
 
 

 

 

 

 

 

November 17, 2015 
 
Andy Slavitt 
Acting Administrator 
Centers for Medicare & Medicaid Services 
Department of Health and Human Services 
Attention: CMS-3321-NC 
P.O. Box 8016, 
Baltimore, MD 21244-8016 
 
Submitted electronically 
 
Re: CMS-3321-NC; Request for Information Regarding Implementation of the Merit-based 
Incentive Payment System, Promotion of Alternative Payment Models, and Incentive 
Payments for Participation in Eligible Alternative Payment Models 
 
Dear Administrator Slavitt:  
 
The Emergency Department Practice Management Association (EDPMA) is one of the nation’s 
largest professional physician trade associations focused on the delivery of high-quality, cost-
effective care in the emergency department.  EDPMA’s membership includes emergency 
medicine physician groups, as well as billing, coding, and other professional support 
organizations that assist healthcare providers in our nation’s emergency departments.  Together, 
EDPMA’s members deliver (or directly support) health care for about half of the 136 
million patients that visit U.S. emergency departments each year.  We work collectively and 
collaboratively to deliver essential healthcare services, often unmet elsewhere, to an underserved 
patient population who often has nowhere else to turn.   
 
EDPMA appreciates CMS’ efforts to begin to outline the implementation of provisions included 
in the Medicare Access and CHIP Reauthorization Act of 2015 (MACRA), as well as the 
opportunity to provide input.  We acknowledge the time constraints under which CMS is 
operating, particularly if the 2019 payment update is conditioned on a performance year of CY 
2017.  However, given the breadth and detail of the questions presented, along with the tight 
timeline for submission of responses, EDPMA urges CMS to continue to provide opportunities 
for input prior to issuance of a proposed rule related to these MACRA provisions. 
In addition, EDPMA, along with so many other organizations and individuals, applauds the end 
of Medicare payment updates based on the flawed Sustainable Growth Rate formula and 
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encourages CMS to pursue a thoughtful and efficient transition to the new programs created 
under MACRA.  However, we believe it is important for CMS to remember that emergency 
medicine is unique in the health care system and, in some instances, will warrant special 
consideration for the implementation of programs under MACRA.  We highlight some of those 
areas in our comments, but we urge CMS to be mindful of this as it develops a proposed rule 
related to these MACRA provisions. 

 
I. MERIT-BASED INCENTIVE PAYMENT SYSTEM (MIPS) PROVISIONS 

 
A.  Eligible Professional Identifiers & Virtual Groups 

 
Because emergency medicine practices are organized in a variety of manners, EDPMA believes 
it is imperative that CMS provide maximum flexibility in how it will identify practices, require 
reporting, provide feedback, and publicly report.   
 
As CMS embarks on implementing a new quality reporting and payment update system, it will 
be important to ensure that the system does not become a series of meaningless steps that place 
administrative burden on practices without providing true incentives to increase the quality and 
efficiency of the care provided to Medicare patients.  Instead, we ask that CMS make decisions 
about which proposals it puts forward by relying on a guiding principle that MIPS be a true 
quality improvement system that works for patients, consumers, physician practices, individual 
physicians, hospitals, and health systems.  In order to achieve that, EDPMA believes CMS must 
organize the data collection and reporting mechanisms in a way that allows for calculating 
performance congruent with the multiple ways that providers (physicians and hospitals alike) are 
organized.  Therefore, reporting and analysis should be allowed at several different levels in a 
‘building block’ manner.  For purposes of determining which data elements must be present in 
reporting to allow for this, EDPMA makes the following recommendations:  
 

• If payment updates are administered by TIN or TIN/NPI combinations, MIPS must still 
provide feedback according to NPI: We appreciate that CMS must develop a payment 
update system that it can actually implement.  While that might require administering 
payment updates by TIN, because of the large size of many entities to whom those 
payment updates would be subjected, we believe that CMS must capture NPI numbers 
and provide feedback in a way that allows entities access to information that will help 
identify opportunities for improvement and allocate the payment updates to providers 
under the TIN.  For example, a large system TIN might include three separate emergency 
departments.  An entity should have access to performance data in each setting (even if 
all are under a single TIN) for the data to be meaningful for quality improvement 
purposes as well as to internally allocate the payment update (positive or negative) based 
on performance on all four MIPS categories.  The existing TIN and NPI numbers 
(including subpart NPIs if utilized) could be utilized to achieve these goals. Even for 
individual eligible professionals (EPs), it will be imperative to see whether outcomes 
change in different settings.  Therefore, to allow for utilization of the data in the most 
meaningful way, it will likely be possible that CMS provide performance information 
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that incorporates already existing identifiers to account for specialty, POS, geography 
(including state and Medicare locality), health system NPI, the subpart NPI where the 
services were delivered, and the NPI of the entity receiving assignment for professional 
services, as well as the ability to incorporate additional identifiers in the future if the need 
arises. 
 

