	step	in	recognizing	that	a	one-size-fits-all	approach	does	not	reflect	
the	realities	of	medical	practice	in	the	United	States.	CMS	should	take	into	account	
geographic,	 specialty,	 or	 other	 appropriate	 factors	 when	 determining	 shorter	
performance	periods.		
	
With	 regard	 to	 the	 collection	 and	 processing	 of	 claims	 information	 for	 a	
performance	 year,	we	 support	 the	 approach	 that	 uses	 claims	paid	within	60	days	
after	the	performance	year.		
	
For	physicians	with	 less	 than	12	months	of	performance	data	 to	 report,	we	agree	
with	the	proposal	for	the	EC	or	group	to	report	all	performance	data	available	from	
the	 performance	 period.	 As	 CMS	 notes,	 this	 allows	 ECs	 with	 partial	 year	
performance	 data	 (of	 sufficient	 sample	 size)	 to	 be	 assessed	 on	 their	 performance	
and	 achieve	 positive,	 neutral,	 or	 negative	 adjustments	 as	 warranted.	 We	 are	
encouraged	by	 the	 flexibility	 that	 this	 allows	 for	 physicians	who	move	 to	 another	
practice,	 take	 maternity	 leave,	 or	 encounter	 a	 scenario	 that	 requires	 long-term	
leave.	

	
MIPS	Performance	Data	Submission	Mechanisms	
	

• We	 appreciate	 the	 diversity	 of	 options	 regarding	 the	 proposed	 data	 submission	
mechanisms	for	MIPS	ECs.	We	support	CMS’	efforts	to	provide	critical	 flexibility	to	
allow	physicians	to	submit	measures	and	activities	in	a	fashion	that	accommodates	
their	 unique	 needs	 and	 capabilities.	 Physicians	 should	 have	 the	 option	 to	 submit	
data	 through	 multiple	 mechanisms	 or	 a	 single	 mechanism	 –	 whichever	 option	 is	
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more	suited	 to	 their	 individual	needs.	This	 flexibility	 is	especially	 important	given	
the	wide	variation	in	capabilities	of	existing	HIT	products.	We	also	support	limiting	
ECs	 to	 one	 submission	 per	 category,	 which	 is	 a	 reasonable	 limitation	 to	 reduce	
overall	complexity.		
	
We	agree	that	using	one	reporting	mechanism	for	all	three	categories	would	reduce	
administrative	 burdens	 and	 would	 simplify	 the	 overall	 process;	 and	 we	 support	
future	proposals	that	would	require	HIT	vendors,	QCDRs,	and	qualified	registries	to	
have	the	capability	to	submit	data	for	all	performance	categories.	
	
ACOFP	 is	 concerned	 with	 the	 proposal	 to	 limit	 reporting	 through	 the	 Consumer	
Assessment	 of	 Healthcare	 Providers	 &	 Systems	 (CAHPS)	 and	 CMS	Web	 Interface	
systems	 to	 groups	 of	 25	 providers	 or	 more.	 Small	 practices	 in	 particular	 would	
stand	 to	 benefit	 greatly	 from	 the	 use	 of	 the	 CMS	Web	 Interface,	 and	 limiting	 this	
option	is	a	further	burden	upon	solo	and	small	practices	who	often	do	not	have	the	
resources	 to	 purchase	 more	 advanced	 HIT	 systems	 with	 more	 sophisticated	
reporting	capabilities.	Further,	a	single	unified	interface	would	be	advantageous	in	
that	 it	would	reduce	complexity	across	a	variety	of	practice	types.	We	believe	that	
this	 limitation	 is	 unnecessary	 –	 CMS	 should	 look	 at	 options	 that	 ensure	 solo	 and	
small	practices	have	the	same	opportunities	to	succeed	as	larger	groups.	

	 	
Regarding	the	proposed	submission	deadlines,	ACOFP	supports	a	March	31	deadline	
following	 the	 close	 of	 the	 reporting	 period,	 provided	 there	 is	 a	 60-day	 claims	
processing	period	as	we	note	in	the	section	above.	We	do	not	support	a	shorter	time	
frame	 following	 the	 close	of	 the	 reporting	period.	We	would	 support	bi-annual	or	
quarterly	submissions	as	CMS	has	considered,	as	this	would	provide	physicians	with	
greater	flexibility.		

	
MIPS	Performance	Categories	
	
ACOFP	believes	that	the	intent	of	the	MIPS	program	was	to	consolidate	and	streamline	the	
Physician	 Quality	 Reporting	 System	 (PQRS),	 the	 Value-Based	 Modifier,	 (VBM),	 and	
Meaningful	 Use	 (MU)	 program	 into	 one	 unified	 program	 to	 reduce	 physician	 burdens,	
decrease	duplicative	efforts,	and	alleviate	confusion.	We	believe	that	MIPS	is	a	step	in	the	
right	direction,	but	there	are	still	serious	shortcomings	that	must	be	addressed.	While	the	
programs	have	technically	been	unified	under	the	MIPS	umbrella	and	payment	adjustments	
are	made	 through	 one	 program,	 as	 proposed,	 the	 performance	 categories	 still	 appear	 to	
exist	as	the	same	discrete	categories	under	the	previous	system,	only	with	new	names.	
	
Further,	 we	 are	 deeply	 concerned	 that	 the	 complexities	 of	 determining	MIPS	 composite	
scores	will	not	reduce	confusion	for	physicians.	We	fully	recognize	that	efforts	to	provide	
flexibility	may	add	complexity,	and	that	CMS	faces	a	difficult	task	in	finding	an	appropriate	
balance.	 We	 urge	 CMS	 to	 err	 on	 the	 side	 of	 simplicity	 and	 employ	 a	 methodology	 for	
determining	the	composite	score	that	is	more	consistent	across	categories.	We	believe	this	
will	 give	 physicians	 a	 better	 understanding	 of	 how	 their	 performance	 and	 activities	will	
affect	their	composite	score,	leading	to	the	improved	outcomes	desired	by	all	stakeholders	
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–	CMS,	ACOFP,	patients,	and	others.	We	believe	a	more	simple	scoring	method	is	essential	
in	 truly	 delivering	 on	 the	 intent	 of	 MACRA	 to	 streamline	 performance	 and	 quality	
measurement	programs.	
	

• Quality	Performance	Category	
	

o ACOFP	 appreciates	 the	 proposal’s	 reduction	 from	 9	 measures	 (as	 was	
required	 under	 PQRS)	 down	 to	 6	 measures,	 including	 1	 cross-cutting	
measure	and	1	outcome	measure.	In	the	case	that	an	outcome	measure	is	not	
available,	we	are	also	supportive	of	the	provided	flexibility	that	would	allow	
a	high-priority	measure	to	be	used	instead.	
	
Outcomes-based	measures	must	be	proven	to	improve	the	quality	of	care	and	
should	not	penalize	physicians	 for	outcomes	negatively	affected	by	matters	
outside	of	their	control.	As	stated	in	our	original	response	to	the	RFI,	patient	
compliance,	 socioeconomic	 factors,	 the	complexity	of	a	patient’s	conditions,	
and	many	other	factors	may	all	affect	a	patient’s	outcome,	even	if	a	provider	
delivered	the	highest	level	of	care	possible.	
	
We	agree	with	CMS	that	outcome	measures	are	more	valuable	 than	clinical	
process	 measures.	 However,	 additional	 outcome	 measures	 should	 not	 be	
adopted	 without	 coordination	 with	 CEHRT	 vendors.	 This	 will	 ensure	 that	
CEHRT	systems	are	able	to	collect	and	report	on	intended	measures.	Beyond	
just	outcome	measures,	it	is	imperative	that	quality	measures	are	aligned	in	a	
meaningful	way,	and	that	reporting	burdens	should	be	minimized.		
	
