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The Medicare Rights Center (Medicare Rights) appreciates the opportunity to comment on the proposed rule,  

“Revisions to Payment Policies Under the Physician Fee Schedule and Other Revisions to Part B for CY 2016” 

(CMS-1631-P). Medicare Rights is a national, nonprofit organization that works to ensure access to affordable 

health care for older adults and people with disabilities through counseling and advocacy, educational programs, 

and public policy initiatives.  

 

Medicare Rights serves over two million beneficiaries, family caregivers, and professionals through its national 

helpline and educational programming annually. If you have questions about our comments or require additional 

information, please contact Stacy Sanders, Federal Policy Director, at ssanders@medicarerights.org or 202-637-

0961 and Casey Schwarz, Policy and Client Services Counsel, at cschwarz@medicarerights.org or 212-204-6271.  

 

In general, we find the proposed rule includes many improvements to the Medicare fee-for-service program that 

will enhance care for older adults and people with disabilities. Specifically, we support the proposed addition of 

reimbursement for high-quality, effective advance care planning, the many consumer-friendly updates to the 

Physician Compare Website, and the potential expansion of the Comprehensive Primary Care Initiative.  

 

Provisions of the Proposed Rule for the Physician Fee Schedule (PFS) 

 

Improving Payment Accuracy for Primary Care and Care Management Services: We applaud CMS’ 

recognition of care management as a critical component of primary care, and its commitment to altering payment 

accordingly. We appreciate the steps CMS has already taken to refine the PFS to appropriately value care 

management (for example, by paying separately for transitional care management and chronic care management) 

mailto:ssanders@medicarerights.org
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and the continued commitment reflected in the proposed PFS. We support adjustments to codes to reflect more 

accurately the extensive cognitive work and increased interdisciplinary collaboration required in chronic care 

management. 

 

We urge CMS to continue to pursue payment changes that reflect and recognize the activities and effort physicians 

and other practitioners dedicate to partnering with patients and families in managing care. The most effective care 

management activities are done in partnership and collaboration with patients (and as appropriate, family 

caregivers). When done well, partnering with patients and families on these activities may require additional time 

and resources on the part of clinicians, but yield more successful care management strategies that better meet the 

needs of patients and families and lead to better health outcomes. To this end, we encourage CMS to consider codes 

that reflect the additional time required to collaborate with patients and families. To ensure meaningful engagement 

and to avoid gaming or abuse, such codes should be accompanied by appropriate consumer protections and by 

robust quality metrics that capture patient-reported outcomes and experiences.    

 

Consumer protections should include documentation of conversations about care planning costs and cost sharing, 

mandatory documentation of privacy decisions, and mechanisms for patient feedback. We also encourage CMS to 

closely monitor concierge and other extra services physician arrangements. As enhanced care coordination is 

increasingly compensated for under the Medicare PFS, concierge arraignments that offer only this additional 

benefit may no longer be appropriate under the Office of the Inspector General (OIG) rules.   

 

Establishing Separate Payment for Collaborative Care: We strongly support efforts to reward physicians for 

inter-professional consultations and collaboration, especially between primary care and specialist providers. Yet, 

we believe that beneficiaries should be fully aware of the involvement of specialists in their care, as well as the 

associated benefits and costs of the collaboration between the beneficiary’s primary care provider and a specialist.  

 

Essentially, because of the financial liability that collaborative consultations between providers could place on 

beneficiaries, we strongly support CMS’ proposal to consider a Center for Medicare and Medicaid Innovation 

(CMMI) model to test the effectiveness of a waiver of beneficiary cost sharing for such inter-professional 

consultations. As CMS states in the proposed rule, without appropriate beneficiary protections and notifications 

concerning inter-provider collaboration, the beneficiary could end up paying for services they were not aware were 

being rendered.  In considering such a waiver, CMS should also consider audit and other enforcement mechanisms 

to ensure that services are actually being provided, as beneficiaries may be less likely to notice or report billing for 

services not rendered if they are not subject to cost sharing.   

 

We also support requiring integration of health information technology into collaboration efforts undertaken by 

primary care and specialist providers. Specifically, as part of collaborative care/care management services, we 

suggest that CMS implement similar requirements to those proposed for the Meaningful Use program: providers 

should be encouraged to electronically send “summary of care” documents and to incorporate these documents into 

transitions of care. 