• MIPS must capture the place of service (POS) code for services delivered:  In emergency 
medicine, it will be important to know whether the care was provided in POS 23.  In 
order for a quality reporting system to work, a service delivered in an emergency 
department should not be compared to an otherwise similar service delivered in another 
setting. Incorporating the POS identifier into MIPS reporting will be critical to ensuring 
that feedback reports and opportunities for improvement are meaningful.  CMS should 
review the current list of POS codes to ensure that the list is adequate given today’s 
current practice settings and to provide for appropriate comparisons. For example, 
currently hospital-based emergency departments and free-standing emergency 
departments (FSED) BOTH share POS 23. This represents an opportunity to grant the 
FSED a new POS or possibly a sub-code within the POS taxonomy (POS-a, POS-b) in 
order to evaluate whether quality differs for the same kinds of patients in either setting. 

 
B.  Quality Reporting 

 
EDPMA looks forward to providing input on more concrete proposals that CMS puts forward. It 
is difficult to provide input on many of the very general questions. However, we do believe it 
will be important for CMS to incorporate previous feedback EDPMA has provided related to 
PQRS.  EDPMA believes that with some critical changes, it would be possible to build upon the 
current quality reporting program rather than building a new reporting system from scratch.  This 
would also be congruent with Congressional direction to continue to incorporate the Quality 
Clinical Data Registry (QCDR) reporting mechanism.  However, as CMS contemplates its future 
proposals, we again remind CMS that emergency medicine practices are unique in the services 
they provide and the patients treated in that setting, and for quality reporting program to apply in 
a meaningful way to emergency medicine practices, it will be imperative for CMS to incorporate 
the following input.  
 
QCDR Group Reporting.  In the CY 2016 Physician Fee Schedule proposed rule, CMS 
proposed to provide for group practices reporting via QCDRs starting in 2016 (as directed in 
MACRA). We have been urging this change as it will help provide additional flexibility to 
emergency physician groups to participate in the PQRS program in a more meaningful and 
comprehensive manner. Therefore, we urge CMS to ensure that group reporting in QCDRs 
continue as part of MIPS so that the reporting protocol matches with the organization of so 
many emergency physician group practices. 
 
QCDR 50 Percent Reporting Threshold. In implementing quality reporting under MIPS, CMS 
should take the opportunity to change to the existing requirement that QCDRs report 9 measures, 
for at least 50 percent of ALL applicable Medicare and non-Medicare patients. Because, 
however, of the large volumes associated with emergency medicine practices (it is not unusual 
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for a well-established urban setting hospital-based emergency medicine practice to render care to 
upwards of 100,000 emergency department patient visits per year), we believe the stated 50 
percent threshold far exceeds the number needed to accurately obtain a statistically valid sample 
size and is thus a particularly difficult threshold to achieve for patient-reported outcomes. Even if 
a system could extract all of this data, it is still a huge (and unnecessary expense), especially for 
high-volume providers. QCDRs should be given the flexibility to determine the most 
appropriate mechanism for determining a statistically valid sample of patients for a measure 
on a case-by case basis. 
 
