
 
 

 

 

 

 

 

September 8, 2015 

Andy Slavitt 
Acting Administrator 
Centers for Medicare & Medicaid Services 
Department of Health and Human Services 
Attention: CMS–1631–P 
P.O. Box 8013 
Baltimore, MD 21244–1850 

Re: RIN-0938-AS40; CMS-1631-P; Medicare Program; Revisions to Payment Policies under 
the Physician Fee Schedule and Other Revisions to Part B for CY 2016 

 
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 in issuing substantial proposed rules for Calendar Year (CY) 
2016 that update the CY 2016 Medicare Physician Fee Schedule, as well as the opportunity to 
provide comment on these proposals. 
 

I. PAYMENT PROVISIONS 

Target for Relative Value Adjustments for Misvalued Services and Phase-in of Significant 
RVU Reductions 
 
We are deeply concerned about CMS’ proposed methodology for implementing provisions from 
the Protecting Access to Medicare Act of 2014 (PAMA) and the Achieving a Better Life 
Experience (ABLE) Act, which established an annual target for reductions in the Medicare 
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Physician Fee Schedule (MPFS) expenditures resulting from adjustments to relative values of 
misvalued codes.  We urge CMS to take whatever route possible to ensure it can reach the target 
appropriately and to reduce the likelihood that a significant reduction in the conversion factor 
will be necessary.  

In doing this, we urge CMS to reconsider its proposal to include the Advance Care Planning 
(ACP) codes on the misvalued “target” list. As the agency is aware, these codes are just being 
proposed for payment for the first time in CY 2016, and therefore, could not possibly be 
identified as misvalued.  

Regarding the phase-in of significant RVU reductions, we urge CMS to adopt a 50 percent 
phase-in approach, which will be much cleaner, understandable, and workable for those paid 
under the MPFS instead of its proposal to adopt a 19 percent reduction as the maximum 1-year 
reduction and to phase-in any remaining reduction in the second year of the phase-in. We believe 
this is a more appropriate and gradual phase-in approach, consistent with past CMS policy, and  
further in-line with the intent of the statutory provision requiring a phased-in implementation of 
reductions  greater than 20 percent.  

Potentially Misvalued Codes: Global Surgical Package 
 

As CMS works to improve the valuation and coding of the global surgery services, as required 
under the Medicare Access and CHIP Reauthorization Act of 2015 (MACRA), it must consider 
the various issues that will result from attempting to value global surgery codes under a plan 
focused on separating the included services into distinct components. As the agency is aware, 
there are a number of post-operative activities and supplies included in global surgery codes that 
are not reimbursable under a plan of utilizing separately reportable E/M services.  These items 
include, for example, dressing changes, local incision care, and removal of cutaneous sutures and 
staples, among other things. While we support the appropriate valuation of services and 
understand requests for data to validate global surgical code values, CMS must be cautious in its 
review of these codes so as not to come to a premature conclusion that the codes must be 
disassembled and replaced with separate codes for services included in global surgery codes, 
thus subjecting patients to multiple copayments. To the extent that these services would be 
separated out from global surgery services, new codes would need to be established in 
order to ensure emergency medicine practices can be reimbursed for the time and effort 
involved in providing these valuable patient care services in a time-frame that is 
appropriate for the patient’s care.    

We urge CMS to approach this task very carefully and with significant input from the American 
Medical Association (AMA) Relative Value System Update Committee (RUC) and the medical 
specialty societies. We urge CMS to host multiple listening sessions, town halls, and provide 
opportunities for public comment on this issue before making any proposals to revise global 
surgery service reimbursement methodologies. And, to the extent that global surgery codes are 
revalued in the future, any changes should be phased-in over time. 
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Review of High Expenditure Services Across Specialties with Medicare Allowed Charges of 
$10,000,000 or More 
 

With regard to CMS’s review of High Expenditure Services across Specialties with Medicare 
Allowed Charges of $10,000,000, we make particular reference to the 118 HCPCS referenced in 
the Proposed Rule, in addition to 68 HCPCS previously identified in the CY 2015 PFS (CMS-
1612-FC.) CMS identifies these HCPCS codes as high expenditure and potentially misleading 
solely on the fact that these particular codes exceeded CMS’s pre-determined spending threshold 
of $10 million.   CMS suggests that by exceeding this dollar threshold it has established a proper 
screening tool for use in further review for determining misvalued codes.  And while we 
commend CMS for identifying certain exclusions, particularly those that reflect anesthesia or 
Evaluation & Management (E/M) services, as well 10 and 90-day global periods, the presence of 
this proposed high expenditure screening tool  remains in-effect, notwithstanding CMS’s receipt 
last of many well formulated and stated comments expressing concerns that this tool was 
predicated on expense which mistakenly focused on frequency and cost-cutting rather than sound 
clinical based policy making.  Its use as a screening tool, we believe, lends itself to potentially 
arbitrary policy making.    Therefore, we concur with those commenters and respectfully request 
that CMS delay implementation of the High Expenditure screening tool to allow for the 
development and adoption of other more clinically driven tools as the basis for screening for 
misvalued codes.  
 