 

Finally, as we transition into new delivery system models that emphasize team-based care, we note that, in the 

future, these electronic platforms can support collaborative care by connecting all individuals involved in the care 

of a beneficiary—including their providers, social supports, family members, and beneficiaries themselves—in the 

collective work towards individually-identified goals. As the field of collaborative care evolves, we encourage 

CMS to look to future uses of technologies like electronic platforms and applications to support partnerships 

between beneficiaries, families, and their care team.  
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Valuation of Specific Codes for Advance Care Planning: We support the proposal to add new codes recognizing 

separate payment for advance care planning. According to the National Institute of Aging, more than one in four 

older adults face questions about medical treatment near the end of life, but may not be able to make those 

decisions on their own.
1
 Cognitive impairment is common among older adults; in fact, some estimates show that 

over 40 percent of older adults have mild dementia or cognitive impairment and over 20 percent have severe 

dementia—such conditions contribute to the difficulty of individuals making end-of-life decisions on their own.
2
 

Unfortunately, most people have no documentation of their preferences for care at the end-of-life or during 

incapacitation, and very few have even talked with their family or provider about their wishes.
3
  

 

Given this, we commend CMS for expanding payment for additional advance care planning. Advance care planning 

allows patients and families to learn about the types of decisions that they might need to make near the end of life 

and to consider those decisions ahead of time. Importantly, advance care planning also allows patients to alert 

others, including providers and family members, about their preferences and legally document those preferences. 

This documentation is especially important if an individual is no longer able to advocate for themselves.  

 

Ideally, advance care planning conversations should encompass the whole end-of-life care process, clarification of 

end-of-life values and goals, and recording of preferences in written documents and medical orders.
4
 According to 

the Institute of Medicine (IOM), advance care planning conversations should: occur with a patient’s designated 

health care provider along with appropriate members of the clinical team and with patient-identified family 

caregivers; be recorded and updated as needed; and allow for flexible decision making in the context of the 

patient’s current medical situation.
5
 We appreciate that the proposed codes incorporate many of these standards and 

goals, providing flexibility to extend advance care planning discussions beyond a thirty-minute deadline and to 

schedule discussions for times that best suit patient needs.  

 

Advance care planning gives patients, and their families, the opportunity to prepare mentally and emotionally for 

death. Older individuals who have discussions about their end-of-life planning are much more likely to have their 

end-of-life preferences known and followed, and their family members suffer significantly less stress, anxiety, and 

depression after their family members’ deaths. Yet, many patients may be reluctant to engage in advance care 

planning unless initiated by their provider.
6
  

 

To implement effective advance care planning, working closely with patients and their families is critical. 

Implementation of and reimbursement for advance care planning should be designed to give beneficiaries and their 

families the support they need at the appropriate time, in an appropriate setting, delivered by the appropriate team 

of qualified individuals. Trained providers should: 

 

 Proactively begin conversations with patients and family about end-of-life planning.  

                                                
1 National Institute on Aging, U.S. Department of Health and Human Services. (2014, March.) Advance Care Planning. Retrieved 24 August 2015, from 

https://www.nia.nih.gov/health/publication/advance-care-planning  
2 Nicholas, L. et al. (2014, April.) Advance Directives And Nursing Home Stays Associated With Less Aggressive End-Of-Life Care For Patients With Severe 

Dementia. Health Affairs. Retrieved 24 August 2015, from http://content.healthaffairs.org/content/33/4/667.full  
3 (IOM) Institute of Medicine. (2015.) Dying in America:  Improving quality and honoring individual preferences near the end of life. Retrieved 24 August 

2015, from http://iom.nationalacademies.org/Reports/2014/Dying-In-America-Improving-Quality-and-Honoring-Individual-Preferences-Near-the-End-of-

Life.aspx  
4 Id.  
5 Id.  
6 Id.  

https://www.nia.nih.gov/health/publication/advance-care-planning
http://content.healthaffairs.org/content/33/4/667.full
http://iom.nationalacademies.org/Reports/2014/Dying-In-America-Improving-Quality-and-Honoring-Individual-Preferences-Near-the-End-of-Life.aspx
http://iom.nationalacademies.org/Reports/2014/Dying-In-America-Improving-Quality-and-Honoring-Individual-Preferences-Near-the-End-of-Life.aspx
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 Incorporate shared decision making into the conversation, through patient education and discussion of goals, 

values, and clinical evidence.  

 At first assessment, and at frequent intervals as conditions change, document the patient’s preferences for goals 

of care, treatment options, and setting of care. Health and care plans should be goal-oriented, dynamic tools 

(not static documents). 

 Convert the patient treatment goals into medical orders and ensure that the information is transferable and 

applicable across care settings, including long-term care, emergency medical services, and hospital care. 

 Make advance directives and surrogacy designations available across care settings, while also protecting patient 

privacy. Health information technology should support provider, patient, and family caregiver access to the 

patient’s advance directive (and/or other personal information documenting the patient’s preferences) from 

multiple care settings.  

 Respect and accommodate the ethical, spiritual, and cultural values of all patients.
7
  

 

To this end, we encourage CMS to expand the scope of services payable under the advance care planning benefit to 

include the services of non-health professionals and to incorporate non-face-to-face services where necessary.  Non 

face-to-face services might include communicating with designated family caregivers who are not able to attend in-

person appointments, answering clarifying and follow-up questions, or providing coordination and referrals to non-

medical professionals such as clergy or legal services.  