Inclusion of CAHPS.  CMS seeks input on how to utilize CAHPS for PQRS under MIPS.  
Currently, group practices with 100 or more EPs participating in GPRO under any reporting 
mechanism must also report the CAHPS for PQRS survey to CMS. CMS also proposed in the 
CY 2016 Physician Fee Schedule proposed rule that for the 2016 reporting year, groups with 25 
or more that register only for the GPRO Web Interface would also have to report CAHPS for 
PQRS measures. We believe that CMS should take a much more flexible approach to CAHPS 
under MIPS than it has thus far exercised.  EDPMA has concerns about CMS mandating the use 
of the CAHPS for PQRS, in general, since this instrument does not accurately capture experience 
of care in the emergency department setting. This concern is compounded by the fact that groups 
must bear the cost of contracting with a CMS-certified survey vendor to administer the 
instrument. We do not believe the CAHPS for PQRS should be mandated for emergency-
focused group practices due to the currently designed inapplicability of the survey to our 
practice setting. CMS should continue its proposed policy of excluding from this policy those 
groups that report through reporting mechanisms other than the GPRO Web interface (e.g., 
registry, EHR) since these groups are typically highly specialized and not appropriate 
candidates for reporting on the CAHPS for PQRS. 
 
Quality Measures.  EDPMA continues to express concern about the availability of relevant, 
meaningful measures for emergency medicine under PQRS. The transition to quality reporting 
under MIPS presents CMS with a unique opportunity to incorporate more meaningful measures 
for emergency medicine.   
 
We continue to recommend the addition of the following specific quality measures:  

• Imaging in Adult Emergency Department (ED) Patients with Minor Head Injury 
[registry, claims] 

• Imaging in Pediatric ED Patients Aged 2 through 17 years with Minor Head Injury 
[registry, claims]  

• Coordinating Care- Emergency Department Referrals 
 
We continue to express concern about the applicability of the concept of “cross-cutting 
measures” to emergency medicine and caution CMS from continuing it as currently 
constructed under MIPS.  There is currently only one cross-cutting measure that is relevant to 
emergency medicine: PQRS #317: High Blood Pressure Screening and Follow Up. However, 
even this measure is problematic for our specialty because follow-up is required for any patient 
outside of the “normal” range, which is defined as Systolic BP >120 mmHg and Diastolic BP 
>80. While the measure does include exclusion for patients in “emergent or urgent situations 
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where time is of the essence and to delay treatment would jeopardize the patient’s health status,” 
a substantial number of our patients are inadvertently included in the universe addressed by this 
measure, requiring burdensome documentation, follow-up, and even unnecessary downstream 
medical care (since reporting is required on 50 percent of all eligible Medicare patients). By 
requiring the use of a “cross cutting measure” in reporting, CMS has forced an entire specialty to 
report on a measure that does not entirely fit and now face substantial penalties.  We urge CMS 
to consider this as it designs the MIPS programs and instead propose a system that allows 
specialties to select the measures that are most appropriate to the care delivered or ensure that 
measures that are truly applicable to all specialties are included on the list of cross-cutting 
measures. 
 
 C.  Resource Use 
 
EDPMA believes that CMS must abandon its reliance on the broad cost measures currently 
used under the Value-Based Payment Modifier (VM). Broad cost measures assess the total 
amount billed per patient and not the treatment of the individual provider. While tracking costs 
(and quality) across the care continuum is important for developing policies to improve our care 
delivery system, these general assessments are not appropriate for individual physician or group 
practice accountability since they incorrectly assume that physicians have control over the entire 
care plan and treatment decisions of other providers, often in other settings, who also treat the 
patient over the reporting period.  We offer our assistance in helping provide input to CMS as it 
develops more appropriate resource use measures that take into account longitudinal assessments 
of acute episodic care often delivered with rotating groups of providers. 
 
Medicare Spending Per Beneficiary Measure (MSPB).  For the MSPB measure, we believe 
that CMS has used unclear language up until this point to define the population that may be 
attributed to this measure. The MSPB episode is supposed to be attributed to the one TIN 
responsible for the plurality of services performed by EPs during the episode’s index 
hospitalization. On numerous occasions and in multiple contexts (i.e., through rulemaking, 
guidance documents, press releases, educational slide sets, etc.), CMS has referred to this index 
stay using the terms “inpatient,” “admission,” and “hospitalization,” which seemed to imply that 
emergency physicians could not be attributed to an episode under this measure because they do 
not bill for Part B services during the inpatient portion of the patient’s admission. However, 
emergency physicians are in fact receiving QRURs that tag their practice as primarily 
responsible for the costs associated with these episodes.   However, even if the attribution issue 
is addressed, EDPMA still strongly objects to the use of the MSPB measure under MIPS due to 
ongoing concerns regarding its validity, risk adjustment methodology, and utility. At present, the 
data that results from this measure is viewed by EDPMA and emergency department physician 
stakeholders as confusing, complex, and of questionable value to both physicians and their 
patients. 
 
