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December	14,	2016	
	
	
Andrew	Slavitt	Acting	Administrator	
Centers	for	Medicare	&	Medicaid	Services	Department	of	Health	and	Human	Services	
P.O.	Box	8016	
Baltimore,	MD	21244‐8016	
	
	
Re:	 	 Medicare	 Program;	 Merit‐Based	 Incentive	 Payment	 System	 (MIPS)	 and	 Alternative	
Payment	 Model	 (APM)	 Incentive	 Under	 the	 Physician	 Fee	 Schedule,	 and	 Criteria	 for	
Physician‐Focused	Payment	Models	[CMS‐5517‐P]	
	
Dear	Acting	Administrator	Slavitt:	
	
I	write	 today	on	behalf	 of	 the	American	Gastroenterological	Association	 (AGA)	 to	 provide	
comments	 on	 the	 Center	 for	 Medicare	 and	 Medicaid	 Services’	 (CMS)	 recent	 final	 rule	
implementing	 provisions	 of	 the	 Medicare	 Access	 and	 CHIP	 Reauthorization	 Act	 of	 2015	
(MACRA).	 Founded	 in	1897,	AGA	 is	 the	 trusted	 voice	 of	 the	 gastroenterology	 community	
that	 has	 grown	 to	 include	 more	 than	 16,000	 members	 from	 around	 the	 globe	 who	 are	
involved	 in	 all	 aspects	 of	 the	 science,	 practice	 and	 advancement	 of	 gastroenterology.	 We	
appreciate	 the	opportunity	 to	provide	 feedback	 and	share	your	commitment	 to	 improving	
the	delivery,	quality,	and	value	of	health	care	 for	Medicare	beneficiaries.	
	
Once	 implemented,	 MACRA	 will	 result	 in	 a	 major	 overhaul	 of	 how	Medicare	 incentivizes	
quality	and	reimburses	the	cost	of	care.		We	believe	that	achieving	the	 promise	of	payment	
and	 delivery	 reform	 will	 require	 an	 ongoing	 dialogue	 between	 CMS	 and	 the	 physician	
community.	 Implementing	misguided	or	impractical	reforms	 under	the	umbrella	authority	
granted	 by	 MACRA	 will	 only	 serve	 to	 frustrate	 the	 ultimate	 goals	 of	 the	 law.	 The	
gastroenterology	 community	 stands	 ready	 to	assist	 CMS	 with	 this	 transition	 by	providing	
substantive	policy	support	and	expertise,	which	we	 believe	will	help	to	ensure	the	success	of	
the	 Merit‐based	 Incentive	 Payment	 System	 (MIPS)	 and	 encourage	 participation	 in	
alternative	payment	models	(APMs).	
	
AGA	 has	 worked	 to	 provide	 CMS	 with	 MACRA‐related	 guidance	 over	 the	 last	 year	 by	
submitting	formal	comments	on	several	occasions.	 Not	only	did	we	respond	to	the	 general	
request	for	information	(RFI)	issued	after	passage	of	MACRA	and	the	proposed	rule,	we	also	
provided	 guidance	on	how	best	to	 identify	episodes	of	care	and	steps	that	can	be	taken	to	
improve	 the	 process	 by	 which	 APMs	 are	 proposed	 and	 considered.	 Our	 previous	 efforts	
along	with	 the	 comments	 provided	 here	 will	 assist	 CMS	 with	 ensuring	 that	 the	 views	 of	
physicians	are	considered	during	MACRA	implementation.	 	
	