 

We also encourage CMS to develop clear standards for practices that furnish advance care planning services—such 

as, for example, required adoption of certified electronic health records or required demonstrated use of evidence-

based policies, procedures, and training—to ensure that practices have the capability to furnish these services at a 

high quality. 

 

Additionally, we believe that comprehensive advance care planning should occur in the greater context of shared 

care planning and shared decision making, in partnership with the patient and his or her designated family 

caregivers. Proactively and explicitly engaging an individual’s family and caregivers in the development of a care 

plan helps to ensure that the individual’s abilities, culture, values, and faith are respected and care instructions and 

action steps are more likely to be understood and followed.
8
 

 

While human interaction drives the process of care planning, technology can help make necessary information 

more readily available and actionable, connect all people who have a role in an individual’s care plan, and provide a 

shared platform for the ongoing maintenance and management of an individual’s care and wellbeing. Electronic 

platforms also make it possible to scale plans according to individual needs and various stages of life. This type of 

electronic tool, which allows all care team members to work towards goals identified by the patient, can facilitate a 

dynamic process of shared decision making and advanced care planning. 

   

To ensure that information on patient preferences is appropriately available across care settings, we note that the 

Department of Health and Human Services (HHS) should finalize the standards for patient information capture 

released in the 2015 Certified Health IT proposed rule. CMS should then apply the standards to advance care 

planning in Medicare. The standards set forth in the 2015 Certified Health IT proposed rule facilitate not only the 

documentation of the presence of an advance directive, but also allow for the viewing of the content. Having access 

                                                
7 Adapted from National Quality Forum. (2006, December.) A National Framework and Preferred Practices for Palliative and Hospice Care Quality. 

Retrieved 24 August 2015, from 

http://www.qualityforum.org/Publications/2006/12/A_National_Framework_and_Preferred_Practices_for_Palliative_and_Hospice_Care_Quality.aspx.  
8 For more information, please see the National Partnership’s Care Plan 2.0: Consumer Principles for Health and Care 

Planning in an Electronic Environment, available at http://www.nationalpartnership.org/research-library/health-care/HIT/consumer-principles-for-1.pdf  

http://www.qualityforum.org/Publications/2006/12/A_National_Framework_and_Preferred_Practices_for_Palliative_and_Hospice_Care_Quality.aspx
http://www.nationalpartnership.org/research-library/health-care/HIT/consumer-principles-for-1.pdf
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to the specifics of advance directives is necessary for providers to act according to their patients’ choices, and 

patients and providers would benefit significantly from this information being available at the point of care.  

While we strongly support the proposed advance care planning codes, we encourage CMS to consider connecting 

provider reimbursements to the quality outcomes of advance care planning and not to the process alone. Providers 

must be held accountable both for delivering high-quality advance care planning and for delivering health care that 

is in accordance with preferences documented in advance directives. Quality measures evaluating providers on 

advanced care planning should, for example, capture: 

 

 Patient verification of a meaningful discussion of advance care planning;  

 Patient verification of an advance care plan in the patient’s health record;  

 Patient verification of updates to the advance care plan as appropriate; and  

 Patient reported data on how closely care received aligns with the advance care plan. 

 

We also urge CMS to continue to consider ways to make these codes work for beneficiaries and providers. For 

example, we support payment for these services for all Medicare beneficiaries, not only to ‘manage and treat’ a 

current condition. Indeed, we see advance care planning services as a preventative service—preventing 

misunderstanding, unwanted interventions, and default, generic decision making where individualized choice could 

be possible. In that light, we strongly support CMS’ proposal to make advance care planning available, with zero 

cost sharing, both as part of the annual wellness visit and separately. 

  

In fact, we believe that advance care planning must be implemented without cost sharing for it to be effective, as 

beneficiaries may forgo this service if it is coupled with an out-of-pocket cost.
9
 Medicare beneficiaries already 

dedicate a significant portion of income to Medicare expenses. In 2012, Medicare households spent 14% of total 

costs on health care; whereas, non-Medicare households spent just 5%. And, in 2010, more than half of all 

Medicare beneficiaries spent more than 16.4% of their income on health care costs.
10

 

 

Eliminating cost sharing for this service will also enhance the likelihood that an advance care planning benefit may 

reduce health disparities faced by low-income beneficiaries and limited English proficient beneficiaries. Data 

demonstrate younger, poorer, minority, and less-educated individuals do not have end-of-life conversations with the 

same frequency as their older, higher educated, white counterparts.
11

 Research suggests that these differences are 

caused by “cultural and religious differences, communication challenges between patients and medical staff, 

distrust of medical care systems, and awareness of advance directive options.”
12

 

 