While	 there	are	adequate	 relevant	measures	 in	Table	A	and	C,	 collection	of	
the	 data	 necessary	 to	 report	 on	 many	 of	 these	 measures	 will	 be	 difficult.	
Current	EHR	systems	are	not	designed	to	collect	and	report	this	data,	which	
forces	 clinicians	 to	 either	 manually	 track	 some	 parameters	 or	 combine	
multiple	 reports	 into	 a	 single	 report.	While	 we	 understand	 CMS’	 desire	 to	
encourage	more	meaningful	 reporting,	 we	 believe	 that	 many	 of	 the	 cross-
cutting	measures	proposed	 to	be	eliminated	 for	2017	are	 still	 relevant	and	
meaningful	 for	 population	 health	 management,	 and	 we	 would	 encourage	
their	continued	use.	
	
With	 regard	 to	 data	 completeness	 criteria,	 we	 believe	 that	 the	 proposed	
thresholds	of	80	or	90	percent	are	 too	high	and	 represent	an	unwarranted	
major	increase	from	previous	PQRS	requirements	of	50	percent.	Many	other	
elements	 of	 MACRA	 are	 designed	 to	 be	 gradual	 transitions	 to	 ensure	 a	
smooth	transition,	and	this	criteria	should	be	no	different.	Further,	we	would	
suggest	that	future	increases	be	more	gradual	in	scale.	As	proposed,	we	feel	
this	 is	 inappropriate.	 We	 also	 note	 that	 as	 CMS	 looks	 to	 align	 reporting	
mechanisms	 as	 closely	 as	 possible	 with	 achievable	 data	 completeness	
criteria,	these	mechanisms	should	be	aligned	to	avoid	any	selection	bias	that	
would	 encourage	 the	 use	 of	 one	 submission	 mechanism	 over	 another.		
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ACOFP	is	also	concerned	that	according	to	the	proposed	rule,	“MIPS	eligible	
clinicians	and	groups	who	do	not	meet	the	proposed	reporting	criteria	noted	
below	would	fail	the	quality	component	of	MIPS.”	As	written,	this	indicates	to	
us	that	physicians	would	fail	the	entire	quality	category	rather	than	on	a	per-
measure	basis.	
	
We	strongly	oppose	the	use	of	all-payer	data	for	any	submission	mechanism.	
First,	 this	 raises	 patient	 privacy	 concerns	 as	 to	 why	 non-Medicare	 patient	
data	 is	 required	 and	 what	 authority	 CMS	 has	 to	 this	 data.	 We	 are	 deeply	
concerned	 by	 this	 proposal.	 Second,	 beyond	 the	 serious	 concerns	 about	
patient	privacy,	we	believe	this	would	also	represent	a	massive	influx	of	new	
data.	 When	 evaluating	 the	 proposed	 rule,	 it	 is	 clear	 that	 the	 overall	
complexity	and	scope	of	the	law	will	result	in	a	corresponding	increase	in	the	
amount	of	data	that	CMS	will	be	required	to	process.	We	believe	that	this	will	
only	 add	 significant	 new	 burdens	 to	 an	 already-burdened	 system,	 and	will	
lead	 to	 the	 inability	of	CMS	 to	process	and	 report	data	 in	a	 timely	manner,	
prevent	 physicians	 from	 being	 able	 to	 adapt	 practices	 in	 a	 timely	manner,	
and	defeat	one	of	the	major	legislative	intents	of	MACRA.	
	
Regarding	the	proposal	to	make	measures	available	by	November	1	the	year	
in	 advance	 of	 the	 performance	 period,	 we	 believe	 this	 date	 is	 not	 at	 all	
reasonable.	 We	 support	 CMS’	 measure	 submission	 deadline	 of	 June	 1	 two	
years	in	advance	of	the	performance	period	in	the	year	the	measure	will	be	
used.	This	will	allow	measure	developers	to	fill	gaps	in	measures	and	update	
measures	 in	 a	 timely	manner,	 as	 well	 as	 provide	 CEHRT	 vendors	 the	 lead	
time	 needed	 to	 make	 necessary	 data	 collection	 and	 reporting	 changes	 to	
their	 systems.	 It	 should	 also	 be	 noted	 that	 with	 each	 new	 reporting	
requirement	 comes	 significant	 added	 cost	 to	 practices,	 taking	 time	 away	
from	patient	 care	 and	 leading	 to	 greater	 access	problems	 for	patients.	 	We	
therefore	 urge	 a	 thoughtful	 reasoned	 release	 of	 measure	 so	 as	 to	 not	
overwhelm	practices	with	multiple	major	new	measures.	
	 	 	

• Resource	Use	Category	
	

o ACOFP	 is	 pleased	 to	 see	 CMS’	 efforts	 to	 minimize	 reporting	 burdens	 for	
physicians	in	order	to	determine	resource	use.	We	encourage	CMS	to	provide	
physicians	with	the	opportunity	to	review	relevant	data	associated	with	any	
measures	attributed	to	the	EC,	and	ensure	this	information	is	provided	to	the	
EC	 in	 a	 timely	 manner	 in	 order	 to	 resolve	 any	 potential	 issues.	 We	 also	
support	 adjustments	 based	 on	 geographic	 payment	 rate	 adjustments	 and	
beneficiary	risk	factors.	
	
MACRA	 provides	 the	 opportunity	 to	 improve	 upon	 the	 existing	 programs	
that	will	be	streamlined	via	MIPS,	and	the	value-based	modifier	(VBM)	is	no	
exception.	Existing	problems	or	 inadequacies	 should	not	be	carried	over	 to	
the	Resource	Use	category.		
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We	support	allowing	evaluation	of	performance	at	the	individual	and	group	
level,	rather	than	just	at	the	TIN	level.	We	also	support	CMS’	intention	to	use	
reliable	measures,	and	believe	that	measures	used	must	be	of	high	reliability.	
	
We	believe	the	proposed	episode	groups	 listed	 in	Table	4	(p.	148-153)	and	
Table	5	(p.	154-155)	are	appropriate.	

	
• Advancing	Care	Information	(ACI)	Category	

	
o We	 are	 deeply	 concerned	 by	 the	 proposed	 approach	 to	 implementing	 the	

Advancing	 Care	 Information	 category.	 While	 we	 were	 encouraged	 by	
statements	that	CMS	intended	to	address	the	most	egregious	drawbacks	and	
failures	of	the	Meaningful	Use	program,	we	were	extremely	disappointed	to	
see	the	program	rebranded	under	a	new	name	with	added	complexity.	This	is	
antithetical	 to	 the	 intent	 of	 MACRA,	 runs	 counter	 to	 what	 our	 physicians	
expected	 from	 the	 rule,	 and	 does	 not	 reflect	 the	 comments	 from	 the	
Administration	 that	 suggested	 the	 Meaningful	 Use	 program	 would	 be	
simplified.	 We	 fear	 that	 many	 physicians	 will	 be	 overwhelmed	 by	 this	
category	 alone,	 and	 that	 this	 type	 of	 approach	 will	 continue	 to	 drive	
physicians	away	from	attempting	to	use	CEHRT	in	a	meaningful	way	and	out	
of	the	Medicare	program	entirely.	
	
The	burdens	of	 this	 provision	 also	disproportionately	 affect	 solo	 and	 small	
practices	which	 lack	administrative	staff	 to	perform	the	required	 functions.		
As	 such,	 it	 falls	 to	 the	 physician	 to	 perform	 these	 tasks	 resulting	 in	
decreasing	patient	access	to	care.	The	costs	of	successfully	implementing	the	
necessary	 technology	 will	 far	 outweigh	 any	 potential	 benefits	 that	 can	 be	
achieved	 under	 this	 category.	 We	 believe	 the	 ACI	 category	 requires	
significant	revisions,	and	we	strongly	oppose	this	category	as	proposed.	
	