The	gastroenterology	community	believes	 that	post‐MACRA	payment	and	delivery	systems	
can	take	 valuable	steps	toward	achieving	the	triple	aim	of	improving	health,	enhancing	the	
quality	 of	 care	 provided	 and	 lowering	 the	 cost	 of	 providing	 care.	 	 AGA	 believes	 that,	 if	
executed	 correctly,	 the	 Quality	 Payment	 Program	 (QPP)	 has	 the	 ability	 to	 benefit	 both	
patients	 and	 physicians	 by	 streamlining	 relevant	 programs	 such	 as	 the	 Physician	 Quality	
Reporting	 System	 (PQRS),	 the	 Value‐Based	 Payment	 Modifier	 (VM)	 and	 the	 Electronic	
Health	 Records	 (EHR)	 Incentive	 Program.	 In	 recent	 years,	 physicians	 throughout	 the	
country	 spanning	 all	 specialties	 have	 struggled	 to	meet	 the	 requirements	 of	 these	 highly	
technical	 and	 frequently	 redundant	 programs.	 At	 times,	 this	 struggle	 has	 detracted	 from	
time	 spent	 on	 patient	 care	 due	 to	 onerous	 administrative	 duties	 mandated	 by	 federal	
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programs.	 CMS	now	has	the	ability	 to	remake	the	current	quality	and	payment	structures	in	
a	way	that	enhances	care,	reduces	costs	 and	maximizes	resources.	
	
We	thank	you	for	taking	the	following	comments	into	consideration.		
	
ADVANCED	ALTERNATIVE	PAYMENT	MODELS	
	
	
Advanced	APM	QP	Determinations.	CMS	proposed	 that	eligibility	 for	 an	EC’s	 status	 as	 a	
qualifying	APM	professional	(QP)	is	at	 the	group	level	and	based	on	all	ECs	participating	in	
an	 advanced	 APM.	 We	 believe	 that	 this	 approach	 is	 the	 best	 way	 of	 ensuring	 that	 APM	
requirements	 are	 met	 without	 instituting	 burdensome	 new	 reporting	 requirements.	 We	
appreciate	that	CMS	finalized	this	policy.		
	
APM	Participation	List.	We	had	previously	expressed	concern	regarding	 the	requirement	
that	an	EC	be	listed	as	a	participant	on	 December	31	of	the	QP	performance	period	in	order	
to	 qualify.	 	We	 are	 extremely	 appreciative	 that	 CMS	 heard	 our	 concerns	 and	modified	 its	
proposal	 so	 that	 it	 will	 review	 APM	 participation	 lists	 (and	 QP	 thresholds)	 on	 several	
“snapshot”	dates,	March	31st,	June	30th,	and	August	31st,	of	each	performance	year.	
	
Advanced	 APM	 EHR	 Criteria.	 In	 addition,	 we	 asked	 CMS	 to	 eliminate	 its	 proposal	 to	
increase	minimum	EHR	utilization	levels	for	Advanced	APMs	sharply	 between	the	first	and	
second	performance	years.	 We	 strongly	 support	CMS’	decision	 to	 finalize	maintaining	 the	
Advanced	 APM	 EHR	 use	 threshold	 at	 50	 percent	 in	 future	 performance	 years.	We	 do	 not	
believe	 it	 is	 appropriate	 for	 CMS	 to	 increase	 the	 EHR	 utilization	 threshold	 for	 Advanced	
APMs	until	we	are	certain	that	interoperability	standards	are	achieved	and	EHR	vendor	data	
blocking	issues	are	addressed.	
	
Advanced	APM	Medical	Home	Model	Finanical	Risk	Criterion:	 	 Standards	 for	Medical	
Home	 Models	 contained	 in	 the	 rule	 appear	 to	 continually	 block	 meaningful	 specialty	
representation	 in	medical	 homes.	 By	 restricting	Medical	 Home	Models	 to	 those	with	 less	
than	 50	 ECs,	 the	 ability	 to	 create	 multispecialty	 medical	 homes	 is	 diminished.	 	 Many	
candidates	 for	 multispecialty	 medical	 homes	 –	 which	 CMS	 permits	 –	 are	 based	 in	 large	
practices	 and	 would	 be	 precluded	 from	 participating	 if	 this	 standard	 is	 adopted.	 	 The	
proposed	 threshold	 is	 more	 appropriate	 for	 primary	 care	 given	 the	 characteristics	 of	
practices.		While	we	appreciate	that	the	standard	will	not	apply	in	2017,	we	continue	to	ask	
that	CMS	provide	 limited	exceptions	to	the	50	EC	threshold	that	better	reflect	the	practice	
setting	of	many	 specialty	physicians	interested	in	a	medical	home.	
	