Resource Use Measure Alignment with Quality Measure Reporting. In contemplating the 
implementation of MIPS, we remind CMS that the VM continues to rely on a flawed value 
equation. The current set of cost measures has little relevance to the more condition/procedure-
specific quality measures used to calculate the value modifier. If quality and cost measures focus 
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on different elements of care, they cannot be used to draw accurate conclusions about overall 
value. 
 
Episode-Based Resource Use Measurement.  EDPMA looks forward to providing future input 
on the episode grouper development mandated by MACRA.  We urge CMS to move as quickly 
as possible to replace the current set of cost measures with more focused episode-based cost 
measures that more accurately evaluate care over which a physician has control and allow for 
more valid comparisons of patient populations. It is critical that CMS consult relevant clinical 
stakeholders throughout this process. 
 
Benchmarking. It is imperative that when calculating resource use attributable to particular 
groups or individual physicians that CMS is comparing similarly situated practices.  As we 
address again below in the section on Public Reporting, physicians from various specialties with 
very different patient populations often rely on the same quality measures. Because of the limited 
number of current cost measures, this is even more so the case when analyzing resource use.  
When calculating benchmarks to evaluate performance, CMS should not lump physicians 
together and consider them the same. Instead, CMS should either calculate separate 
benchmarks for each specialty (and in some cases, each subspecialty) or otherwise adjust 
performance calculations to ensure fair comparisons among similar physicians.  In many 
instances emergency physicians are preventing potential readmissions and the system of 
benchmarking under resource use must incorporate these value-added services without making 
that physician look unfairly expensive. CMS should recognize that a significant amount of 
resources are often attributable to services received in the emergency department and that those 
resources are often well utilized in preventing further unnecessary health care spending and 
improve patient quality of care and outcomes.   
 
As directed under MACRA, CMS is also contemplating benchmarking based on group or 
individual performance historical improvement.  EDPMA believes there is value in this given 
our concerns about ensuring that performance is only compared to the performance of similarly 
situated practices.  Under improvement benchmarking looking at annual personal 
improvement/cost containment rather than pitting physicians against each other, CMS has the 
opportunity to rationalize its benchmarking methodology and ensure that it is avoiding 
inappropriate comparisons. However, we also caution CMS to take into account that in some 
instances annual increases in spending are appropriate. For example, if CMS were to hold a 
physician accountable for outpatient costs alone, a physician might be spending more and more 
money each year to prevent an admission. Specific costs might be going up, but overall/total 
costs to the system might be going down.  We ask that CMS consider this when developing 
historical performance benchmarking and propose methodologies to account for these situations 
(as well as for general health care inflation). 
 
Risk-adjustment.  CMS has already sought comments on potential future approaches to risk 
adjusting the Total Per Capita Cost Measures used under the VM given public concerns that the 
CMS hierarchical condition categories (HCC) Risk Adjustment methodology currently applied to 
these measures does not accurately capture the additional costs associated with treating the 
sickest beneficiaries. CMS also discussed stratifying cost measure benchmarks by beneficiary 



November 2, 2015 
Page 7 

risk score in the future so that groups and solo practitioners are compared to other groups and 
individual practitioners treating beneficiaries with similar risk profiles. In this way, within a 
given grouping (for example, a quartile or decile), there remains an opportunity to gain 
efficiencies in care and lower costs, while beneficiary severity of illness and practice 
characteristics may be more fully recognized at a smaller, and likely less heterogeneous, 
attributed beneficiary level. Due to the unique nature of the emergency department setting, 
EDPMA supports efforts to achieve more accurate risk adjustments to both cost and quality 
measures. Pursuant to the Emergency Medical Treatment and Labor Act of 1986 (EMTALA), 
emergency departments are required to stabilize and treat any patient that presents to the 
emergency department (ED), regardless of that patient’s insurance status or ability to pay for 
such costs. This unfunded mandate greatly influences an ED physician’s performance on both 
cost and quality measures and is significantly different than other statutory requirements 
incumbent on other physicians in other settings. As a result this must also be taken into account. 
However, due to the unique nature of our practice, we are also concerned that stratifications 
could result in CMS posting data on “high cost EDs” vs. “low cost EDs” based on these criteria. 
Unless this view was balanced by a meaningful adjustment for communities where health care 
resources are sufficient (adequate access to primary care and alternatives to ED care) versus 
those where community health care resources are insufficient (inadequate access to primary care 
and no alternatives to ED care), such measurements would not accurately reflect the value of 
emergency care in a large variety of health care environments. In addition, we continue to urge 
CMS to apply socioeconomic status adjustments to cost measures under the VM. A large body of 
evidence demonstrates that sociodemographic factors such as income and insurance status affect 
many patient outcomes, including readmissions and costs. Failing to adjust measures for these 
factors can lead to substantial unintended consequences, including harm to patients and 
heightened health care disparities by diverting resources away from providers treating large 
proportions of disadvantaged patients. It also can mislead patients, payers, and policymakers by 
blinding them to important community factors that contribute to the reported outcomes.   
  