We	concede	that	it	is	unlikely	that	a	full-scale	revision	is	possible	especially	
within	the	 limited	timeframe,	but	ACOFP	firmly	believes	that	 it	 is	critical	 to	
get	the	policy	right	the	first	time	rather	than	rushing	to	implement	a	deeply	
flawed	and	ultimately	unworkable	system.	We	strongly	urge	CMS	to	employ	
the	full	scope	of	its	authority	to	mitigate	the	effects	of	this	category,	including	
delayed	implementation.	
	
We	 must	 be	 clear	 –	 ACOFP	 supports	 the	 use	 of	 EHR	 technology	 and	 we	
believe	 it	 can	 be	 an	 important	 component	 in	 improving	 care	 delivery	 and	
patient	 outcomes	 and	 increasing	 value	 throughout	 the	 health	 care	 system	
when	 implemented	 correctly.	 We	 support	 its	 use	 provided	 that	 it	 is	 truly	
meaningful	and	that	measures	reflect	use	 that	 is	 truly	under	 the	physicians	
sole	control.	
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We	 do	 note	 an	 important	 consideration	 regarding	 future	 changes	 for	 the	
program	in	that	CMS	will	compare	ECs’	performance	to	their	previous	years	
or	 to	 a	 cohort	 to	 credit	 improvement,	 and	 we	 appreciate	 this	 approach.	
However,	we	also	urge	caution	in	increasing	stringency	of	the	program	in	the	
future	 –	 such	 changes	 should	 be	 implemented	 in	 reasonable,	 appropriate	
increments.	We	also	appreciate	that	simply	for	reporting,	ECs	would	receive	
half	 the	ACI	score,	which	represents	some	acknowledgement	of	 the	need	to	
move	away	from	an	all-or-nothing	approach.	
	
We	continue	to	oppose	the	mandatory	full-year	reporting	period	and	do	not	
believe	sufficient	changes	have	been	made	in	the	ACI	proposal	to	justify	this	
change.	We	urge	CMS	to	maintain	a	90-day	reporting	period.	Should	ECs	be	
able	or	willing	to	report	for	the	full	year,	they	should	have	that	option,	as	it	
may	be	easier	or	harder	 for	 some	depending	on	 the	available	 systems	 they	
use.	 Given	 the	 complexities,	 we	 believe	 this	 flexibility	 is	 needed	 at	 an	
absolute	minimum.	
	
With	 regard	 to	 ACI	 data	 submission	 and	 collection,	 we	 appreciate	 the	
provided	 flexibility	 to	 use	 either	 2014	 or	 2015	 edition	 CEHRT	 for	 2017.	
However,	recognizing	the	lead	times	necessary	to	develop	and	modify	CEHRT	
to	meet	 new	 requirements,	we	 stress	 that	 flexibility	 should	 continue	 to	 be	
provided	 in	 the	 future.	As	we	understand	CEHRT	development	 time	ranges	
from	 anywhere	 from	 18	 to	 24	 months,	 we	 are	 concerned	 that	 products	
needing	modifications	 to	meet	 both	 new	CEHRT	 requirements	 and	MACRA	
requirements	will	 not	 be	 ready	 for	 the	marketplace	 by	 2018.	 Beyond	 this,	
physicians	will	need	adequate	time	to	compare,	select,	purchase,	install,	and	
transition	 to	 new	 systems.	 These	 are	 not	 insignificant	 burdens	 and	 costs,	
especially	for	smaller	practices.		
	
Again,	we	are	encouraged	that	CMS	is	providing	flexibility	for	2014	or	2015	
CEHRT	and	strongly	encourage	you	to	continue	to	provide	needed	flexibility	
that	matches	the	realities	of	available	technology,	and	to	remember	that	just	
because	the	technology	may	technically	be	certified	by	the	required	timeline	
does	not	mean	the	products	will	be	widely	available	or	that	physicians	will	be	
able	to	implement	that	technology	immediately.	
	
Regarding	 the	 proposed	 scoring	 methodology	 for	 the	 ACI	 Performance	
Category,	 we	 firmly	 agree	 that	 the	 Protect	 Patient	 Health	 Information	
objective	for	the	base	score	determination	is	a	critical	component	of	any	HIT	
efforts.	 For	 the	 other	 five	 objectives	 in	 the	 base	 score,	 simply	 reporting	 a	
yes/no	or	numerator/denominator	 is	 sufficient	under	 the	proposal,	 but	we	
question	the	need	to	include	these	specific	objectives	as	they	may	or	may	not	
be	 helpful	 in	 actually	 advancing	 care,	 as	 this	 category	 proposes	 to	 do.	
Additionally,	 the	 scoring	 methodology	 is	 confusing	 and	 we	 feel	 the	
separation	of	base	score	and	performance	score	is	unnecessary.		
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Concerning	the	ACI	measures,	we	are	disappointed	that	this	category	fails	to	
take	advantage	of	 the	opportunity	to	make	meaningful	and	needed	changes	
to	 the	 shortcomings	 of	 the	 Meaningful	 Use	 program.	 With	 so	 few	
practitioners	able	to	successfully	attest	to	MU	Stage	2,	we	question	why	CMS	
would	deem	it	appropriate	to	push	forward	the	even	more	burdensome	and	
difficult	 to	 achieve	 requirements	 of	 Stage	 3,	 especially	when	 the	 physician	
community	 was	 broadly	 opposed	 to	 the	 Stage	 3	 measures	 and	 approach.	
Further,	 two	 of	 the	 performance	 score	 measures	 require	 the	 use	 of	 2015	
CEHRT,	which	many	physicians	 –	 especially	 small	 and	 solo	 practices	 –	will	
not	 have	 access	 to	 for	 the	 2017	 performance	 year.	 While	 physicians	 with	
2014	CEHRT	will	only	be	required	to	report	on	modified	Stage	2	measures,	
this	 leaves	 them	 at	 a	 disadvantage	 as	 they	 will	 have	 a	 zero	 score	 for	 two	
measures	(	Patient-Generated	Health	Data	and	Patient	Access).	
	
We	will	 note	 our	 appreciation	 for	 the	much	needed	 change	 from	an	 all-or-
nothing	 pass/fail	 approach	 to	 a	 threshold-based	 approach.	 We	 are	
encouraged	 by	what	we	 view	 is	 a	 fundamental	 change	 in	 CMS’	 philosophy	
with	 respect	 to	 measurement.	 However,	 the	 measures	 themselves	 require	
significant	changes.	
	
Ultimately,	ACI	fails	to	address	the	underlying	flaws	of	many	of	the	existing	
MU	measures.	Physicians	should	not	be	measured	based	on	factors	that	are	
entirely	outside	of	their	control.	As	it	stands,	the	limitations	of	current	EHR	
technology,	 a	 lack	 of	 widespread	 interoperability,	 and	 reliance	 upon	
individual	 patient	 actions	 are	 all	 major	 factors	 that	 hinder	 a	 physician’s	
ability	to	meet	the	requirements	of	the	ACI	category.	We	remain	opposed	to	
measures	 that	purport	 to	determine	physician	performance	based	on	 these	
factors	that	are	entirely	outside	of	their	control.		
	
We	also	urge	CMS	 to	 reduce	 the	associated	burdens	of	ACI.	We	oppose	 the	
proposal	 to	 require	 mandatory	 reporting	 of	 Medicaid	 EHR	 Incentive	
programs	to	Medicare	ACI.	This	would	only	add	to	the	reporting	burden	for	
physicians	and	again	would	lead	to	an	overwhelming	volume	of	data	for	CMS	
to	process.		As	CMS	gains	experience	and	is	able	to	upgrade	its	data	systems	
and	processes,	it	may	be	appropriate	in	the	future	to	include	Medicaid	data.		
In	short	we	strongly	advise	learning	to	walk	before	trying	to	run.	 	
	