	
MIPS	GENERAL	PROVISIONS	AND	REQUIREMENTS	
	
MIPS	 2017	 Scoring	 Methodology:	 In	 order	 to	 facilitate	 the	 transition	 to	 2017	 MIPS	
performance	 (for	 purposes	 of	 2019	 MIPS	 payment	 adjustments),	 CMS	 finalized	 scoring	
methodology	that	allows	eligible	cliniicans	to	avoid	payment	penalties	by	engaging	in	limited	
reporting	under	a	single	performance	category.	We	appreciate	the	flexibility	introduced	into	
the	program’s	initial	year	in	response	to	comments	from	organizations	like	AGA.		In	addition,	
we	 believe	 that	 CMS	 scoring	 approach	 provides	 a	 strong	 incentive	 for	 eligible	 clinicians	
across	the	performance	categories	(even	if	in	a	limited	manner)	in	2017	in	order	to	receive	a	
positive	update	 in	2019.	 	AGA	 thanks	CMS	 for	 this	 flexibility	 and	pledge	 to	work	with	our	
members	 to	 encourage	 understanding	 of	 the	 program	 requirments	 and	 participation	 in	
order	to	avoid	negative	payment	implications.	 	In	future	years,	we	continue	to	urge	CMS	to	
incorporate	 flexibility	 into	 the	 program	 to	 account	 for	 specialty	 availability	 of	 quality	 and	
costs	measures,	practice	size,	and	risk‐adjustment	so	that	the	brudens	of	participating	in	the	
program	do	not	outweigh	the	potential	incentives	to	participate.		
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MIPS	Eligible	Clinician	(EC):	Low	Volume	Threshold:	AGA	also	requested	that	CMS	amend	
the	low‐volume	threshold	to	further	improve	the	definition	of	a	MIPS	EC.	 We	are	extremely	
appreciative	that	CMS	has	modified	its	proposal	and	now	definies	the	threshold	as	less	than	
or	 equal	 to	 100	 Medicare	 patients	 OR	 less	 than	 or	 equal	 to	 $30,000	 in	 Medicare	 Part	 B	
allowed	charges.	In	addition	to	allowing	the	low‐volume	threshold	to	apply	under	either	the	
billing	OR	under	the	patient	number	threholds,	that	CMS’	decision	to	increase	the	threshold	
for	billing	charges	to	at	 least	$30,000	better	reflects	the	 substantial	charges	involved	with	
complex	patients.	
	
Third‐Party	 Data	 Submissions:	 Qualified	 Clinical	 Data	 Registries	 (QCDRS):	 AGA	
appreciates	 the	 continued	 acknowledgement	 from	 CMS	 that	 QCDRs	 are	 an	 extremely	
valuable	 tool	 for	 reporting	and	monitoring	quality	and	performance	data.	 We	support	 the	
final	 rule’s	 provisions	 to	 allow	 QCDRs	 to	 submit	 data	 for	 meeting	 quality,	 CPIA	 and	
advancing	 care	 information	 (ACI)	 requirements.	 However,	 under	 the	 fundamental	
transformation	in	the	system	presented	by	this	final	rule,	we	remain	concerned	that	CMS	has	
not	provided	adequate	time	for	QCDRs	to	throroughly	analyze	their	options	prior	to		 QCDR	
self‐nomination.	 We	 continue	 to	 urge	 CMS	 to	 provide	 additional	 flexibility	 with	
timelines	beyond	what	was	included	in	the	final	rule	to	the	extent	possible.		
	
MIPS	Quality	Performance:		

A. General:		The	standards	and	requirements	for	the	quality	performance	category	
will	play	a	critical	role	in	 determining	the	success	of	the	QPP.	 AGA	supports	the	
CMS	mission	of	transforming	care	to	support	 quality	and	value,	but	steps	must	
be	 taken	 to	 ensure	 that	 patient	 care	 is	 not	 inadvertently	 diminished.	 Quality	
measures	 and	 reporting	 requirements	 adopted	 by	 CMS	 can	 result	 in	 many	
unintended	consequences	and	we	are	hopeful	 that	CMS	will	 take	 the	 following	
concerns	 into	 consideration	 as	 a	 way	 of	 ensuring	 that	 gastroenterologists	
continue	 to	 have	 the	 freedom	 to	 	 provide	 the	 best	 care	 based	 on	 individual	
patient	needs.	