In addition to eliminating cost sharing for the advance care planning benefit, we strongly encourage CMS to 

commit to significant beneficiary and provider education on the benefit. The IOM’s recent examination of end of 

life issues emphasizes the need for public education.
13

 According to the IOM, “Efforts are needed to normalize 

conversations about death and dying. Several social trends suggest that the time is right for a national dialogue on 

this issue, including health care beneficiaries’ motivation to pursue high-quality care for themselves and their loved 

                                                
9 Leadership Council of Aging Organizations (LCAO). (June 2014) Medicare Beneficiary Characteristics and Out-of-Pocket Costs. Retrieved 8 September 

2015, from: http://www.lcao.org/files/2014/07/LCAO-issue-brief-bene-characteristics-updated-June-2014-7.8.14.pdf.  
10Id. 
11Id. 
12 Kaiser Family Foundation. (2014) 10 Frequently Asked Questions: Medicare’s Role in End of Life Care. Retrieved 8 September 2015, from: 

http://kff.org/medicare/fact-sheet/10-faqs-medicares-role-in-end-of-life-care. 
13Institute of Medicine. (2014) Dying In America: Key Findings and Recommendations. Retrieved 8 September 2015, from: 

http://iom.nationalacademies.org/~/media/Files/Report%20Files/2014/EOL/Key%20Findings%20and%20Recommendations.pdf. 

http://www.lcao.org/files/2014/07/LCAO-issue-brief-bene-characteristics-updated-June-2014-7.8.14.pdf
http://kff.org/medicare/fact-sheet/10-faqs-medicares-role-in-end-of-life-care
http://iom.nationalacademies.org/~/media/Files/Report%20Files/2014/EOL/Key%20Findings%20and%20Recommendations.pdf
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ones; a growing willingness to share stories about end-of-life care experiences that resonate across diverse groups; 

and emerging leadership in local communities as well as national coalitions and collaborations.”
14

 

 

Other Provisions of the Proposed Regulations 

 

Physician Compare: We strongly support efforts to make the Physician Compare website as consumer-friendly 

and easy to navigate as possible, with a strong set of measures that accurately and equitably characterize provider 

performance and enable users to distinguish between providers on multiple dimensions of quality. We believe that 

CMS has made progress toward improving the content and usability of Physician Compare and we are pleased with 

CMS’ commitment to transparency through the public reporting of more measures and performance rates.  

 

Publicly-available performance information is central to value-based performance information and we applaud 

CMS for increasing the information available to drive quality improvement, accountability, and consumer choice. 

We strongly support publicly reporting all available measures, including the Consumer Assessment of Healthcare 

Providers and Systems (CAHPS) summary measures for group practices, as soon as possible and support including 

a benchmark for all measures. We support CMS’ proposal to use the ABC methodology to establish benchmarks of 

attainable performance, and to use these benchmarks to feed into a 5-star summary rating. 

 

Regarding CMS’ proposal for public reporting of qualified clinical data registry (QCDR) measures, however, we 

are concerned that the proposal will require beneficiaries to access data and information published on multiple 

individual QCDR websites. A critical feature of Physician Compare is the ability to go to one website to compare 

the performance of multiple providers. Posting performance information—even if the measures are identical—on 

two separate websites creates an unnecessary barrier. We encourage CMS to consider cross-posting performance 

information reported via QCDR on Physician Compare, even if that information is also made public on a QCDR 

website directly. Cross-posting this information would enable comparison of QCDR-reported data with other 

performance data in one place. 

 

Individual Clinician Performance: As CMS notes, the primary goal of Physician Compare is to help 

beneficiaries make informed health care decisions. CMS also notes that beneficiaries are looking for measures 

regarding individual doctors and other health care professionals. Despite this, reporting performance exclusively at 

the group level remains an option in the Physician Quality Reporting System (PQRS), and therefore in Physician 

Compare.  

 

Given the acknowledged value to beneficiaries of having information to help them choose an individual physician 

who best meets their needs, we urge CMS to propose a specific timetable for PQRS for mandatory collection and 

reporting at the individual level for all providers, regardless of group size or even within an Accountable Care 

Organization (ACO). Such reporting will not only provide information that is useful for beneficiaries but will also 

drive quality improvement. We suggest that the initial focus of such reporting be on patient experience with 

primary care physicians and on clinical quality performance by specialists. 

 

Reporting of data at the individual provider level is particularly pertinent for reporting of patient experience. 

CAHPS results largely reflect the experience of an individual patient with an individual provider, which suggests 

that the actual unit of measurement is that provider and not his or her group. Moreover, this kind of information is 

highly valuable to beneficiaries in selecting their physicians. Yet, currently, CMS requires CAHPS reporting only 

for groups of 25 or more and data collection and reporting is at the group level.  

                                                
14Id.  
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Future Proposals: CMS seeks stakeholder input on the types of quality measures that will help fill measure 

gaps and meet the needs of beneficiaries and other stakeholders. We recommend that CMS emphasize outcomes, 

including clinical outcomes and patient-reported outcomes, patient and family experience of care, patient safety, 

and care coordination. 