• Clinical	Practice	Improvement	Activities	(CPIA)	Category	
	

o We	 are	 generally	 supportive	 of	 the	 approach	 used	 to	 implement	 the	 CPIA	
category,	 and	 appreciate	CMS’	menu-based	 approach	 among	a	broad	 list	 of	
activities.	We	also	appreciate	 the	90	day	reporting	period	 for	 this	category.	
We	urge	CMS	to	exercise	caution	in	future	years	should	it	consider	changing	
CPIA	time	periods	for	certain	requirements	so	as	to	not	create	unnecessary	
confusion	in	this	category.	
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As	 longtime	proponents	 of	 the	 patient-centered	medical	 home	 (PCMH),	we	
appreciate	that	PCMHs	will	be	recognized	and	will	receive	a	full	score	for	the	
CPIA	category.	The	principles	of	the	PCMH	naturally	align	with	the	purposes	
of	 the	CPIA	category,	and	help	drive	 true	 innovations	and	 improvements	 in	
care	delivery	and	patient	outcomes.	We	strongly	encourage	CMS	to	promote	
the	PCMH	model	to	the	fullest	extent	possible,	including	the	consideration	of	
medical	home	models	that	fall	outside	of	the	definitions	proposed	in	this	rule.	
While	we	believe	the	rule	represents	a	good	start,	we	believe	that	a	broader	
definition	could	benefit	other	providers	who	may	currently	be	participating	
in	medical	home	models	not	captured	by	this	proposed	criteria.	ACOFP	also	
thanks	CMS	for	recognizing	existing	PCMH	accreditation/certification	criteria	
and	 accreditors,	 as	 opposed	 to	 implementing	 a	 separate	 definition	 for	 the	
PCMH.	
	
Regarding	the	calculation	of	the	CPIA	performance	category	for	a	PCMH	that	
applies	to	only	a	portion	of	the	TIN,	we	believe	an	option	is	to	provide	partial	
credit	 for	 the	 PCMH,	 in	 proportion	 to	 the	 lives	 attributed	 to	 the	NPIs	who	
qualify	as	a	PCMH.	
	
ACOFP	 supports	 the	 proposal	 to	 use	 a	 qualified	 registry,	 EHR,	 QCDR,	 CMS	
Web	 Interface	 and	 attestation	 data	 submission	mechanisms.	We	 agree	 that	
this	will	allow	for	greater	access,	ease,	and	consistency	in	submitting	data.	
	
We	would	also	support	continuing	to	allow	yes/no	responses	for	activities	on	
the	CPIA	inventory	beyond	the	first	year.	
	
With	 regard	 to	weighted	 scoring	 for	 the	 CPIA	 category,	we	 agree	with	 the	
proposal	to	weight	the	PCMH	as	the	highest	score.	In	weighting	activities	as	
medium	 or	 high,	 activities	 that	 improve	 care	 in	 the	 long	 term	 should	 be	
weighted	high,	and	shorter	term	improvements	should	be	rated	medium.	
	
We	also	strongly	support	 the	exceptions	 for	small	and	rural	practices.	
Allowing	small	or	rural	practices	to	achieve	the	highest	possible	score	for	this	
category	by	reporting	two	medium-	or	high-weighted	CPIAs	provides	much-
needed	flexibility	for	the	providers	who	need	it	most.	We	strongly	encourage	
CMS	to	take	a	similar	approach	to	other	categories,	and	throughout	the	rule,	
as	it	works	to	finalize	this	NPRM.	
	
For	 ECs	 participating	 in	 APMs,	 we	 support	 CMS’	 approach	 to	 provide	 an	
automatic	50	percent	credit	and	allowing	them	to	report	additional	CPIAs	for	
full	credit.	We	believe	this	approach	reflects	the	feedback	from	the	physician	
community	 to	 abandon	 the	 “pass/fail”	 mentality	 and	 employ	 a	 more	 fair	
system	 that	 recognizes	 physician	 efforts	 at	 all	 levels.	 In	 fact,	 the	 ability	 for	
providers	 in	 a	 variety	 of	 settings	 to	 achieve	 partial	 credit	 is	 an	 important	
consideration,	of	which	we	are	appreciative.	
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As	stated	above,	we	reiterate	our	support	to	preserve	the	criteria	proposed	
in	 this	 section	 beyond	 the	 first	 performance	 year.	 This	 will	 reduce	 the	
number	of	changes	and	potential	confusion	facing	physicians	with	each	new	
year,	and	further,	changes	should	only	be	made	if	warranted.	Changes	should	
not	be	made	for	the	sake	of	change,	but	only	if	there	is	evidence	that	it	would	
improve	the	quality	of	care	for	patients.	
	
Regarding	 CPIA	 subcategories,	 we	 are	 supportive	 of	 CMS’	 proposed	
additional	 subcategories.	 As	 osteopathic	 family	 physicians,	 we	 are	
particularly	appreciative	of	 the	subcategories	 that	reflect	 the	unique	nature	
of	our	 training	and	practice,	especially	Promoting	Health	Equity,	Continuity	
and	Social	and	Community	Involvement,	and	integration	of	primary	care	and	
behavioral	 health.	 As	many	 osteopathic	 family	 physicians	 practice	 in	 rural	
and	underserved	communities,	we	often	provide	a	wider	range	of	care	to	our	
patients	and	partner	closely	with	other	specialists	to	deliver	the	full	scope	of	
care	needed	by	our	patients.	We	support	the	inclusion	of	subcategories	that	
recognize	and	appropriately	reward	providers	who	address	care	disparities,	
especially	in	rural	and	underserved	areas.	
	
With	 regard	 to	 the	 CPIA	 Inventory,	 the	 measures	 as	 proposed	 generally	
appear	to	be	appropriate.	However,	we	would	appreciate	additional	clarity	as	
to	how	CMS	determines	 the	weighting	 for	CPIAs.	The	mechanism	by	which	
CMS	 assigns	 a	weighting	 level	 should	 be	well-defined	 and	 transparent.	We	
also	 encourage	 CMS	 to	 invite	 stakeholder	 feedback,	 including	 the	
implementation	of	a	formal	process	to	nominate	new	CPIA	activities,	prior	to	
implementation.	New	CPIAs	should	be	implemented	in	a	timely	manner	and	
published	well	in	advance	of	their	performance	year.	
	
We	note	an	important	consideration	specific	to	osteopathic	physicians.	
The	 proposed	 activity	 “Participation	 in	Maintenance	 of	 Certification	 (MOC)	
Part	 IV”	 does	 not	 capture	 osteopathic	 family	 physicians	 that	 are	 board	
certified	by	 the	American	Osteopathic	Board	of	Family	Physicians	(AOBFP),	
one	 of	 the	 certifying	 boards	 of	 the	 American	 Osteopathic	 Association.	 DOs	
that	are	board	certified	by	the	AOBFP	participate	in	Osteopathic	Continuous	
Certification	 (OCC),	 a	 parallel	 but	 equally	 rigorous	 process	 to	 MOC.	 The	
parallel	 section	 to	 MOC	 Part	 IV	 is	 Osteopathic	 Continuous	 Certification	
Component	 4	 –	 Practice	 Performance	 Assessment	 and	 Improvement.	 This	
component	 requires	 DOs	 to	 engage	 in	 continuous	 quality	 improvement	
through	 comparison	 of	 personal	 practice	 performance	 measured	 against	
national	standards	for	their	medical	specialty.	
	
Earlier	 this	year,	CMS	added	AOA	Board	Certification	to	Physician	Compare	
(that	 previously	 only	 held	 ABMS	 data),	 allowing	 consumers	 to	 more	
accurately	determine	if	a	DO	is	in	fact	board	certified.		
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We	 urge	 that	 the	 CPIA	 in	 question	 either	 be	 amended	 to	 add	 Osteopathic	
Continuous	 Certification	 Component	 4,	 or	 that	 an	 additional	 new	 CPIA	 for	
OCC	Component	4	be	added,	allowing	physicians	to	choose	between	them	as	
appropriate.	We	propose	 the	 following	description	 for	 either	 “Participation	
in	 Osteopathic	 Continuous	 Certification	 Component	 4	 for	 improving	
professional	 practice	 including	 participation	 in	 a	 local,	 regional	 or	 national	
outcomes	registry	or	quality	assessment	program.	Performance	of	activities	
across	 practice	 to	 regularly	 assess	 performance	 in	 practice,	 by	 reviewing	
outcomes	 addressing	 identified	 areas	 for	 improvement	 and	 evaluating	 the	
results."			