D.  Meaningful Use 
 
As CMS is aware, emergency physicians’ abilities to utilize EHRs are tied to the investments and 
decisions made at the hospitals in which we practice.   In implementing MIPS, it will be difficult 
for many emergency medicine providers to receive credit under the Meaningful Use performance 
category given the physicians’ status as “hospital-based” physicians.  However, to the extent that 
CMS would like to encourage provider utilization of EHRs in those settings where hospitals have 
made the investment in EHRs for use by hospital-based physicians, we encourage CMS to create 
a pathway for hospital-based providers to get credit for EHR utilization under the CPIA 
performance category.  This will serve to continue to support further use of EHRs while 
recognizing that hospital-based physicians are not in a position to make EHR purchasing and 
utilization decisions. In addition, by moving hospital-based physician EHR use out of the 
Meaningful Use category and into the CPIA category, CMS will not be putting hospital-based 
physicians whose hospitals have not implemented EHRs at a disadvantage as those hospital-
based physicians will likely have other activities available to them to meet the CPIA category 
requirements.  
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E.  Performance Category Weighting 
 
EDPMA believes it is difficult to provide concrete recommendations regarding performance 
category weighting (if one or more of the categories is not available to an EP) given the lack of 
detailed proposals from CMS regarding the topic.   We do, however, believe it is important to 
again raise concerns about the current state of resource use measures, and we would caution 
Medicare from increasing reliance on the resource use category unless there significant progress 
made in the development of resource use measurement.  We look forward to providing additional 
input on performance category weighting when CMS releases more information about the 
measures that will be utilized in each performance category and sheds more light on points of 
comparison CMS will use for benchmarking EPs. 
  

F.  Public Reporting & Feedback Reports 
   

Before addressing several of the specific questions in the RFI related to public reporting and 
feedback reports, EDPMA cautions CMS regarding the application of ratings of quality and 
value to a health care service (the emergency department) with an entirely unique statutory 
requirement (EMTALA), other similar legal requirements that support patient access and 
frequently require the delivery of care (prudent layperson standard), in the setting of an 
acknowledged health care safety-net (versus a private practice where patient selection is 
permitted), a setting that is unlike any other portion of the health care system.  Using the same or 
similar methodologies is inherently problem-prone, will likely be misleading, and result in 
significant unintended consequences for providers, patients, and the health care system. We 
remind CMS that the unique nature of the emergency department setting makes it even more 
challenging to accurately and appropriately publicly report performance data. As we noted 
earlier, emergency departments are required under EMTALA to stabilize and treat any patient 
that presents to the ED, regardless of their insurance status or ability to pay. This unfunded 
mandate greatly limits an ED physician’s ability to influence costs and quality (especially when 
these measures are not adequately risk-adjusted). Furthermore, one of the primary goals of 
Physician Compare is to assist consumers with selecting a physician. However, most patients 
seeking emergency care do not have the opportunity to choose their emergency provider and 
even when they do, presenting them with data that might cause them to second-guess their 
decision to even go to the ED seems to contradict CMS’ overarching policy goals of securing 
Medicare beneficiaries’ unencumbered access to the emergency department consistent with 
EMTALA.  CMS must take this into consideration as it develops its public reporting proposals 
under MIPS relative to emergency medicine.   
 