In particular, with specific reference to the following HCPCS, we wish to point out the 
following:  

 
 HCPCS 31500 – Insert Emergency Airway: this is an emergency, life-saving 

procedure that is not elective in nature and is only performed on patients presenting in 
extremis.  This procedure is one of the most emergent procedures delivered by trained 
professionals, regularly saves lives, and is perhaps the best example of why 
emergency departments exist.  Unfortunately, the methods used for identifying high 
expenditure services have resulted in focus on this nonelective procedure. 
 

 HCPCS 36556 – Insert Non-Tunnel CV Cath, HCPCS 36620 Insertion Catheter 
Artery; and HCPCS 93503 Insert/Place Heart Catheter:  typically, these procedures 
are of a similar nature associated with the treatment of sepsis and the associated 
protocols for this condition and is reflective of procedure care rendered to patients in 
fragile health. They are often required to address current standards of care for early 
treatment of sepsis and other life-threatening conditions where early and timely 
intervention prevents further morbidity, mortality, and additional medical care costs. 

Valuation of Specific Codes: Advance Care Planning Services 
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In the CY 2015 MPFS, CMS recognized for the first time two new codes describing advance 
care planning (ACP) services. Those codes are:  

 CPT code 99497, Advance care planning including the explanation and discussion of 
advance directives such as standard forms (with completion of such forms, when 
performed), by the physician or other qualified health professional; first 30 minutes, 
face- to-face with the patient, family member(s) and/or surrogate), and  

 CPT code 99498, Advance care planning including the explanation and discussion of 
advance directives such as standard forms (with completion of such forms, when 
performed), by the physician or other qualified health professional; each additional 30 
minutes (List separately in addition to code for primary procedure).  

Beginning in CY 2016, CMS is proposing to assign the new ACP codes a status indicator “A” 
and adopt relative values recommended by the AMA RUC. 

EDPMA is encouraged by CMS’ continued recognition that Medicare beneficiaries’ values 
and goals are important and should guide decisions about care and treatment at the end of 
life. This proposal will greatly improve Medicare beneficiaries’ ability to establish and document 
their individual treatment goals in the event of a serious illness and have that available in 
emergency situations.  

Emergency Departments and emergency medicine physicians are already actively involved in 
these end-of-life discussions, and EDPMA urges CMS to finalize this proposal for CY 2016. 

Appropriate Reimbursement for Care Coordination/Transitional Care/Consultation 
Services/Evaluation and Management 

EDPMA appreciates the effort to improve reimbursement for care coordination, transitional care, 
consultation services, and evaluation and management codes.  In requesting comment, CMS 
references reimbursement codes and programs that typically apply to primary care providers and 
medical homes and are not applicable to care provided in the Emergency Department.   At first 
glance, this appears to make sense because, in a perfect world, everyone would have a primary 
care provider or medical home, everyone would be able to access that provider in a timely 
manner, and the primary care provider would have the resources needed to conduct the tests and 
work-ups necessary to identify the problem and either provide the care or send them to the 
correct specialist.   

However, in a very significant number of medical communities, this is simply not the case.   
Many patients have no primary care provider, especially low-income patients.   Even fully-
insured individuals in wealthy neighborhoods have trouble accessing their primary care 
providers in a timely fashion due to the increasing demand for healthcare, the shortage of 
primary care providers, and the increasing demands on each primary care practice.   Patients 
often cannot get an appointment that is timely for their condition. And, of course, even if a 
patient has a primary care provider who is not overscheduled, the provider’s offices are typically 
not open the majority of the time  (they are closed for 2/3 of each weekday and closed all 
weekend, which is when most injuries occur).  Even if patients are able to access their primary 
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care provider in a timely manner, the provider often does not have the resources to conduct the 
tests and work ups needed to rule out or identify serious health conditions.   Finally, these 
providers may be unable to refer the patient to a specialist until these workups are completed.   

While affirming the ideal and central role of primary care services in the health care delivery 
system, EDPMA urges CMS to acknowledge these stark realities, and implement thoughtful 
strategies that meet patient care objectives using existing health care infrastructures – particularly 
if these strategies expand much-needed capacity in a timely fashion.  Failing to do so risks 
further degradation of some of CMS’ most significant objectives for providing sustainable, cost-
effective, quality care. 

In 2013, the RAND Corporation released a study entitled “The Evolving Role of Emergency 
Departments in the United States,” which concluded that emergency department physicians are 
the major decision makers in over half of an average hospital’s admissions and are critical in 
helping hospitals fulfill their statutory obligation to provide emergency care without regard to the 
ability to pay. Primary care physicians increasingly rely on the emergency department to 
evaluate complex patients with potentially serious problems, conduct workups, and provide 
overflow and after-hours primary care.  Increasingly, the emergency department is seen not as a 
health care resource to be avoided, but a key stabilization and decision point for patient 
disposition, which increasingly involves finding alternatives to costly hospital admission or 
observation stays. 
 
Given the realities that community-based physicians are facing, together with increased demands 
on the health care system, the Emergency Department is a central secondary hub of 
healthcare delivery.  Although only 5% of physicians are emergency physicians, they handle 
28% of first-contact care in the United States. Emergency physicians regularly evaluate and 
manage patients (EMTALA requires this care regardless of the ability to pay); coordinate care; 
refer patients for follow-up care; schedule follow-up appointments; collaborate with specialists; 
transition patients to inpatient care, observation, nursing homes, and home care; and discharge 
patients with detailed instructions of the long list of things they should do next.  
 