	
MIPS	APM	Scoring	
	

• We	 understand	 CMS’	 reasoning	 in	 requiring	 all	 physicians	 to	 report	 in	 MIPS	 for	
2017,	as	those	in	APMs	will	have	no	guarantees	they	qualify	as	an	Advanced	APM	for	
the	payment	adjustments	in	2019.	With	that	said,	we	have	concerns	with	how	2017	
data	will	ultimately	be	analyzed	and	urge	CMS	to	ensure	that	individual	ECs	are	not	
unduly	held	to	a	higher	standard	due	to	the	inclusion	of	MIPS	APM	performance.	
	
Physicians	in	APMs	are	distinct	from	other	ECs	in	that	they	typically	have	access	to	
different	levels	of	resources	and	have	made	more	substantial	progress	toward	in	the	
transition	to	value-based	care.	If	future	MIPS	thresholds	are	skewed	by	the	inclusion	
of	APM	participants,	 this	will	again	disproportionately	affect	smaller	practices	and	
solo	practitioners	who	will	be	subject	to	higher	thresholds	and	will	almost	certainly	
never	be	able	to	participate	as	meaningfully	or	achieve	incentives,	even	if	they	are	
improving	care	and	meeting	the	goals	of	MACRA.	In	all	likelihood,	these	physicians	
will	be	subject	 to	negative	payment	updates.	Given	the	requirement	 for	MACRA	to	
be	 a	 budget-neutral	 program,	 the	 incentive	 payments	 for	 larger,	 more	 well-
resourced	 practices	 will	 be	 funded	 by	 smaller	 and	 solo	 practices.	 This	 is	 not	 a	
sustainable	 approach	 and	 we	 believe	 it	 would	 make	 Medicare	 participation	
financially	 untenable	 for	 a	 large	 number	 of	 small	 practices.	 As	 ACOFP	 and	 other	
stakeholders	 worked	 with	 Congress	 to	 develop	 MACRA,	 it	 was	 commonly	
understood	 that	 this	 program	was	 intended	 to	 ensure	 that	 practices	 of	 all	 shapes	
and	sizes	would	be	able	to	participate	in	a	meaningful	way	and	that	there	would	be	
equal	 opportunity	 to	 succeed.	 CMS	 should	 ensure	 that	MIPS	APMs	are	 considered	
separately	 from	 physicians	 not	 in	 APMs	 for	 the	 purposes	 of	 establishing	 2019	
payment	adjustments.	
	
Additionally,	we	urge	CMS	to	ensure	 that	MIPS	reporting	and	weighting	proposals	
do	not	result	 in	a	system	that	picks	winners	and	 losers	with	regard	to	APMs.	CMS	
importantly	 notes	 that	 not	 all	 APMs	 align	 perfectly	 with	 MIPS	 reporting	
requirements,	but	we	are	concerned	that	the	reweighting	of	other	categories	would	
put	 some	 APMs	 at	 a	 significant	 disadvantage	 compared	 to	 others.	 This	 would		
inevitably	 lead	 to	 some	 APMs	 being	 perceived	 as	 more	 valuable	 regardless	 of	
appropriateness	for	the	practice.	We	do	not	believe	the	underlying	intent	of	MACRA	
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is	to	limit	or	artificially	constrain	the	universe	of	available	APMs	–	in	fact,	quite	the	
opposite.		

	
MIPS	Composite	Scoring	Methodology	
	

• ACOFP	supports	a	minimum	of	20	ECs	reporting	on	a	measure	in	the	same	cohort	in	
the	 same	 baseline	 period	 for	 that	 measure	 to	 be	 validated.	 We	 also	 support	 a	
minimum	of	20	cases	per	EC	to	be	reported	for	each	measure.	

	
Concerning	the	scoring	of	the	quality	performance	category	of	MIPS,	we	believe	the	
current	methodology	is	far	too	complex	to	be	informative	to	ECs.	CMS	should	work	
to	ensure	this	system	is	transparent	and	provide	physicians	with	a	simple	process	
that	allows	them	to	independently	monitor	and	verify	their	own	progress.	This	will	
eliminate	 any	 year-end	 surprises	 and	 provide	 more	 constant	 monitoring	 of	
progress.	
	
We	do	appreciate	CMS’	intent	to	publish	benchmarks	in	advance	of	the	performance	
year,	 but	 have	 serious	 concerns	 with	 the	 proposal	 to	 use	 pre-MACRA	 data	 and	
multiple	methodologies	for	establishing	baselines.	We	are	also	concerned	that	with	
the	 establishment	 of	 baseline	 benchmarks	 could	 potentially	 be	 too	 high,	 leaving	
little	room	for	improvement	in	subsequent	years.	We	therefore	urge	CMS	to	take	a	
more	graduated	approach	by	implementing	baseline	benchmarks	using	MACRA	data	
(that	is,	from	2017	and	beyond).	For	any	new	measure,	we	strongly	believe	that	the	
first	year	a	measure	is	implemented,	results	should	not	be	used	in	scoring,	but	only	
for	 setting	 the	 baseline	 for	 the	 following	 year.	 When	 a	 measure	 is	 subsequently	
adopted	 for	 scoring,	 physicians	 should	 be	 provided	 with	 the	 baseline	 well	 in	
advance	 and	 should	 have	 the	 opportunity	 to	 assess	 their	 own	 performance	 and	
implement	improvements.		This	would	likely	require	a	two	year	cycle,	the	first	year	
for	determining	the	baseline,	and	the	second	year	to	allow	physicians	to	incorporate	
the	measure	into	their	practices	for	scoring.	
	
For	ACI,	we	refer	to	our	previously	mentioned	concerns,	and	oppose	the	proposed	
scoring	methodology	 for	ACI.	We	 implore	CMS	to	 fundamentally	reexamine	how	it	
approaches	ACI.	
	
We	generally	 support	 the	proposals	 for	 the	 scoring	of	 the	Resource	Use	and	CPIA	
categories.	For	Resource	Use,	we	encourage	CMS	to	stratify	data	by	cohorts	of	ECs	
and	provide	 timely	 feedback	reports	with	analyses	 that	 identify	opportunities	and	
challenges	for	ECs.	We	also	are	concerned	that	small	practices	with	fewer	patients	
may	be	adversely	 impacted	by	a	single	high	expense	patient.	 	We	recommend	that	
CMS	set	a	reasonable	individual	patient	threshold	above	which	the	patient	would	be	
removed	from	resource	use	scoring.		For	CPIA,	we	support	higher	weighting	of	more	
resource-intensive	CPIA.	
	
We	 support	 the	 use	 of	 improvement	 benchmarks	 to	 reward	 ECs	who	 continue	 to	
make	progress	in	any	performance	category.		
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We	 appreciate	 CMS’	 efforts	 to	 implement	 composite	 performance	 scoring	 per	
statute,	and	we	are	further	encouraged	by	the	stated	intent	to	reduce	the	weight	of	
the	quality	category	and	 increase	 the	weight	of	 the	CPIA	category.	We	believe	 this	
represents	an	understanding	of	the	importance	of	activities	directly	attributable	to	
physicians	that	improve	care	both	in	terms	of	quality	and	access.	We	also	appreciate	
that	 certain	 exceptions	 allow	CMS	 to	 reweight	 categories,	 but	would	 caution	 CMS	
not	to	place	too	much	weight	in	any	one	category.		