Public Reporting: Data.  EDPMA has long supported providing consumers with tools to make 
them better informed healthcare decision-makers.  CMS has previously held that it will only 
make available to the public measures that prove to be valid, reliable, and accurate upon 
analysis; are deemed to be statistically comparable; that meet a minimum sample size of 20 
patients; and that are not first-year measures. CMS has also stated that it will only present data 
suitable for public consumption on physician profile pages, while other data will be available 
through a downloadable data file intended for health care professionals, industry insiders, and 
researchers.  EPDMA appreciates that CMS will take these steps to ensure the proper selection of 
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publicly reported data. However, as CMS looks forward to public reporting under MIPS, we 
encourage CMS to adopt a higher minimum case threshold for publicly reported measures since 
a 20 patient minimum is insufficient to ensure the validity of the data. Validated studies show 
that the appropriate minimum sample size for validity of performance information is 30 patients.  
 
We also request that CMS carefully consider whether it is appropriate to make data available 
through a downloadable raw data file that has already been deemed unsuitable for physician 
profile pages. We support transparency but have concerns about this data being misused or 
misinterpreted by a variety of stakeholders claiming to be arbiters of quality. Entities such as 
Healthgrades, Vitals, and even Angie’s List could take this raw data, label it as “official 
government data,” and then interpret it multiple different and potentially inaccurate ways. This 
could not only confuse the public but mislead them as well.  It is absolutely critical that CMS 
work closely with professional societies and their clinical experts throughout this process and to 
be as transparent as possible regarding the outcomes of these analyses, including consumer 
testing to determine which measures are most meaningful to the public. EDPMA also requests, in 
instances where insufficient performance data exists, that CMS provide clear disclaimers 
explaining why certain physicians lack relevant measure data and how this should not be 
interpreted as poor performance. 
 
Public Reporting: Methodology.  In the CY 2016 proposed rule, CMS proposed the application 
of a measure-level benchmarking methodology known as the Achievable Benchmark of Care 
(ABC™) to set benchmarks for publicly reported PQRS measures.  CMS now is requesting input 
on the utilization of ABC™ for public reporting under MIPS.  EDPMA remains very concerned 
with this proposal for benchmarking publicly reported quality data. It is critically important that 
any proposed methodology would ensure apples-to-apples comparisons of similar physicians 
treating similar patient populations in similar practice settings. In recent years, CMS has 
drastically increased the reporting requirements of the PQRS. In order to satisfy these 
requirements, more specialized physicians or groups of physician often must report on broader, 
non-specialty specific measures. As a result, physicians from various specialties with very 
different patient populations often rely on the same quality measures. When calculating 
benchmarks to evaluate performance, CMS should not lump these physicians together and 
consider them the same. Instead, CMS should either calculate separate benchmarks for each 
specialty (and in some cases, each subspecialty) or otherwise adjust performance 
calculations to ensure fair comparisons among similar physicians. Similarly, it is unclear 
how the ABC™ methodology would take into account the level of complexity of patients treated, 
as well as other risk factors. And will geographic and regional variations be considered? 
Appropriate risk adjustment is absolutely necessary to ensure that providers are not unfairly 
benchmarked for treating more complicated patient populations or treating patients in areas with 
fewer resources. 
 
There also appears to be a lack of alignment between the ABC™ methodology and the 
methodology that CMS currently uses to benchmark quality measure data reported in the Quality 
and Resource Use Reports (QRURs) and used to determine payment adjustments under the 
Value Modifier (VM). To ensure uniform performance evaluations and minimize confusion, we 
strongly urge CMS to adopt consistent methodologies across programs, especially under MIPS 
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where performance in different categories of measures will be combined to generate a single 
performance score. 
 
II. ALTERNATIVE PAYMENT MODELS 
 
Generally, EDPMA believes CMS should look at adopting a broad set of criteria that would be 
inherent to any APM recognized by the agency. This would provide the needed flexibility for 
EDPMA members to develop APMs that make the most sense for their practices. We believe that 
CMS should define services furnished through an eligible APM entity as alternative payments 
for covered professional services that are not paid based solely on a fee-for-service.  At a 
minimum, the criteria should include quality measurement, continuous data collection, shared 
decision-making, care coordination, and patient reported outcomes.  However, for these entities 
to truly drive improved outcomes and reduced costs, there must be reliable quality measures and 
cost utilization must be more specific to the care delivered by emergency providers.  This will 
require CMS to share more utilization data and launch pilot projects so that stakeholders have the 
necessary information to assist in the development of costs savings models. 
 