  

Physician Payment, Efficiency, and Quality Improvements—Physician Quality Reporting System: Since 

2007, PQRS has been a voluntary reporting program that provides a financial incentive to providers who 

satisfactorily report performance on quality measures to CMS. We strongly support the continued progress CMS 

has proposed for ensuring PQRS applies to a wide range of providers and garners meaningful and useful 

performance information. 

 

Data Stratification: We strongly support CMS’ intention to stratify and report quality measures within 

PQRS by disparities variables, including race, ethnicity, sex, primary language, and disability status. We 

recommend that CMS go further and stratify by gender identity and sexual orientation, where this information is 

available, to ensure that beneficiaries are receiving appropriate care and screenings. This type of stratification is 

essential to identifying, addressing, and ultimately reducing disparities in care and health outcomes.  

 

As PQRS and other existing quality improvement programs, including Meaningful Use, are eventually incorporated 

into the future Merit-based Incentive Payment System (MIPS) in Medicare, we hope that this intention to stratify 

quality measures by disparities variables will be sustained. Implementation across programs is critical to advancing 

national strategies to reduce health disparities.  

 

Request for Input on the Medicare Access and CHIP Reauthorization Act of 2015 (MACRA) 

 

We appreciate CMS’ efforts to implement the Medicare Access and CHIP Reauthorization Act of 2015 (MACRA). 

With the repeal of the Sustainable Growth Rate (SGR), MACRA will move Medicare reimbursement closer to a 

system that rewards quality and value rather than volume—a critical step forward.   

 

Principles for Patient-Centered Medical Homes: We commend CMS’ focus on clinical practice improvement 

activities as a key performance category for determining payment under the MIPs. MACRA establishes that any 

eligible professional in a practice certified as a patient-centered medical home (or comparable specialty practices as 

determined by the Secretary) will receive the highest potential score for this performance category.  

 

Given the financial incentive for practices to become certified by the Secretary as patient-centered medical homes 

(PCMHs), we strongly recommend that CMS set forth comprehensive guidelines for PCMHs and the process by 

which CMS will determine whether providers have met PCMH certification requirements. Specially, we 

recommend adopting the following principles for defining a patient-centered medical home: 

 

 An interdisciplinary team guides care in a continuous, accessible, comprehensive and coordinated manner.  

 The PCMH takes responsibility for coordinating its patients’ health care across care settings and services over 

time, in consultation and collaboration with the patient and designated family caregivers. 

 The patient retains ready access to care by ensuring that the provider/practice is available by phone, email, or 

in-person during evenings, weekends, and off-hours. Same-day scheduling is available and in-office 

appointments are scheduled promptly. 
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 The PCMH “knows” its patients and provides care that is whole-person oriented and consistent with patients’ 

unique needs and preferences. 

 Patients and providers are partners in making treatment decisions. 

 Open communication between patients and the care team is encouraged and supported. 

 Patients and family caregivers are supported in managing the patient’s health. The PCMH works with the 

patient or their family caregiver to develop, plan, and set goals for the patient’s care. The PCMH 

continuously works with the patient and/or family caregiver to help the patient meet these goals.   

 The PCMH fosters an environment of trust and respect. 

 Care provided is safe, timely, effective, efficient, equitable, patient-centered and family-focused. 

 The PCMH is committed to quality performance improvement and collaborates with patients and families in 

quality improvement strategies and practice redesign, including through the use of patient reported data on 

health outcomes and patient feedback on the experience of care.  

 

We believe that all of these requirements must, at minimum, be met for a practice to be certified as patient-centered 

medical home under MACRA.  

 

Clinical Practice Improvement Activities: MACRA also provides six categories that must be included under 

clinical practice improvement activities. We encourage CMS to expand on and enhance these categories in the 

following ways: 

 

“(1) Expanded practice access, such as same day appointments for urgent needs and after-hours access to 

clinician advice.”: In addition to same day appointments and after-hours access, expanded practice access should 

also include availability by phone, email, or in-person during evenings and weekends and other off-hours. 

Moreover, “access” should be defined to include beneficiaries’ ability to access their clinical information online, 

wherever and whenever needed, and to view, download, and share this information with family caregivers and other 

care team members as appropriate.  

 

Expanded access must also accommodate the needs of patients with limited physical mobility, English proficiency, 

cultural differences, or other issues that could impede access to care or act as a barrier to successful patient self-

management. Finally, expanded practice access should facilitate ready and appropriate access to a full scope of 

services and providers, including mental health providers, social supports, and community-based resources. 

Furthermore, as these services are folded into Medicare expectations and payments, CMS and OIG should continue 

to monitor concierge medical arraignments to ensure that additional services are, in fact, being provided.  