	
	

B. Specialty	Measure	Sets:	AGA	appreciates	that	CMS	took	steps	in	the	proposed	
rule	to	clarify	reporting	requirements	when	fewer	than	six	applicable	measures	
are	 available.	 The	 lack	 of	 available	 measures	 is	 a	 longstanding	 concern	 for	
gastroenterologists.	 The	 decision	 from	 CMS	 to	 limit	 the	 exposure	 to	
inapplicable	 measures	 is	 important.	 	 Gastroenterologists	 will	 always	 be	 at	 a	
disadvantage	when	 they	are	 required	 to	 report	on	measures	 that	are	 tailored	
for	other	specialties	or	primary	care.	 	

	
	

C. Quality	Measures	Applicable	to	Gastroenterology:	Upon	review	of	“Table	A:	
Finalized	 Individual	 Quality	Measures	 Available	 for	MIPS	 Reporting	 in	 2017”,	
we	have	serious	 concerns	 about	 the	appropriateness	of	 the	measure	 selection	
identified	 by	 CMS.	 While	 we	 understand	 why	 CMS	 removed	 certain	 PQRS	
measures	 from	 consideration	as	MIPS	measures,	there	are	some	measures	 for	
which	exclusion	is	very	problematic.			

	
C1.	Hepatitis	C	
At	 the	 request	 of	 the	 Measure	 Applications	 Partnership,	 AGA	 developed	 a	 “Hepatitis	 C:	
Sustained	 Virological	Response	(SVR)”	measure	that	was	recommended	to	CMS	as	“MUC15‐
229”	to	 "encourage	continued	development."	 After	completing	this	measure,	AGA	was	both	
surprised	 and	 disappointed	 that	 this	 important	 SVR	measure	was	 not	 proposed	 for	 2017	
MIPS	 implementation	 nor	 included	 in	 the	 final	 rule’s	 list	 of	 measures.	 Many	
gastroenterologists,	hepatologists,	infectious	disease,	primary	care	and	mid‐level	healthcare	
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professionals	already	treat	HCV	and	more	will	start	offering	 treatment	with	the	newer	and	
simpler	 regimens.	 Not	 including	AGA’s	SVR	measure	 is	 counter	 to	 the	strong	advocacy	of	
the	 Centers	 for	 Disease	 Control	 and	 Prevention	 (CDC)	 and	 to	 the	US	 Preventive	 Services	
Task	Force	(USPSTF)	 recommendations	for	HCV	testing	and	linkage	to	treatment.	 Further,	
eliminating	 this	 measure	 is	 counter	 to	 patients’	 preferences.	 Curing	 HCV	 is	 the	 most	
important	 outcome	 for	 patients	 with	 HCV.	 Recent	 evidence	 continues	 to	 show	 gaps	 in	
treatment	completion	and	recommended	follow	up	after	 treatment.	 Ensuring	that	patients	
complete	the	prescribed	treatment	course	and	that	patients	 receive	viral	 load	testing	after	
treatment	 ends	 will	 help	 close	 gaps	 in	 care.	 	 Both	 treatment	 completion	 and	 viral	 load	
testing	after	treatment	are	highly	amenable	to	quality	improvement	 efforts.	
	
While	 AGA	 appreciates	 that	 the	 “Discussion	 and	 Shared	 Decision	 Making	 Surrounding	
Treatment	 Options”	measure	(#390)	is	proposed	for	2017	MIPS	implementation,	we	do	not	
believe	 that	 Measure	#390,	 in	 combination	with	 the	Measure	#400,	 “One‐Time	Screening	
for	Hepatitis	C	Virus	 (HCV)	for	Patients	at	Risk”,	will	be	adequate	to	address	HCV	screening,	
testing	and	 treatment	and	 documentation	of	SVR	 in	patients	 treated	 for	Hepatitis	C.	 	 CMS	
can	 address	 this	 inadequacy	 by	 including	 MUC15‐229	 (Hepatitis	 C:	 Sustained	 Virological	
Response)	as	a	high	priority,	appropriate	 use	measure,	and	we	urge	CMS	to	do	so.	
	