We also caution against the promotion of APMs that result in gatekeeper scenarios that 
contradict the goals of the national “prudent layperson” standard. This standard has very much 
benefited the nation and its patients and to undo it would be a great disservice to our healthcare 
system. 
 
We also wish to raise a concern about the fact that many APMs propose a reduction in 
emergency department visits as a metric of success. This metric assumes that the emergency 
department is a costly and inefficient venue to receive care. This is patently false. In 2013, the 
RAND Corporation released a study entitled “The Evolving Role of Emergency Departments in 
the United States, “which found that “an average inpatient admission costs ten times more than 
an ED visit.” In many cases, a visit to the emergency department is not only appropriate, but the 
least costly alternative. The emergency department is not only open 24/7/365, it is often the most 
efficient location to receive the in-depth work-ups and tests many patients need. It would be a 
costly mistake to discourage APMs from making appropriate use of the emergency department 
thereby ensuring that the patient receives high quality care at all hours of the day. 
 

A. APM: Qualifying APM Participant 
 
As we have noted previously, the unique nature of emergency medicine and the care rendered in 
hospital-based emergency departments in varying practice environments will make it challenging 
for our members to qualify as an APM participant. For example, although we support more 
coordinated and efficient care, the EMTALA mandate greatly restricts our ability to participate 
in payment bundles and makes hospital-based emergency department physicians an inappropriate 
target for measures of overuse and value. Since EMTALA greatly limits our choice of patients, it 
also limits the manner in which we can satisfy the definition of “qualifying APM participant,” 
which is based on a significant share of revenues. For this reason, and the fact that the ED deals 
with hundreds of different private payers across the nation, it is critical that CMS preserve the 
choice that allows physicians to qualify for an APM based on a significant share of Medicare 
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revenue alone (versus a mix of private and Medicare revenue).  This would continue to be of 
concern if Medicare proposes to allow for qualification based on a “patient approach” in addition 
to a “revenue approach.”  While the “percentage of claims paid” under an APM can be used 
instead of payments to determine if an EP is a qualifying APM participant, we again remind 
CMS that it must make accommodation for the fact that EMTALA will greatly affect the ability 
of emergency physicians to cross the threshold, however calculated.  However, we encourage 
CMS to adopt flexibility and allow for qualification based on both revenue and patient counts. 
 
It is no coincidence that, generally, the larger sized health care systems to date have carved out 
the ED from more innovative payment models because it is extremely complicated to administer, 
report, and accurately determine attribution. The fact that most private payers have been 
reluctant to collaborate with us on APMs, despite repeated attempts and despite our notable 
position in the health care delivery system, is also a testament to the difficulties inherent in this 
issue. As a result of this reality, it will be extremely challenging for ED practices to become a 
qualifying APM participant. We strongly urge CMS to keep these considerations in mind going 
forward and to allow for out-of-the-box thinking to accommodate unique specialties such as 
emergency medicine. 
 
Finally, in terms of what types of data and information EPs can submit to CMS for purposes of 
determining whether they meet the non-Medicare share of the Combination All-Payer and 
Medicare Payment Threshold, eligible emergency providers, we believe that the percentage of 
claims that are paid under an alternative payment model can be used to determine if payments 
exceed a threshold and can be validated via an attestation or random audit process. 

This can include utilization of a statistically valid sample of claims to confirm the accuracy of 
the percentage. 
 