 

“(3) Care coordination, such as timely communication of test results, timely exchange of clinical 

information to patients and other providers, and use of remote monitoring or telehealth.”: Truly coordinated care 

has processes in place to effectively monitor and manage all tests, referrals, and procedures; shares such 

information with patients and family caregivers as well as with providers, and ensures that patients receive 

appropriate follow up care and help in understanding results and treatment recommendations. Further, care 

coordination ensures smooth transitions by assisting patients and families as the patient moves from one care 

setting to another, such as from hospital to home. Care coordination should also help patients choose specialists and 

obtain medical tests when necessary. Care teams should inform specialists of any necessary accommodations for 

the patient’s needs. 

 

Much of care coordination is accomplished through robustly utilizing health information technology and health 

information exchange infrastructure. For example, the Meaningful Use program’s proposed requirements for Stage 
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3 illustrate how health information technology can and should help support these critical components of care 

coordination:  

 

 Providers receiving Summaries of Care from referring providers incorporate the Summaries into their 

Electronic Health Records (EHRs). This measure effectively closes the referral loop and realizes coordination 

of care, going beyond the routine practice activity of sending Summaries of Care.   

 Providers give patients the ability to send secure messages and respond to these messages in a timely manner. 

Secure messaging allows patients and their authorized representatives to receive and send information and 

questions that support person-centered communications. We do not propose requiring a specific timeliness 

standard, only the measurement and reporting of timeliness rates, as is current practice for industry leaders such 

as Kaiser Permanente.    

 Providers incorporate data from non-clinical settings. Collecting and utilizing data from community settings 

and non-clinical providers are valuable actions that contribute to person-centered care by encompassing 

providers across the care continuum.  

 

Beneficiary engagement: Meaningfully engaging beneficiaries and families at all levels of care delivery is 

critical to transformation. Patients and families should be primary partners in clinical improvement initiatives. CMS 

defines beneficiary engagement at the point of care, which is critical to practice improvement. Health information 

technology can contribute significantly to beneficiary engagement at point of care, facilitating not only enhanced 

care coordination but also sustained partnerships between providers and their patients. Examples of clinical 

improvement activities founded upon meaningful use of health information technology include: 

 

 Providers incorporate patient-generated health data into their EHRs. The information patients can provide about 

their abilities and the support they need for self-management complements clinical information generated by 

care teams to provide a comprehensive, person-centered view of an individual’s health. This type of clinical 

improvement also builds the foundation for better measurement of patient-report outcomes and patient 

experience. As practices incorporate patient-generated data into the EHR, practices should be rewarded for 

using that data to measure and improve the quality of care and patient experience. 

  

 Shared care planning that prioritizes patients’ identification of their individual health goals and the 

reconciliation of these goals with clinical goals.  

 

As noted above, beneficiary engagement at the point of care is critical to practice improvement. Truly 

transformative beneficiary engagement, however, means supporting patient and family participation as equal 

partners not just at the point of care, but also at the care redesign, governance, and community levels. Examples of 

robust partnership with patients and families in the primary care setting include:  

 

 Partnership with patient/family advisors throughout the process of choosing, implementing, and evaluating a 

patient portal. Patients and families can help practices ensure a portal is easy to use and includes functions that 

are important to patients, and can also help practices understand how to communicate with patients about 

portals most effectively.  

 Partnership with patient/family advisors to enhance the support the practice provides to patients and families as 

the patient transitions home and back to the practice following an acute and/or post-acute care stay.  

 Partnership with patient/family advisors in identifying helpful community-based supports and resources and 

building better connections between the practice and those organizations/systems. 
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Principles for Alternative Payment Models: We support CMS’ efforts to develop and test alternative payment 

models (APMs) as a vehicle for health system transformation. As CMS considers the criteria for APMs in 

MACRA, we urge the agency to ensure that all APMs are delivering high-quality, coordinated, and comprehensive 

care. To ensure that APMs deliver on this promise, we recommend that CMS incorporate, at minimum, the 

following principles into the criteria for qualifying APMs:  

 

 APMs must focus on providing patient- and family-centered care at all levels of care delivery. Delivery of 

patient- and family-centered care means supporting patient and family participation as equal partners in not 

only their own health and health care decisions, but also at the care redesign, governance, and community 

levels. Patient-and family-centered care criteria must be incorporated into clinical care model design, as well as 

into governance structures and accountability and compensation mechanisms. 

 

 APM clinical care models must promote the use of multi-disciplinary care teams that coordinate care across 

providers and care settings. Patients and families should be treated as integral parts of the care team. To 

facilitate coordination of care, care teams should utilize health information technology and health information 

exchange, shared decision making, shared care planning, and patient-oriented self-management tools. 

  

 APMs must demonstrate a commitment to shared care planning and shared decision making. Patients and 

families should be treated as integral members of the care team and providers should share health information 

with their patients fully and without bias. Providers should respect the patients’ choices and actively encourage 

family involvement. 