AGA	continues	to	be	dismayed	that	the	four	HCV	treatment	measures	included	in	2016	PQRS	
were	 removed	 from	 2017	MIPS	 implementation.	 “Ribonucleic	 Acid	 (RNA)	 Testing	 Before	
Initiating	 Treatment”	 (#84);	 “Hepatitis	 C	 (HCV)	 Genotype	 Testing	 Prior	 to	 Treatment”	
(#85);	“Hepatitis	C	 Virus	(HCV)	Ribonucleic	Acid	(RNA)	Testing	Between	4‐12	Weeks	After	
Initiation	of	Treatment”	 (#87);	and	“Hepatitis	A	Vaccination	 in	Patients	with	HCV”	 (#183)	
continue	to	be	important	 treatment	measures.		
	
C2.	Hepatitis	B	
CMS	 retired	the	“Hepatitis	B	Vaccination	in	Patients	with	HCV”	measure	(formerly	#184)	in	
2014,	and		 did	not	propose	the	Measure	Applications	Partnership	(MAP)	recommendation	of	
“MUC15‐220,”	 which	would	have	restored	this	important	Hepatitis	B	vaccination	measure.		
AGA	continues	 to	recommend	 to	 CMS	 that	 these	 four	HCV	 treatment	measures	 (#84,	#85,	
#86	and	#183)	be	implemented	as	 	 MIPS	measures	and	that	MUC15‐220,	as	developed	by	
AGA	 at	 the	 request	 of	 the	 MAP,	 be	 included	 as	 a	 new	 HCV	 treatment	 measure	 for	 MIPS	
implementation.	 In	the	first	three	QCDR	program	 years	(2014‐2016),	CMS	expressed	a	clear	
preference	 for	 National	 Quality	 Forum	 (NQF)‐endorsed	 measures.	 Removing	 these	 four	
HCV	measures,	all	measures	that	hold	current	NQF‐endorsement,	 appears	to	go	against	this	
CMS	 indicator	 for	 preferred	measures.	 Including	AGA’s	 SVR	measure	 and	 these	 four	HCV	
treatment	measures	would	send	clear	signals	about	the	importance	of	 SVR	to	both	patients	
and	clinicians.	
	
C3.	Inflammatory	Bowel	Disease	(IBD)	
CMS	 finalized	 retiring	 measures	 #270	 and	 #274,	 “IBD:	 Preventive	 Care:	 Corticosteroid	
Sparing	 Therapy,”	and	“IBD:	Testing	for	Latent	Tuberculosis	(TB)	Before	Initiating	Anti‐TNF	
(Tumor	 Necrosis	 Factor)	Therapy,”	 respectively.	 	 AGA	 is	 dismayed	with	 CMS’	 decision	 to	
finalize	the	removal	of	measures	#270	and	#274	as	2017	MIPS	individual	measures.	 During	
the	2016	measure	maintenance	cycle,	measure	#270	was	changed	by	PQMM	to	become	an	
outcome	measure,	rather	than	a	process	measure,	which	 further	increases	the	desirability	of	
including	 #270	 as	 a	 2017	 MIPS	 measure.	 This	 measure,	 especially,	 should	 continue	 to	
support	avoidance	of	overuse	of	corticosteroids	in	the	treatment	of	 IBD.	
	