B. APM: Nominal Financial Risk 
 
While we recognize that financial risk is a statutorily required element for eligible APMs, we 
urge CMS to take extreme caution and work closely with specialties to ensure cost metrics could 
be applied and that the ones that are used are fair, appropriate, and risk-adjusted.  EDPMA 
believes that “nominal financial risk” should be defined broadly to allow ED groups to develop 
practice models that will allow the ED to reduce costs (by, for example, reducing readmissions) 
without becoming part of an accountable care organization (ACO) which does not lend itself 
well to emergency medicine given the EMTALA obligations of emergency departments and the 
inability to have a defined beneficiary group in emergency medicine.  As CMS has seen, some 
ACOs continue to struggle to achieve financial savings and many of the cases that drive the 
financial loses, such as patients with congestive heart failure (CHF) and chronic obstructive 
pulmonary disease (COPD), seek treatment in the emergency department, a factor that should not 
negatively impact emergency providers who can be providing quality and efficient care to those 
patients. In addition, in developing the “nominal financial risk” criteria, we ask that CMS 
appropriately distinguish between requiring the APMs incorporate financial risk related to 
performance rather than requiring that the entities carry any type of insurance risk. In reference 
to CMS question about non-medical home Medicaid alternative payment models, we encourage 
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CMS to analyze capitated Medicaid managed care models for components that might be 
potentially replicable. 
 

C. Quality Measure MIPS Comparability 
 
In response to the question regarding what criteria could be considered when determining 
“comparability” to MIPS of quality measures used to identify an EAPM entity, we would 
encourage CMS to ensure that APMs are at least allowed to incorporate the specific MIPS 
measures if it makes sense for that APM.  Given that we envision many EPs will need to initially 
participate in MIPS prior to meeting the qualifying APM participant criteria, the extent to which 
the MIPS measures are also reported in APMs will help ease that transition. 
 

D. APMs: Physician-Focused Payment Model (PFPMs) 
 
In the RFI, CMS states,  
 

PFPMs are not required by the MACRA to meet the criteria to be considered APMs 
as defined under section 1833(z)(3)(C) of the Act or to involve an EAPM entity as 
defined under section 1833(z)(3)(D) of the Act. However, we are interested in 
encouraging model proposals from stakeholders that will provide EPs the 
opportunity to become QPs and receive incentive payments (in other words, model 
proposals that would involve EAPM entities as defined in section 1833(z)(3)(D) of 
the Act).  

 
First, we would like to state that the clear Congressional intent was that PFPMs were 
included in MACRA as a way to support EP participation in APMs.  Even if CMS has 
determined that PFPMs are not by definition APMs for purposes of administering the 
bonus, EDPMA urges CMS to create a fast track process that allows for approved PFPMs 
to become CMMI demos that would qualify for the APM incentive payment.    
 
In the context of emergency medicine, we believe a PFPM should be defined as a payment 
model that rewards physicians for quality and cost effectiveness based on factors that can 
be controlled by the emergency provider such as quality measures, resource utilization, 
coordination of care, and appropriate admission of patients.  As we have already 
experienced with past alternative payment arrangements, such as the bundled payments 
that were part of the Medicare Acute Care Episode (ACE) demonstration, the finances 
were only controlled by the hospitals and focused on many factors that were not within 
emergency providers’ control.  This is expressly why PFPMs should be developed to 
ensure that providers are fully integrated into delivery and cost redesign models. 
 
In addition, while we understand that some measurement relies on the reduction of 
avoidable emergency department visits, we believe that CMS should encourage 
benchmarks in APMs that can begin to identify the costs that are avoided because of care 
that was delivered in the emergency department.  Any payment model that incentivizes 
physicians to improve quality of care and produces savings should be considered.  Models 
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will need to be specific for each specialty and place of service.  Incentives should be based 
on benchmarks that can be controlled by the emergency providers such as quality 
measures, resource utilization, coordination of care, and appropriate admission of patients.   
 
Regarding the delivery reform requirements CMS has contemplated as part of the RFI, we would 
encourage CMS to implement maximum flexibility. While it could be reasonable for CMS to 
inquire whether there are other APM models addressing a particular condition or health system 
need or including a particular provider type, we do not believe CMS should use this criterion as 
an exclusionary factor for the PFPM under consideration. For instance, if an emergency 
physician run model for reducing unnecessary hospital readmissions is submitted for review, we 
do not believe it should be turned down simply because there is another APM in existence for 
reducing unnecessary hospital readmissions that is administered by a payer or hospital.  We also 
believe that some payers will be reluctant to release information related to their APMs, which 
would preclude CMS from doing a complete analysis of comparable APMs. 
 
EDPMA appreciates the opportunity to comment on the MIPS and APM implementation RFI, 
and we look forward to providing additional input as CMS offers additional details on the 
programs and implementation of MACRA.  
 
Sincerely, 
 

  

Timothy Seay, MD, FACEP 
Chairman, EDPMA Board of Directors 

  
 