According to the June 2014 report by the Healthcare Cost and Utilization Project entitled 
“Overview of Emergency Department Visits in the United States 2011,” about 22% of visits to 
the Emergency Department are covered by Medicare.  In other words, 30 million Medicare 
patients are either admitted, transferred, or discharged from the emergency department each year. 
Medicare beneficiaries represent a more elderly population often with multiple comorbidities, 
with conditions that are costly to manage.  Medicare patients often require more thorough 
coordination of care to reduce risk, enhance quality, reduce cost, and prevent unnecessary 
hospitalization and returns to the emergency department.  Given these realities, we urge CMS to 
include emergency physicians as eligible providers for codes that impact important transitions of 
care and coordination of care for those who are discharged home.  This would provide a 
significant opportunity to impact key objectives CMS has identified.  Yet, emergency physicians 
are excluded from many of the codes that recognize the time and other resources needed to 
provide these services.  
 
The Medicare reimbursement codes should encourage emergency physician groups to 
provide these cost-saving services that provide for effective and valuable transitions of care 
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and coordination of care, so that patients can schedule timely follow-up appointments and 
receive the assistance they need to safely transition to the home setting.  Here are a few 
clinical examples of emergency patients requiring care coordination in the Emergency 
Department:    
  

 A very common injury treated in the Emergency Department are elderly patients who live alone 
who falls and breaks their shoulder. This is a very painful injury and yet, typically, little is done 
for these patients. Basically their arm is put in a sling and wrapped to their body. What this does 
is change one’s center of gravity; and thus, they are more likely to fall again. They have trouble 
opening jars and cans and thus find it hard to feed themselves. They must follow up with more 
physicians and will need help with scheduling and transportation. They also need help taking a 
bath or shower.  If emergency care codes provided an incentive for coordinated care, they could 
receive help with transportation, someone to visit and help with meals and hygiene, someone to 
make sure the pain is handled and the sling is correctly positioned, ensure that precautions are in 
place to prevent further falls and other injuries, schedule follow-up appointments, assist with 
filling and taking prescriptions, and any other unique needs are met. This all takes a lot of 
coordination of family and community resources. If any part fails, these patients will likely return 
to the Emergency Department with all the attendant costs, most of which are preventable with 
adequate care coordination.  

 A patient presents with a third-degree burn possibly requiring a skin graft yet no 
appointments are available at the burn center (or the primary care provider’s office) for 
another week.  Unless the emergency physician weighs in directly with the burn center, 
the patient will not receive a graft in a timely manner and has a high likelihood of 
returning to the Emergency Department with an infected wound.     

 A Medicare patient presents with a broken leg and is later discharged, yet they need help 
with medications, scheduling home care, scheduling meals on wheels, calling the 
specialist to ensure the follow-up appointment is provided in a timely manner, and more.  
  

EDPMA urges CMS to ensure that emergency physicians qualify for care coordination and 
instrumental care, transition, collaboration, and other reimbursement codes that encourage the 
physician to offer coordination services.  Alternatively, we ask that new care coordination codes 
be developed for care provided in the Emergency Department.  This will not only improve health 
outcomes, but will lower costs to the Medicare program. 

“Incident-To” Proposals: Billing Physician as the Supervising Physician 
 
CMS proposes to change its current “incident-to” regulation by adding language that requires 
“the physician or other practitioner who bills for the incident to service, must also be the 
physician or other practitioner who directly supervises the service.” In addition, CMS also 
proposes to remove the current regulatory language allowing a physician or other practitioner to 
directly supervise (and bill for the service) that is not the physician or other practitioner who 
provided the services related to the “incident to” service being billed. 
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This proposal could be particularly problematic for EDPMA members. In the emergency 
department, the oversight and collaboration of “other practitioners” is direct, on-sight, and is a 
team effort that requires flexibility due the 24/7 nature of the practice.  Allowing all physicians 
in the same emergency department to supervise “other practitioners” is key to providing efficient 
patient flow, timely access to care, and practical scheduling without unnecessary increases in the 
cost of care. It also assists in addressing the well-recognized shortage in health care providers by 
utilizing physicians and other providers more efficiently. 
 
We urge CMS to clarify whether it is now requiring that the physician upon whose 
professional services the incident-to service is based must always supervise the services or if 
it would consider physicians in the same practice to be considered the same physician for 
purposes of applying the clarified incident-to supervision requirement.  If CMS intends the 
former, we strongly oppose the proposed change.  
 
Appropriate Use Criteria for Advanced Diagnostic Imaging Services  
 
PAMA directs CMS to create a program to promote the use of “Appropriate Use Criteria” 
(AUC) for advanced diagnostic imaging services. As CMS makes proposals for the new program 
and outlines a future implementation plan for additional components of the program, EDPMA 
asks that CMS keep in mind that implementation of the program in the emergency department 
setting might require special considerations for the following reasons: 
 
“Applicable Settings.”  
As CMS defines in the proposed rule, “applicable settings” include hospital outpatient 
departments, including emergency departments.  We understand CMS’ rationale for the inclusion 
of emergency departments as part of the AUC program, however, we also note that PAMA 
excludes “certain emergency services” and goes on to describe those emergency services as 
“emergency medical conditions” as defined by EMTALA.  EDPMA would like to highlight that 
a majority of the care delivered in Emergency Departments meets the definition of an 
“emergency medical condition” under EMTALA and therefore would be excluded from the 
AUC program.  We encourage CMS to ensure that the statutory exclusion is appropriately 
applied and that Emergency Department processes for delivering care related to emergency 
medical conditions is not inappropriately subjected to the program or leads to potentially 
confusing or misleading directives, or places quality patient care at risk. 
 