	
MIPS	Payment	Adjustment	
	

• ACOFP	 supports	 using	 the	 TIN/NPI	 for	 purposes	 of	 identifying	 appropriate	 MIPS	
payment	adjustments	for	each	EC,	regardless	of	whether	they	report	as	a	group	or	
individual.	
	
For	ECs	who	 transition	out	of	a	group	or	APM	during	 the	performance	period,	we	
support	calculating	the	performance	score	for	each	reporting	situation	as	necessary,	
weighted	 by	 the	 percentage	 of	 the	 performance	 period	 in	 which	 reporting	 was	
performed	in	that	setting.	The	EC	would	be	assigned	the	highest	of	these	scores.	
	
For	groups	or	MIPS	APMs	who	lose	an	EC	during	the	performance	period,	that	EC’s	
data	should	be	included	in	the	data	used	to	determine	the	performance	score	for	the	
group.	If	an	EC	joins	a	group	or	MIPS	APM	in	the	middle	of	a	performance	period,	we	
support	that	the	EC	should	identify	with	the	group	or	MIPS	APM	within	30	days	of	
joining,	 and	 all	 data	 from	 that	 provider	 during	 the	 performance	 period	 should	
contribute	to	the	performance	score.	
	
Similar	 to	 our	 earlier	 comments,	 performance	 thresholds	 should	 be	 determined	
using	data	available	 from	performance	 in	 the	MACRA	program,	and	should	not	be	
based	upon	pre-MACRA	years.	We	recognize	 that	CMS	 is	 limited	by	 statute	 in	 this	
regard,	 and	 we	 offer	 our	 support	 to	 work	 with	 you	 and	 Congress	 to	 achieve	 a	
workable	solution.	
	
Finally,	 we	 again	 ask	 CMS	 to	 ensure	 that	 adjustment	 factors	 do	 not	
disproportionately	harm	small	and	solo	practitioners,	especially	those	in	rural	and	
underserved	 areas,	who	 simply	do	not	 have	 the	 same	 resources	 as	 practices	with	
greater	resources.	

	
MIPS	Composite	Performance	Score	Review	and	Correction	
	

• We	support	an	EC’s	ability	to	review	their	identifier	information,	reported	data	for	
measures,	 resulting	 performance	 scores	 for	 MIPS	 categories,	 and	 composite	
performance	 score.	 We	 support	 quarterly	 feedback	 received	 in	 a	 timely	 manner	
from	 CMS	 to	 ECs	 on	 these	 metrics,	 including	 analysis	 of	 trends	 and	 projected	
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performance	for	the	performance	period.		It	is	essential	that	ECs	have	a	formalized	
mechanism	by	which	they	can	dispute	erroneous	information	in	any	of	these	areas.	
	
Feedback	 reports	 that	 indicate	 an	 EC	 may	 fall	 below	 the	 threshold	 necessary	 to	
avoid	a	negative	payment	adjustment,	reports	should	include	insights	as	to	what	the	
EC	 can	 do	 to	 improve	 their	 score.	 In	 the	 future,	we	 encourage	 CMS	 to	work	with	
vendors	to	create	a	system	where	feedback	is	available	through	HIT	systems	in	real-
time,	so	that	performance	can	be	monitored	at	any	time.	
	
For	targeted	review	and	data	validation,	physicians	must	be	given	adequate	time	to	
respond	to	requests	and	review	information.	For	targeted	review,	we	support	CMS’	
suggestion	 that	more	 than	 60	 days	 after	 the	 performance	 period	may	 be	 helpful.	
Additionally,	physicians	should	have	the	necessary	tools	to	appeal	decisions.	

	
Third	Party	Data	Submission	
	

• We	support	 that	 third	parties	would	be	authorized	by	ECs	to	submit	data	on	their	
behalf.	 These	 third	 parties	 may	 include	 QCDRs,	 qualified	 registries,	 or	 health	 IT	
vendors.	In	the	case	that	an	ECs	third	party	product/vendor	be	unable	to	accurately	
submit	data,	the	physician	should	not	be	penalized.	
	
The	ACOFP’s	QualityMarkers	program	is	a	valuable	tool	for	a	number	of	osteopathic	
family	 physicians,	 and	we	 believe	 that	 it	 fits	 neatly	within	MACRA	 as	 a	 reporting	
tool.	 ACOFP	 will	 gladly	 work	 with	 CMS	 to	 ensure	 that	 this	 critical	 application	 is	
recognized	appropriately.	

	
Physician	Compare	
	

• While	we	 appreciate	 the	 efforts	 to	 improve	 publicly	 available	 Physician	 Compare	
data,	we	maintain	our	concerns	with	the	existing	challenges	of	this	program.	We	are	
especially	 concerned	with	 the	 inclusion	of	MIPS	data	 as	we	 transition	 to	 this	new	
system,	and	believe	 there	 is	a	significant	possibility	 that	 this	data	will	not	provide	
consumers	with	an	accurate	picture	of	a	physician’s	clinical	quality	as	intended.	We	
therefore	urge	CMS	to	extend	the	preview	period	to	60	days,	which	would	allow	a	
more	 sufficient	 review	of	 the	data	and	would	give	providers	more	 time	 to	 correct	
any	mistakes.	

	
Advanced	APMs	
	

• ACOFP	believes	the	Advanced	APM	section	of	the	rule	runs	counter	to	the	intent	of	
statute	 in	 that	 it	 is	 overly	 restrictive	 and	 unfairly	 limits	 participation	 in	 the	 APM	
pathway.	Further,	as	 the	term	“Advanced	APM”	does	not	appear	 in	statute,	we	are	
concerned	that	 this	 term	and	 its	 justification	within	the	rule	are	used	 in	a	manner	
that	intentionally	subverts	statute.	
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Under	the	proposed	rule,	osteopathic	family	physicians	would	be	severely	limited	in	
their	 ability	 to	 participate	 in	 an	 APM	 that	 qualifies	 for	 the	 5	 percent	 positive	
payment	adjustment	for	2019-2024.	It	is	our	belief	that	the	purpose	of	incentivizing	
APMs	under	MACRA	was	to	encourage	more	participation,	not	less.	While	the	stated	
intent	 within	 the	 rule	 is	 to	 maximize	 participation	 in	 Advanced	 APMs	 and	 other	
APMs,	the	criteria	appears	not	to	support	this	contention.	

	
Under	 the	proposed	criteria,	only	six	models	would	qualify	as	Advanced	APMs	 for	
the	2017	performance	year.	These	models	are	 the	Comprehensive	ESRD	Care	LDO	
Arrangement	(CEC),	the	Comprehensive	Primary	Care	Plus	(CPC+)	model,	Medicare	
Shared	Savings	Program	Tracks	2	and	3,	the	Next	Generation	ACO	Model	(NextGen),	
and	 the	 Oncology	 Care	 Model	 two-sided	 risk	 arrangement	 (OCM).	 Clearly,	 the	
application	 of	 this	 criteria	 not	 only	 severely	 limits	 participation	 for	 many	
osteopathic	family	physicians,	but	for	thousands	of	other	providers	as	well.		

	
For	 example,	 the	 CPC+	 program	 will	 be	 limited	 to	 5,000	 practices	 and	 will	 be	
geographically	 limited	 to	 twenty	 regions	 within	 the	 U.S.	 This	 is	 the	 only	 medical	
home	 model	 that	 will	 be	 recognized	 as	 an	 Advanced	 APM	 under	 the	 proposed	
criteria,	yet	 the	vast	majority	of	practicing	physicians	will	be	unable	to	participate	
and	receive	the	5	percent	APM	incentive	payment.	We	do	not	feel	that	this	captures	
the	 intent	of	 the	MACRA	 legislation.	Setting	 these	unnecessarily	restrictive	criteria	
can	 only	 lead	 to	 a	 greater	 division	 between	 solo/small	 practices	 and	 larger,	well-
resourced	practices,	 and	 creates	 a	 “closed	 loop”	 of	 a	 small	 subset	 of	 practitioners	
who	can	achieve	the	requirements	and	receive	payment	bonuses.	