 

 APMs should provide ready access to care, meaning the following: Patients should have timely access to care, 

including access to providers outside of regular business hours. APMs should ensure availability by phone, 

email, or in-person during evenings and weekends, and in-office appointments should be scheduled promptly. 

Additionally, APMs must facilitate patients’ ready and appropriate access to services and other providers, such 

as mental health or reproductive health care providers 

 

 APMs must provide safe, timely, and effective care, meaning the following: APMs should demonstrate ongoing 

assessment of clinical quality, appropriate public reporting of quality performance data, and implementation of 

continuous quality improvement programs. Quality data needs to be measured, tracked, and inclusive of the 

experience of patients and their caregivers and of patient reported outcomes. Measurement of and reporting on 

patient experience of care and patient-reported outcomes can help beneficiaries make wise decisions when 

choosing their providers and care settings. 

 

 Patient-reported outcomes measures should fully capture the patient’s views regarding the care they received. 

These high-impact quality measures, which are meaningful to both beneficiaries and providers, can help APMs 

drive quality improvement and value. Similarly, real-time monitoring, through 1-800-MEDICARE call center 

analysis, community-based organization training and reporting (including that from State Health Insurance 

Assistance Programs (SHIPs), and ombudsman programs, should also be developed to quickly identify care-

provision failures. 

 

 APMs should address the non-medical factors that contribute to health and wellbeing (e.g., housing, public 

safety, access to education and job opportunities, language services, availability of places to exercise, healthy 

food choices, and other environmental factors). Ensuring information sharing and automated connections 

between providers and community-based resources, agencies, and organizations is vital in order to connect 
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patients to appropriate community supports and services. APMs should encourage investment in a health care 

workforce that can meet the physical, behavioral, social, and economics needs of patients.   

 

 To improve health across all populations, APMs should seek to eliminate disparities in access to care and health 

outcomes. The impact and appropriateness of care for different patient populations must be monitored and 

addressed. Data on race, ethnicity, language, and gender should be collected in order to address disparities in 

payment models. This data should also be expanded over time to include geography and disability in order to 

gain more comprehensive information on health disparities.  

 

 Quality measure reporting should be stratified by demographic data. Stratifying measures by demographic data 

is an important tool for uncovering disparities and quality gaps as well as identifying intervention points and 

strategies. Alternative payment models should use the new consensus metrics, developed by the National 

Quality Forum (NQF), to assess cultural competency and language services. Implementing these measures is 

critical to address provider biases, poor patient-provider communication, and poor health literacy. 

 

While APMs work towards the Triple Aim, the models must also include strong consumer protections. As new 

models of payment are developed that push providers to take on increased risk, reward, and responsibility, it is 

important to ensure that the evolution and application of consumer protections are keeping pace. Consumer 

protections must be enhanced as the level of risk that providers may assume increases.  

 

Consumer protections include choice in enrollment, provider selection, transparency regarding provider incentives, 

and a fair appeals process. Beneficiaries should be notified of providers’ and facilities’ participation in any new 

payment model, including disclosure of any provider or facility financial incentives or shared savings opportunities. 

Beneficiaries should be clearly informed of the opportunity to opt-out of new payment models. And, an external 

appeals process should be available to beneficiaries whose providers or care facilities are participating in a new 

payment model that offers providers/facilities the opportunity to profit from savings generated through the program.  

 

Beneficiaries must be protected against any form of discrimination. APMs should be prohibited from discriminating 

against individuals eligible to enroll in, participate in, or align with any alternative payment models on the basis of 

race, color, national origin, sex, sexual orientation, gender identity, health status, or disability. Moreover, APMs 

may not use any policy or practice that has the effect of discriminating on the basis of race, color, or national origin, 

sex, sexual orientation, gender identity, health status, or disability.  

 

Finally, beneficiaries must be notified of any data sharing that is part of the APM. Beneficiaries should be notified 

as to why and how their health information will be stored, exchanged, used and protected, the opportunity to opt-

out, and other beneficiary rights. Importantly, any data sharing that is part of an APM must be compliant with 

federal and state law.  

 

Potential Expansion of the Comprehensive Primary Care Initiative 

 

We encourage CMS to expand the Comprehensive Primary Care (CPC) Initiative and offer the following 

recommendations for strengthening the program and providing additional support for providers and practices. We 

strongly support expanding the CPC approach to new geographic regions, provided adequate infrastructure and 

resources are in place to support practices in achieving true transformation.  
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We applaud CMS for defining five comprehensive primary care functions and for continuing to signal the 

importance of patient and family caregiver engagement. We are concerned, however, that practices continue to 

struggle with the Patient and Caregiver Engagement function in a very fundamental way. Many practices continue 

to view engagement as a strategy to “get patients to do what we want them to do” (for example, adhere to 

medications) rather than as a mutually beneficial partnership that can help to improve care at every level. 