Identification of Non-Evidence Based AUC   
Given the CMS proposal to establish a process where all of the AUC created by a “qualified 
provider-led entity” are “specified AUC,” CMS is also proposing the creation of a process where 
it will identify and review “potentially non-evidence based criteria” that fall within identified 
priority clinical areas. CMS will ask for public comment during the annual rule-making cycle to 
identify potentially non-evidence based AUC.  As providers of emergency care, we believe the 
process for identification of non-evidence based AUC and the incorporation of public input 
through transparent notice and comment rulemaking are imperative to maintaining the integrity 
of the AUC program. 
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Through our experience, many AUC are developed without contemplated application of the 
AUC to the emergency department setting.  The applicability of the AUC in other non-
emergency department hospital-based settings is a concept we would likely support during the 
development process. Given CMS’ proposed implementation of the PAMA requirements for 
AUC, EDPMA supports the CMS proposal to identify non-evidence based AUC through the 
annual rulemaking cycle.  We also believe that this process must include the incorporation of 
broad public and stakeholder input to ensure that the proper application of AUC in settings in 
various practice settings, but most notably in the emergency department. 
 
Physician Self-Referral Updates 
 
Assistance to Employ a Nonphysician Practitioner  
CMS is proposing to add a new, limited exception for hospitals, Federally Qualified Health 
Centers (FQHCs) and Rural Health Clinics (RHCs) to provide remuneration to an individual 
physician to assist with the employment of nonphysician practitioners to provide primary care 
services to patients of the physician practice.  CMS goes on to define primary care services as 
including “general family practice, general internal medicine, pediatrics, geriatrics, and obstetrics 
and gynecology patient care services . . .” and “thus, the exception would not protect 
arrangements for assistance to a physician to employ a nonphysician practitioner who furnishes 
specialty care services, such as cardiology or surgical services, to the physician practice’s 
patients.  CMS is also explicit that this exception does not apply to remuneration from a hospital, 
FQHC, or RHC to a group practice or other type of physician practice (i.e., “physician 
organizations.)”  EDPMA members provide enhanced primary care and care coordination 
services to many of their patients, particularly those who present in the emergency department 
without a primary care provider or those who have limited access to community-based primary 
care providers. While we understand that the exception is limited to individual physicians, we 
still urge CMS to broaden its definition of primary care services to include those services 
provided by physicians practicing in hospital-based emergency departments who possess 
either board training or certification in the primary care specialty areas of pediatrics, 
family medicine, general and internal medicine.  In doing so, this would be adoptive of similar 
successful policy initiatives like Section 1202 of the ACA (Medicaid Primary Care Rate Increase 
Program a/k/a “Medicaid Parity”) , in which CMS, recognized the value of primary care 
delivered in the emergency department to Medicaid beneficiaries by select specially-trained and 
board certified primary care trained physicians. No differently than Section 1202, eliminating the 
non-qualifying exception only affords better support to Medicare beneficiaries and poses  no 
additional risk of program or patient abuse. 
 
II. QUALITY AND VALUE PROVISIONS 
 
Physician Quality Reporting System (PQRS) 
 
In this proposed rule, CMS offers a handful of changes for the 2016 PQRS, recognizing that this 
is the last reporting year before physicians are required to transition to the new Merit-Based 
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Incentive Payment System (MIPS) authorized under the Medicare Access and CHIP 
Reauthorization Act (MACRA).  CMS advises that failure to satisfy PQRS reporting in 2016 will 
result in a 2% penalty in 2018. 
 
Qualified Clinical Data Registries: QCDR Reporting Criteria 

EDPMA appreciates that Congress included language in MACRA that gives group practices the 
opportunity to report PQRS quality measures data to CMS via QCDRs starting in 2016.  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 QCDRs can take on group practice reporting as 
soon as possible so that emergency physician group practices can make a determination about 
the most suitable PQRS reporting mechanism in a timely manner.      

CMS does not propose any changes to the existing requirement that QCDRs report 9 measures, 
for at least fifty percent (50%) of ALL applicable Medicare and non-Medicare patients. Because, 
however, of the large volumes associated with emergency medicine practices (it is not unusual 
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 fifty 
percent (50%) 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.  We also remind CMS that this requirement 
exceeds current requirements for traditional PQRS reporting, which is 50% of applicable 
Medicare patients only. 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.   

The Consumer Assessment of Healthcare Providers Survey (CAHPS) for PQRS  

Currently, group practices with 100 or more Eligible Physicians (EPs) participating in GPRO 
under any reporting mechanism must also report the CAHPS for PQRS survey to CMS.  CMS 
proposes in this 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.  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.   