	
For	 the	 proposed	 financial	 risk	 standards	 for	 medical	 homes,	 we	 support	 CMS’	
proposal	for	lower	nominal	risk	standards	for	medical	homes	that	are	an	APM	Entity	
with	 fewer	 than	50	ECs.	We	believe	 this	 is	an	 important	consideration	 that	would	
lessen	the	participation	barriers	for	medical	homes,	but	we	strongly	encourage	CMS	
to	not	increase	the	total	financial	risk	in	subsequent	years.	We	support	maintaining	
the	risk	standard	for	Medical	Home	Models	at	2.5	percent.	

	
With	 regard	 to	 the	Medical	 Home	Model	 Expanded	 under	 1115A(c)	 of	 the	 Social	
Security	Act	(as	added	by	the	Patient	Protection	and	Affordable	Care	Act),	CMS	notes	
that	 the	 Medical	 Home	 Model	 criterion	 cannot	 be	 met	 unless	 a	 model	 has	 been	
expanded	under	this	section.	We	believe	that	the	Patient-Centered	Medical	Home,	as	
a	 proven	model	 of	 improving	 care	 and	 increasing	 value	 at	 lower	 cost,	 should	 be	
deemed	as	expanded	under	Section	1115A(c)	for	the	purposes	of	MACRA.	

	
The	 value	 of	 the	 PCMH	 is	 recognized	 in	 the	 MIPS	 section	 by	 fully	 meeting	 the	
requirements	of	the	Clinical	Practice	Improvement	Activity	category.	We	appreciate	
this	consideration	and	believe	it	is	appropriate,	however,	we	argue	that	the	value	of	
the	PCMH	extends	beyond	the	CPIA	category	and	should	be	recognized	further	as	an	
Advanced	APM.	The	PCMH	and	the	medical	home	model	meet	criteria	comparable	
to	 medical	 homes	 expanded	 under	 Section	 1115A(c)	 and	 should	 qualify	 as	 an	
Advanced	 APM.	 We	 believe	 the	 interpretation	 that	 a	 model	 must	 have	 been	
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expanded	under	Section	1115A(c)	 runs	counter	 to	congressional	 intent	 in	crafting	
this	section.	

	
If	 this	 proposal	 is	 finalized	 and	 implemented,	 it	 will	 only	 serve	 to	 separate	
physicians	currently	participating	in	successful,	innovative	models	of	care	from	the	
Advanced	APM	pathway	and	will	instead	force	them	into	MIPS.	

	
We	support	the	addition	of	multiple	pathways	for	medical	homes	to	be	included	in	
the	 Advanced	 APM	 section	 that	 would	 allow	 eligible	 medical	 home	 programs	 to	
qualify	for	the	first	adjustment	year	of	2019:	
	
PATHWAY	1.	EXPEDITED	REVIEW	OF	CPC:		

	
A. Immediately	 initiate	 plans	 to	 undertake	 an	 expedited	 analysis	 of	 the	

results	 of	 the	 Comprehensive	 Primary	 Care	 initiative	 (CPC)	 to	 determine	
whether	 the	 statutory	 requirements	 for	 expansion	 by	 the	 Secretary	 are	
met	(i.e.,	Section	1115A(c),	cited	above).	This	analysis	should	be	completed	
no	later	than	six	months	from	promulgation	of	the	final	rule	to	allow	for	a	
determination	to	expand	CPC	in	time	for	medical	home	practices	to	qualify	
as	advanced	APMs	in	2019.		The	five	comprehensive	primary	care	functions	of	
the	 CPC	 –	 Access	 and	 Continuity,	 Care	 Management,	 Comprehensiveness	 and	
Coordination,	 Patient	 and	 Caregiver	 Engagement,	 and	 Planned	 Care	 and	
Population	Health	–	all	align	naturally	with	the	tenets	of	the	medical	home	model	
as	CMS	appears	to	describe	in	the	proposal.	

	
• In	parallel	with	this	analysis,	CMS	should	initiate	advanced	planning	

to	 develop	 their	 expansion	 approach	 for	 the	 CPC	 program,	
consistent	 with	 improvements	 included	 in	 CPC+.	 	 This	 expansion	
should	take	place	nationally	with	regard	to	Medicare	payments	 to	 those	
practices	 that	 apply,	 attest	 to	 the	 five	 comprehensive	 primary	 care	
functions,	 and	 are	 able	meet	 the	milestones	 over	 the	 course	 of	 a	 given	
timeframe	that	is	clearly	articulated	in	advance.	 	Other	payers	should	be	
actively	invited	to	apply	to	collaborate	with	Medicare.	Practices	should	be	
fully	 informed	 in	 advance	 of	 finalizing	 their	 agreements	 with	 CMS	 to	
participate	 as	 to	 whether	 or	 not	 their	 other	 regional	 payers	 are	
participating.	

	 	
PATHWAY	 2.	 Establish	 a	 deeming	 program	 or	 process	 to	 enable	 practices	
enrolled	 in	medical	 home	 programs	 run	 by	 states	 (including	 state	Medicaid	
programs),	 other	 non-Medicare	 payers,	 and	 employers	 as	 being	 deemed	 to	
have	 met	 criteria	 “comparable	 to	 medical	 homes	 expanded	 under	 section	
1115A9	(c)”	

	
A. A	deemed	PCMH	program	is	one	that:	
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a. has	 a	 demonstrated	 multi-year	 track	 record	 of	 support	 by	 non-
Medicare	 payers,	 state	 Medicaid	 programs,	 employers,	 and/or	
others	in	a	region	or	state;	

	
b. shares	 data	 with	 participating	 practices	 to	 assist	 them	 in	

improving	quality	and	lowering	costs;	
	

c. provides	 financial	 support	 such	 as	 risk-adjusted	 prospective	 per	
enrollee	 payments	 for	 care	 coordination	 to	 the	 practices	 and/or	
other	types	of	support	to	such	practices;	and	

	
d. submits	sufficient	data	to	the	Secretary	that	the	deemed	program,	

based	on	the	experience	of	 the	patient	populations	served	by	the	
program,	can	be	expected	to:	
	

i. reduce	Medicare	spending	without	 reducing	 the	quality	of	
care;	or		

	
ii. improve	 the	 quality	 of	 patient	 care	 without	 increasing	

Medicare	spending.	
	

B. The	PCMH	practice	in	a	deemed	program	would	need	to	provide	patient-
centered	 care	 to	 Medicare	 beneficiaries,	 as	 well	 as	 the	 other	 patient	
populations	 served	 by	 the	 deemed	 program,	 consistent	 with	 the	
requirements	 that	 are	 outlined	 for	 the	 Medical	 Home	 Model	 in	 the	
proposed	rule.	

	
a. The	 PCMH	 practice	 in	 a	 deemed	 program	 would	 qualify	 as	 a	

Medical	Home	Model	that	 is	an	advanced	APM,	without	having	to	
bear	more	than	nominal	financial	risk	(per	the	intent	of	the	law)—
and	therefore	the	participating	practices	in	that	program	would	be	
eligible	 to	be	qualifying	participants	(QPs)	and	not	be	part	of	 the	
MIPS	 program,	 but	 rather	 would	 receive	 the	 5	 percent	 bonus	
payment	on	their	Medicare	fee-for-service	payments,	should	their	
Medicare	Part	B	payments	meet	the	required	threshold.	

	
b. Along	those	 lines,	ACOFP	recognizes	that,	per	the	statute	 in	2019	

and	 2020,	 at	 least	 25	 percent	 of	 the	 payments	 to	 the	 APM	
participant	 must	 come	 from	 Medicare	 Part	 B	 in	 order	 for	 that	
clinician	 to	 be	 determined	 to	 be	 a	 qualifying	 participant	 and	
receive	the	5	percent	advanced	APM	bonus	on	their	Medicare	Part	
B	 reimbursements.	 	 As	 per	 the	 law,	 this	 threshold	 to	 be	 a	
qualifying	 APM	 participant	 would	 then	 broaden	 to	 include	
payments	from	the	other	payers	as	an	option,	starting	in	2021.	
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C. This	 deeming	 process	 should	 use	 the	 five	 comprehensive	 primary	 care	
functions	as	its	criteria,	along	the	lines	of	how	the	Agency	is	expected	to	
be	able	to	expand	the	CPCi	program.		Newly	deemed	programs	would	not	
be	 eligible	 for	 the	 additional	 financial	 support	 that	 CPCi	 provides	 (i.e.,	
care	 management	 fees	 and	 shared	 savings)	 provided	 by	 Medicare;	
however,	 they	 would	 still	 be	 able	 to	 receive	 any	 additional	 payment	
incentives	 being	 provided	 by	 the	 other	 payers	 and	 also	 the	 5	 percent	
bonus	 payment	 on	 Medicare	 fee-for-service	 reimbursements	 over	 the	
course	of	time	that	those	bonuses	are	available.	