Additional guidance and support is needed to help practices understand what engagement looks like, and how it 

connects to achievement of other goals, such as care coordination or chronic care management, and could help 

support achievement of the CPC initiative Milestones.  

 

With regards to tracking CPC implementation, we strongly support the Milestones approach and commend CMS 

for its thoughtfulness about fostering accountability in the CPC initiative particularly with respect to patient/family 

engagement and experience. As we’ve seen in other programs, where requirements exist absent strong mechanisms 

for oversight and accountability, it is difficult to ensure meaningful transformation. Requiring practices to regularly 

track and report progress on Milestones supports measurable progress toward these goals, and identification of 

participants who may not be performing, may need additional support, or may be taking liberties with requirements. 

While we support CMS’ intent to streamline reporting requirements for practices by acknowledging measures 

reported for other programs, we are concerned about the risk of lowering expectations in the name of alignment and 

expansion.  

 

Finally, we urge CMS to consider and identify necessary supports and resources—and the entities that could 

provide such financial and technical resources—that are required to achieve transformation in primary care 

delivery, particularly with regards to engaging patients and families to be partners not only in care decision making, 

but in system redesign and governance, as well. Partnering with patients and families in care redesign is uncharted 

territory for most clinicians and practices—and yet these partnerships are key to successful transformation.  

CMS can play a pivotal role in ensuring that primary care practices are connected to strong and experienced 

organizations that have in-depth knowledge of and expertise in delivery system models and quality improvement 

strategies aimed at achieving a more patient- and family-centered, high-quality health care system.  

 

Medicare Shared Savings Program  

 

Quality Measures: CMS proposes to add one new quality measure and adopt a policy to address quality 

measures that are no longer appropriate. Regarding the quality measure set, we continue to have concerns over the 

domination of process measures that represent a single factor among many others that interact to determine 

outcomes. Outcomes are what matter to beneficiaries and consumers, and we urge CMS to advance its efforts to 

replace process measures with outcome measures for the Medicare Shared Savings Program (MSSP) and other 

programs.  

 

We recommended that CMS consider the Care Transition Measures 3 (CTM-3) as a standalone metric within the 

MSSP measure set. Coordinated care is an essential element to providing better quality, more affordable care in 

ACOs. Good care coordination is particularly important for vulnerable older adults, who typically use the most 

health care services but have the poorest health outcomes.  

 

We are especially pleased with the inclusion of patient-reported outcome measures (PROMs), such as Health 

Status/Functional Status (Measure 7) and Depression Remission at Twelve Months (Measure 40). CMS can help to 

move the market towards adoption of PROMs in routine care and performance reporting by including such 

measures in its provider incentive programs. We urge CMS to move these measures from the reporting domain into 
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the payment domain on the same schedule as most of the other measures—with reporting in Year 1 and payment in 

Years 2 and 3—and not allow them to lag behind the other measures in the set. 

 

Measuring Use of Health Information Technology within MSSP: We encourage CMS to strengthen its 

current measure of HIT use (ACO-11), which simply requires providers to report on whether or not they have 

successfully attested to Meaningful Use criteria. At a very minimum, this measure should require a majority of 

participants to demonstrate that they have successfully met Meaningful Use requirements, as opposed to simply 

reporting on their attestation. 

 

If CMS continues to only require that ACO participants report on whether or not they have successfully attested to 

Meaningful Use, we encourage CMS to require specialists to report on ACO-11 in addition to primary care 

providers. As a report-only measure, this metric provides useful information on adoption of health information 

technology without placing a disproportionate burden on specialists. 

 

Furthermore, we suggest consideration of measures that capture some core individual meaningful uses of health 

information technology in addition to demonstrating overall satisfaction of Meaningful Use requirements. In 

addition to rewarding high performers, these measure document processes that are most relevant to the goals of 

ACO participants, including care coordination and patient engagement. We envision that CMS would require that 

providers report on these measures without holding them to specific thresholds for achievement. These measures 

include the extent to which:  

 

 An ACO participant electronically sends Summaries of Care to providers to whom patients have been referred; 

 An ACO participant helps its patients actually view, download, or transmit their health information (for 

instance, through a patient portal or an Application Programming Interface); 

 An ACO participant helps its patients actually electronically exchange secure messages with their provider (for 

instance, through a patient portal or an Application Programming Interface); and 

 An ACO participant incorporates into their EHR personally-generated health data from the patient.  

 

Such measures are especially relevant because ACOs should be leaders in coordinating care and must lead the way 

in fostering health information exchange. Likewise, giving patients the tools to access and manage their own health 

information electronically is foundational to patient engagement and high quality care. As these measures of health 

information technology use evolve, we encourage CMS to incorporate not only criteria that are as, if not more, 

robust as the Meaningful Use program, but also equivalent thresholds. 

  