Given these concerns, we appreciate that CMS propose to limit the impact of this policy by 
imposing mandatory CAHPS for PQRS submissions only for groups that report through the 
GPRO Web Interface.  We support CMS’ decision to exclude from this policy those groups that 
report through other GPRO reporting mechanisms (e.g., registry, EHR) since these groups are 
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typically highly specialized and not appropriate candidates for reporting on the CAHPS for 
PQRS.   

Newly Proposed PQRS Measures for 2016 

For 2016, CMS proposes to add the following measures that are relevant to emergency care 
group practices.   

 Imaging in Adult Emergency Department (ED) Patients with Minor Head Injury 
[registry, claims] EDPMA supports efforts to minimize patient exposure to ionizing 
radiation through the use of evidence-based and clinically relevant validated decision 
tools, on which this measure is based. We agree with CMS’ proposal to add this measure 
to the PQRS in 2016.   

 Imaging in Pediatric ED Patients Aged 2 through 17 years with Minor Head Injury 
[registry, claims] EDPMA supports efforts to minimize patient exposure to ionizing 
radiation through the use of evidence-based and clinically relevant validated decision 
tools, on which this measure is based. We agree with CMS’ proposal to add this measure 
to the PQRS in 2016.   

 Coordinating Care- Emergency Department Referrals: Percentage of patients (1) of 
any age with asthma or (2) ages 18 and over with chest pain who had a visit to the 
emergency department (not resulting in an inpatient admission), whose emergency 
department provider attempted to communicate with the patient's primary care provider 
or their specialist about the patient's visit to the emergency department [registry-only]. 
EDPMA strongly urges CMS to add this measure to the 2016 PQRS measure set ONLY 
when and if the electronic health record systems are concurrently held accountable for 
implementing the functionality(s) necessary to support this provider-based measure.  
Consistent with our comments above, we support the intent of this care coordination 
measure, but as often is the case, emergency department physicians often lack the tools 
and functionalities that allow physicians to satisfy this measure. ED physicians have little 
to no control over EHR systems as these are typically owned and managed by hospital 
and hospital systems. Emergency physicians, despite significant attempts otherwise, are 
allowed little control or input in the design or functionality of the contracted EHR vendor 
or programming team. Under Meaningful Use, we are required to use the system, but its 
functions may not be sufficient to document compliance with the measure, resulting in an 
automatic penalty for providers.   

We understand there may be other measures that might apply to emergency department 
physicians who practice in hospital-based emergency departments.  These include, but are not 
limited to such measures as: “Door-To-Puncture-Time” for Endovascular Stroke Treatment; 
Documentation of a Health Care Proxy for Patients with Cognitive Impairment; Appropriate 
Treatment of MSSA; and multiple HIV Screening measures. However, the measure developers 
are not required to submit final measure specifications to CMS until after the public comment 
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deadline for this rule. As a result, it is challenging to comment on these measures since we 
cannot assess whether their denominators include codes that are commonly reported by our 
members.  We strongly urge CMS to adjust this timeline going forward so that the public has an 
opportunity to comment on the full specifications of newly proposed measures. This is especially 
critical now that CMS, in an effort to fill important measure gaps, relies more frequently on 
measures that were not previously reviewed by the National Quality Forum (NQF). The NQF at 
least offered the public an opportunity to view and comment on a measure’s full specifications.    

CMS also proposes to add multiple measures to the current set of 19 cross-cutting measures for 
the 2016 PQRS and beyond.  The requirement to report on at least one cross-cutting measure 
would continue to apply to claims, registry, and EHR reporting.  EDPMA reminds CMS that 
even with these newly proposed measures, there is still 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 since follow-up is required for any 
patient outside of the “normal” range, which is defined as Systolic BP >120 mmHg and Diastolic 
BP >80.  The Emergency Department physician will often (appropriately) consider a patient BP 
of 125/75 as normal in the setting of an acute medical condition, yet under this measure this 
patient would fall under the definition of pre-hypertensive and would require follow-up.   While 
the measure does include exclusion for patients in “emergent or urgent situations 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% of all eligible Medicare patients).  While CMS proposes 
no changes to PQRS #317, we request that it consider modifying the measure’s requirement 
so that blood pressures of >140/80 are required to be included.  EDPMA believes that this 
captures a more impactable group of patients from the emergency department (versus less acute 
patient care settings), and avoids unnecessary effort and cost on patients that do not need the 
same level of follow-up.   

In general, we request that CMS make more relevant cross-cutting measures available to 
emergency department physicians.   These measures should be properly vetted in a transparent 
manner with the input of appropriate clinical stakeholders and should not be as cumbersome to 
report as is PQRS #317 in its current format.    

Physician Value-Based Payment Modifier 
 
Payment Adjustments 
 
For 2018, based on 2016 reporting, CMS will continue its two-category approach where groups 
and solo practitioners who do not satisfy PQRS fall into Category 2 and receive automatic cuts in 
addition to PQRS penalties. Those who do satisfy PQRS would fall into Category 1 and are 
subject to quality-tiering, which is the performance-based payment element of the VM.  Unlike 
this year, where those groups with 2-9 EPs and solo practitioners are held harmless from 
downward adjustments, all groups and solo practitioners would be subject to upward, neutral, or 
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downward adjustments derived under the quality-tiering methodology in 2018.  CMS makes an 
exception for groups and solo practitioners consisting only of non-physician EPs (i.e., PAs, NPs, 
CNSs, and CRNAs). They will be held harmless from downward adjustments under the quality-
tiering methodology in 2018 since this is the first year it applies to them.  