	
PATHWAY	 3.	 Allow	 inclusion	 of	medical	 home	 programs	 as	 advanced	 APMs	
that	meet	 the	Medical	 Home	Model	 Standard	 for	 financial	 risk	 and	 nominal	
amount	 as	 outlined	 in	 the	 proposed	 rule.	 	 While,	 as	 outlined	 above,	 the	 law	
specifically	 calls	 for	medical	home	programs	 to	be	advanced	APMs	without	 taking	
on	 financial	 risk,	 ACOFP	 supports	 the	 latitude	 that	 CMS	 has	 taken	 to	 establish	
separate	financial	risk	and	nominal	amount	standards	for	the	Medical	Home	Model	
to	 be	 used	 as	 needed	 until	 such	 time	 as	 CMS	 completes	 an	 expedited	 review	 and	
expansion	of	CMMI,	and	creates	a	“deemed”	PCMH	program	pathway	for	advanced	
APMs,	 as	 described	 above.	 This	 is	 particularly	 important	 given	 the	 very	 limited	
ability	 of	 most	 medical	 home	 practices	 to	 take	 on	 any	 substantial	 financial	 risk	
above	their	significant	investment	in	practice	redesign	and	ongoing	improvement.		

	
Overarching	Concerns	
	

• ACOFP	wholeheartedly	supports	the	goals	of	MACRA	in	reducing	the	overall	burden	
and	costs	upon	physicians	participating	in	the	Medicare	program	in	order	to	deliver	
more	effective,	efficient	care.	 In	 its	current	 form	in	 the	proposed	rule,	we	see	 true	
efforts	 to	 reduce	existing	burdens	and	address	stakeholder	concerns.	By	 the	same	
token,	 however,	 we	 also	 see	 cause	 for	 grave	 concern	 in	 proposals	 that	 increase	
burdens	and	complexity,	and	curious	persistence	in	pushing	forward	proposals	with	
limited	 evidence	 of	 success	 or	 effectiveness.	 We	 also	 believe	 that	 CMS	 severely	
underestimates	 the	 administrative	 burdens	 that	 MACRA	 will	 place	 on	 physicians	
both	in	terms	of	time	and	costs.		
	
CMS	estimates	the	total	annual	financial	burden	of	the	program	to	be	approximately	
$1.3	billion,	 the	vast	majority	of	which	will	be	borne	by	clinicians.	This	represents	
$1.3	billion	that	will	be	unavailable	for	patient	care.	As	statute	requires	the	program	
to	 be	 implemented	 and	 carried	 out	 in	 a	 budget-neutral	 manner,	 health	 care	
providers	will	collectively	bear	this	$1.3	billion	burden	for	the	opportunity	to	gain	
or	 lose	 $863	million	 in	 incentives.	 Given	 the	 heavy	 financial	 costs	 of	 the	 program	
and	the	limited	opportunity	to	recoup	these	costs,	we	are	concerned	that	many	ECs	
will	 see	 little	 incentive	 to	 participate	 in	 the	 Medicare	 program,	 which	 is	 not	 the	
outcome	desired	by	ACOFP	and	our	members,	nor	do	we	believe	that	is	the	desire	of	
legislators,	 CMS,	 and	 the	 Administration.	 As	 CMS	 reexamines	 the	 proposed	 rule	
under	 the	 lens	 of	 stakeholder	 feedback,	 we	 strongly	 urge	 you	 to	 perform	 a	
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comprehensive	 review	 of	 the	 program	with	 an	 eye	 toward	 dramatically	 reducing	
costs.	
	
Again,	we	highlight	 the	significant	negative	 impact	 the	proposed	rule	will	have	on	
solo	and	small	practices,	as	well	as	practices	in	rural	and	underserved	areas.	As	the	
Medicare-eligible	 population	 continues	 to	 grow	 rapidly	 each	 day,	 the	 Medicare	
program	must	 be	 able	 to	 ensure	 robust	 physician	participation	 in	 the	program	 to	
provide	 high-quality	 care	 for	 these	 patients.	 Solo	 and	 small	 practitioners	 are	 a	
critical	 part	 of	 this	 network	 and	must	 be	 accommodated	 to	 ensure	 they	 have	 an	
opportunity	to	succeed	just	as	larger	practices	do.	ACOFP	appreciates	the	provisions	
of	the	law	that	provide	technical	assistance	to	small	practices,	especially	with	regard	
to	the	priority	given	to	practices	in	rural	areas,	in	the	form	of	$20	million	per	year	
for	a	period	of	five	years.	We	recognize	that	CMS	is	bound	by	the	law	to	distribute	
this	 funding	 through	 contracts	 with	 quality	 improvement	 organizations,	 regional	
extension	 centers,	 and	 similar	 organizations,	 but	we	 strongly	 urge	 CMS	 to	 ensure	
that	 this	assistance	actually	benefits	physicians	 in	 small	practices	working	 to	help	
move	 the	 Medicare	 program	 forward.	 It	 is	 critical	 to	 ensure	 that	 this	 funding	
actually	helps	small	practices,	and	 is	not	 lost	 to	administrative	costs,	overhead,	or	
other	 activities	 that	 do	not	 further	 the	 goals	 of	 this	 provision	 and	 of	MACRA	 as	 a	
whole.		
	
While	we	have	shared	a	number	of	serious	concerns	with	the	proposed	rule	in	this	
response,	we	acknowledge	 the	monumental	 task	of	 implementing	one	of	 the	most	
significant	changes	to	Medicare	in	decades.	We	also	deeply	appreciate	CMS’	recent	
efforts	 to	 improve	 communication	 with	 stakeholders,	 more	 explicit	
acknowledgement	 of	 the	 shortcomings	 of	 existing	 programs,	 and	 for	 what	 we	
perceive	as	a	greater	willingness	to	collaborate	with	physician	groups.		
	
As	you	work	to	improve	this	rule	by	incorporating	stakeholder	feedback,	we	submit	
our	comments	and	offer	that	ultimately,	osteopathic	family	physicians	are	driven	to	
our	 profession	 by	 a	 desire	 to	 provide	 whole-person,	 patient-centered	 care	 –	 a	
philosophy	that	is	supported	by	the	ability	to	spend	more	face-to-face	time	with	our	
patients,	 not	 less.	We	 respectfully	 encourage	 you	 to	 use	 this	 philosophy	 to	 guide	
your	future	efforts.		
	
Should	 you	need	 any	 additional	 information	 or	 have	 any	questions,	 please	do	not	
hesitate	 to	 reach	 out	 to	 ACOFP	 directly	 by	 contacting	 Ryan	 McBride,	 Director	 of	
Government	Relations,	at	ryanm@acofp.org	or	at	(202)	349-8760.			

	
Sincerely,	
	

	
Larry	Anderson,	DO,	FACOFP	dist.	
ACOFP	President	