Similar to this year, the maximum upward adjustment under quality-tiering in 2018 would be 
+4.0 times an adjustment factor for groups with 10 or more EPs and +2.0 times an adjustment 
factor for groups with between 2 to 9 EPs and physician solo practitioners. The maximum 
payment at risk under quality-tiering in 2018 would be -4% for groups with 10 or more EPs and -
2% for groups with between 2 to 9 EPs and physician solo practitioners.   Category 2, applicable 
to those who fail to satisfy PQRS, would follow the same penalty structure, with larger groups at 
risk for higher penalties.    

EDPMA appreciates that CMS is not proposing to raise the ceiling on potential penalties under 
this program for 2018 and that, consistent with other years, it plans to adopt a phased rollout 
where EPs in their first year of the program are held harmless from downward payment 
adjustments. However, due to our ongoing concerns about the program’s reliance on 
questionable measures and methodologies to determine overall value, we request that CMS 
continue to hold smaller group practices and solo practitioners harmless from downward 
performance-based payment adjustments in 2018. The current set of quality and cost 
measures, and the methods those measures rely on to attribute patients to physicians, are of 
limited relevance to emergency practices.  However, they are especially irrelevant to smaller 
group practices and solo practitioners (i.e., they are not populated by primary care physicians 
that might carry the weight for the practice).  In many instances, CMS is unable to apply these 
measures to smaller groups and individuals as a result of an insufficient sample size of applicable 
patients.  For this reason, we also request that any EP or group practice (of any size) for which 
CMS automatically classifies as “average” due to a lack of relevant cost or quality measures 
should be held harmless from any downward payment adjustments under the VM.   Until CMS 
has adopted a mechanism to incorporate quality data that is more specific and ultimately 
relevant to the emergency department, which offers more accurate and clinically specific 
cost measures, it should limit the application of downward performance-based payment 
adjustments under the VM.   

Quality Measures 
 
CMS proposes to continue to base the VM largely on PQRS measures, as well as other acute and 
chronic care prevention measures that, we believe, unfortunately, have very little correlation to 
the make-up of our emergency department specialty.  CMS has also chosen to continue to 
maintain the policy that a group or solo practitioner subject to the VM would receive a quality 
composite score that is classified as “average” under the quality-tiering methodology - if the 
group or solo practitioner does not have at least one quality measure that meets the minimum 
number of cases required for the measure to be included in the calculation of the quality 
composite. As performance-based payment adjustments and public reporting become more 
widespread, these policies become even more concerning to the EDPMA and the emergency 
department physician community.  While CMS adopted the “average designation” as a 
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safeguard, we believe this may not accurately reflect the performance of truly high quality 
providers who simply do not have relevant measures to report on.  It could also deprive these 
providers of potentially well-deserved upward payment adjustments if they were deemed high 
quality based on more appropriate measures.  For example, if a group practice automatically 
receives an “average” quality designation and is also found to be average cost, they would 
receive no adjustment (versus receiving an upward adjustment if found to be “high” 
quality/average cost).   If that same practice was determined to be high cost, they would be 
subject to a penalty if CMS automatically deemed them “average” quality (versus no adjustment 
if found to be “high” quality/high cost).  EDPMA requests that CMS invest resources into 
developing more appropriate emergency department specific measures so that it does not have to 
rely on these subpar “average” designations over the long-term.  In the interim, group 
practices and other EPs that receive an automatic “average” designation due to a lack of 
either quality or cost measure data should be held harmless from any downward payment 
adjustments.    

Cost Measures 

EDPMA has ongoing concerns about CMS’ continued reliance on broad cost measures for this 
program.  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. 

For the Medicare Spending per Beneficiary (MSPB) measure, in particular, 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 since 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.  It is critical that CMS clarify its intent regarding this measure through rulemaking so 
that the public has an opportunity through a transparent rule making process to share its 
interpretation and perspective on whether it is appropriate to hold emergency physicians 
accountable for the cost of this broad episode.    
 
Even if this issue of attribution is clarified, EDPMA still strongly objects to the use of the MSPB 
measure 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. 
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Finally, 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 on different 
elements of care, they cannot be used to draw accurate conclusions about overall value.   
 
For all of these reasons, 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.    
 
Recognizing that CMS will likely continue to rely on the current set of cost measures for 
accountability purposes, we request that CMS, at minimum, adopt policies that will minimize the 
inappropriate application of these measures. For example, CMS proposes to increase the 
minimum number of episodes required for the Medicare Spending per Beneficiary (MSPB) 
measure to be included under the cost composite from 20 to 100 episodes. EDPMA supports 
raising this threshold and requests that CMS consider increasing the case minimum even higher, 
to 200 cases, so that it is consistent with the methodology previously adopted by CMS for the 
All-Cause Hospital Readmissions quality measure included in the quality composite beginning 
with the 2017 payment adjustment year. 
 
CMS also seeks comment on potential future approaches to risk adjusting the Total Per Capita 
Cost Measures used under the VM.  This request is in response to 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 discusses potentially stratifying cost measure benchmarks by beneficiary 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 (EMTALA) of 1986, 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 
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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.   
 
Finally, 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. 

Physician Compare 
 
Timeline and Selection of Publicly Reported Data 
 
EDPMA supports providing consumers with tools to make them better informed healthcare 
decision-makers. However, we are concerned about CMS’ ambitious proposal to report by late 
2016 on 2015 performance data for potentially all physicians reporting via any PQRS 
mechanism given the inadequacy of current measures and methodologies.     

CMS notes that it plans to 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 also clarifies 
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 publicly 
reported data. However, 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.  

Finally, we strongly encourage CMS to reconsider its previously finalized 30-day preview period 
for EPs and group practices to view their measures as they will appear on Physician Compare prior 
to the measures being published.  In light of the multiple reporting mandates that physicians now 
face, 30 days is an insufficient period of time for physicians to review, understand, and gather 
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evidence to correct any potential inaccuracies before data are posted on Physician Compare. We 
recommend that CMS allow a minimum of 60 days for review. 

Public reporting is a complex endeavor that will require gradual implementation and careful 
evaluation before widespread implementation. 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 that 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.         

Benchmarking 

 CMS proposes to apply a measure-level benchmarking methodology known as the Achievable 
Benchmark of Care (ABC™) to set benchmarks for publicly reported PQRS measures. 
According to the rule, CMS will “rank order physicians or groups (as appropriate per the 
measure being evaluated) in order from highest to lowest performance score. We will then subset 
the list by taking the best performers moving down from best to worst until we have selected 
enough reporters to represent 10 percent of all patients in the denominator across all reporters 
for that measure. We will derive the benchmark by calculating the total number of patients in the 
highest scoring subset receiving the intervention or the desired level of care, or achieving the 
desired outcome, and dividing this number by the total number of patients that were measured by 
the top performing doctors.”  CMS would then use this benchmark to systematically assign stars 
to physicians under the Physician Compare five star rating system.   

EDPMA is very concerned with CMS’ proposal for benchmarking publicly reported quality 
performance 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 sub-
specialty) 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.  

EDPMA also warns against the risk of over-simplifying performance data through the use of a 
star-rating system. Again, we support efforts to provide consumers with data that they can easily 
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interpret and use for healthcare decision-making. However, if the underlying data is not adjusted 
or benchmarked properly, star ratings can result in arbitrary distinctions between physicians 
whose performance is not statistically different. CMS provides few details on how it would 
translate performance data into this five-tier system. 

Finally, there appears to be a lack of alignment between the ABC Methodology and the 
methodology that CMS 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 federal programs, especially two 
programs (the PQRS and VM) that rely on the same quality measures.   

Publicly Reporting Indicators of Value 

CMS also proposes, as early as late 2017 based on 2016 data, to include a green check mark on 
individual and group practice profile pages who received an upward adjustment as a result of the 
Value Modifier (VM). In addition, CMS proposes to add to the Physician Compare 
downloadable database the 2018 VM quality tiers (i.e., high, low, average) for cost and quality, 
based on the 2016 data, for group practices and individual eligible professionals (EPs). CMS also 
would include a notation about the payment adjustment received based on the cost and quality 
tiers, and an indication if the EP or group practice was eligible but did not report quality 
measures to CMS.   

Due to our ongoing concerns with the manner in which CMS calculates the VM, EDPMA 
strongly opposes CMS’ proposal to provide the public with what we believe is misleading 
information regarding a physician’s “value.”  As we have commented in the past, the quality and 
cost measures used to calculate the VM are almost entirely irrelevant and beyond the control of 
ED physicians. Furthermore, the quality and cost measures have little, if anything, to do with 
each other, which results in a flawed value equation.   Our concern with the upward adjustment 
indicator is heightened by the fact that most of our members cannot even achieve an upward 
adjustment due to the program’s ongoing reliance on measures that rely on methodologies that 
largely do not attribute patients to emergency care physicians. In these instances, CMS 
automatically designates these physician groups as “average,” which inappropriately limits their 
eligibility for an upward adjustment and, in general, results in spurious calculations of value. In 
these instances, the public might assume that physicians who do not have a green checkmark are 
low quality and/or inefficient providers when in fact they might have simply had a lack of 
relevant measures and are considered to have few if any patients.   
 
In a nutshell, applying 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 for the health care system. 
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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. 
  
Finally, similar to the reporting of PQRS performance data, we are concerned that flawed 
indicators of value could be misused by private payers, consumer “watchdog” groups and other 
stakeholders, including attorneys who could inaccurately interpret these checkmarks as 
“standards of care.” 

Due to all of these concerns, EDPMA strongly opposes the use of a green checkmark to 
indicate an upward payment adjustment (or any adjustment) under the VM, and we request that 
CMS hold emergency physicians harmless from any downward adjustments under the VM.  
However, if CMS goes forward with the green checkmark proposal, we request that it at least 
include a very prominent and clear disclaimer describing to the public why certain specialties, 
such as Emergency Medicine, might not have been able to achieve an upward adjustment.  
Where insufficient performance data exists, CMS must provide clear disclaimers explaining why 
certain physicians lack relevant measure data and the fact that this is not an indicator of poor 
performance or value.  This might be achieved with clear notations that the indicator is “NOT  
APPLICABLE.”         

Additional Proposals Under Consideration 

CMS also seeks feedback on potential future proposals related to Physician Compare, including 
the posting of Open Payments data on individual EP profile pages, as well as stratifying publicly 
reported measure data by race, ethnicity, and gender or posting other types of measures (e.g. 
composites) that monitor trends in health equity. On the first issue, CMS is already required to 
make data detailing the financial relationships between drug and device manufacturers and health 
care providers available to the public. We believe it is inappropriate and misleading to post this 
financial data alongside data that is supposed to reflect the “quality” of physician care. In regards 
to the second issue, EDPMA supports efforts to arrive at more accurate data, including 
adjustments for patient risk factors and the stratification of performance data. However, it is 
important for CMS to work with relevant stakeholders to ensure these efforts do not result in 
over-diluted data that are difficult for the public to use in a meaningful manner.    
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Medicare Access and CHIP Reauthorization Act of 2015 (MACRA) 
 

EDPMA appreciates the opportunity to provide feedback to CMS as it implements provisions 
outlined in MACRA related to the Merit-Based Incentive Payment System (MIPS) and 
Alternative Payment Models (APMs).  

With regard to MIPS, we urge CMS to consider the engagement in private quality improvement 
initiatives, such as those sponsored by health plans and health insurers, or health and hospital 
systems.  

Low Volume Threshold 

Additonally, a universal low volume threshold might not be sufficient for all physicians, and 
CMS might then need to adopt multiple distinct thresholds to accommodate a wide range of 
specialties and practice types. Regardless, physicians who fall under any adopted threshold 
should be provided with the option to participate in MIPS if they believe they can provide CMS 
with meaningful data to qualify for an incentive.  

Alternative Payment Models 

Regarding Alternative Payment Models (APMs), 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. At a minimum, the criteria should include quality measurement, continuous data 
collection, shared decision-making, care coordination, and patient reported outcomes. We 
recognize that financial risk will also be an element, but 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.    

As we have noted previously, the unique nature of emergency medicine and the care 
rendered in hospital-based emergency departments in varying practice environments 
makes it challenging for our members to qualify for the APM update.  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 revenue alone (versus a mix of private and Medicare revenue).   

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 
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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.     

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.  

EDPMA looks forward to providing additional input on APMs in the forthcoming Request for 
Information (RFI). 

 

III.  CONCLUSION 

EDPMA appreciates the opportunity to comment on the proposed 2016 Medicare Physician Fee 
Schedule.  In summary, EDPMA urges CMS to: 

 Remove Advanced Care Planning from the target list of misvalued codes and adopt a 
50% phase-in approach for significant RVU reductions, 

 Ensure that emergency practices are appropriately reimbursed when they provide services 
from the global surgical package, 

 Delay use of the high expenditure screening tool, 
 Ensure that emergency physician groups are eligible for care coordination and 

transitional care codes, 
 Allow emergency physicians in the same practice to be considered the same physician for 

purposes of supervising “incident to” services, 
 With regard to Appropriate Use Criteria for Advanced Diagnostic Imaging, ensure that 

the exception for emergency medical conditions is applied appropriately in the 
emergency department,  
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 Allow primary care physicians practicing in the emergency department to qualify for 
assistance to employ a non-physician practitioner, 

 Ensure that QCDRs take on group-level reporting as soon as possible,  
 For QCDR measures, accept reporting samples of less than 50% of all applicable 

Medicare and non-Medicaid patients,  
 Exempt emergency practice groups from reporting on CAHPS measures,  
 Delay the adoption of the new quality measure on “Coordinating Care-ED Referrals” 

until EHRs are functionally ready to support the measure, 
 Modify the one cross-cutting measure relevant to emergency physician groups – High 

Blood Pressure Screening and Follow Up – to ensure that it allows for normal blood 
pressure levels regularly encountered in the emergency department and develop more 
cross-cutting measures that could be made available to emergency physician groups,  

 Invest resources into developing more appropriate Emergency Department-specific 
quality and cost measures for the value modifier program such as developing quality 
measures targeting emergency care, developing episode-based attribution methodology, 
and avoiding subpar “average” designations for the program which limit a practice’s 
ability to earn a positive adjustment,   

 Until the value modifier program can better measure the value of care provided in the 
unique environment of the Emergency Department, hold emergency group practices of all 
sizes harmless from any downward value modification,    

 Safeguard against publishing inaccurate or misleading information on the Physician 
Compare website by increasing the time physicians have to review their data before it is 
made public, increasing the sample size for the underlying data, not releasing data that 
could be misleading, ensuring that benchmarks apply to physicians from the same 
specialty (or subspecialty) with similar patients, avoid oversimplifying information with 
the star-rating system, drop the proposal to put a green check mark on the website when a 
provider achieves a positive value modification because the underlying methodology 
makes it difficult for emergency physician groups to qualify for a positive adjustment, 
and 

 Ensure that, when CMS implements the new reimbursement formula established under 
MACRA, the MIPs definitions and Alternative Payment Models are appropriate and 
provide the flexibility needed to address the unique nature of the Emergency Department 
and the independent emergency physician groups who serve them.     

 

Sincerely, 
 

  

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