	

D. Specialty	Measure	Sets:	AGA	appreciates	that	CMS	took	steps	in	the	proposed	
rule	to	clarify	reporting	requirements	when	fewer	than	six	applicable	measures	
are	 available.	 The	 lack	 of	 available	 measures	 is	 a	 longstanding	 concern	 for	
gastroenterologists.	 The	 CMS	 decision	 to	 limit	 inapplicable	 measures	 is	
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important.		Gastroenterologists	will	always	be	at	a	disadvantage	when	 they	are	
required	to	report	on	measures	that	are	tailored	for	other	specialties	or	primary	
care.	 While	 AGA	 supports	 reporting	 on	 specialty‐specific	 measures	 as	 one	
option	 to	meet	MIPS	 quality	 requirements,	 there	 are	 concurrently	 significant	
drawbacks	 in	 reporting	 on	measures	 as	 “specialty	 sets.”	 	 Gastroenterologists	
and	hepatologists	 treat	a	wide	range	of	diseases	and	conditions,	which	 makes	
the	 gastroenterology	 core	 set	 irrelevant	 to	 many	 gastroenterologists	 and	
hepatologists.	 This	 circumstance,	 of	 course,	 applies	 to	 other	 specialists	 who	
may	consider	Specialty	Measures	Sets,	as	 well.	 For	these	reasons,	we	continue	
to	 be	 confused	 by	 CMS’	 elimination	 of	 existing	 Measures	 Groups.	 Measures	
Groups	currently	provide	a	valuable	means	of	reporting	on	quality	and	ensure	
that	 specialties	 have	 access	 to	 meaningful	 measures	 that	 allow	 physicians	 to	
focus	 on	 procedures	 and	 conditions	 that	 represent	 a	 majority	 of	 his	 or	 her	
practice.		Additionally,	CMS	should	recognize	that	 many	physicians	reporting	on	
measures	groups	are	participating	in	CMS	programs	at	a	high	level	 and	provide	
valuable	data	via	this	reporting	method.	

	
Regarding	“Table	E:	2017	Finalized	MIPS	Specialty	Measure	Sets,”	we	are	pleased	that	CMS	
responded	 to	 our	 comments	 and	 removed	 the	 proposed	 MIPS	 measure	 #113	 from	 the	
Gastroenterology	 Specialty	Measure	 Set	 as	 it	 is	 more	 relevant	 to	 internal	medicine,	 family	
medicine,	 and	other	primary	care	practices	than	it	is	to	gastroenterology.		
	
We	 also	 appreciate	 that	 CMS	 added	 MIPS	 measures	 #271(Inflammatory	 Bowel	 Disease	
(IBD):	Preventive	Care:	Corticosteroid	Related	Iatrogenic	Injury	–	Bone	Loss	
Assessment)	and	#275	(Inflammatory	Bowel	Disease	(IBD):	Assessment	of	Hepatitis	B	Virus	
(HBV)	 Status	 Before	 Initiating	 Anti‐TNF	 (Tumor	 Necrosis	 Factor)	 Therapy)	 back	 to	 the	
Gastroenterology	 Specialty	 Measure	 Set.	 Not	 including	 these	 two	 measures	 would	 have	
limited	the	number	of	relevant	options	for	 reporting	by	gastroenterologists.			
	
Measure	402	–	Tobacco	Use	and	Help	with	Quitting	Among	Adolescents.		The	age	range	for	this	
measure	cause	 its	 inclusion	not	to	make	sense	 in	a	GI	set	specified	for	and	adult	population.		
This	measure	is	redundant	with	measure	226	–	Preventive	Care	and	Screening:		Tobacco	Use	
Screening	 and	 Cessation	 Intervention	 that	 is	 also	 in	 the	 measure	 set.	 	 AGA	 recommended	
removal	of	Measure	402	from	the	Gastroenterology	Specialty	Set.			
The	steward	and	owners	of	Measures	390	and	401	(pp.	2186	and	2190,	respectively,	of	 	 the	
pre‐Federal	Register	version)	are	wrongly	identified.		These	two	measure	should	be	attribute	
to	 that	 American	 Gastroenterological	 Association	 and	 the	 Physician	 Consortium	 for	
Performance	 Improvement.	 	 (The	American	Society	of	Gastrointestinal	Endoscopists	 is	not	a	
party	to	these	two	measures.	
	
	
Cross‐Cutting	Measures	for	2017	and	Beyond	
	
CMS	took	valuable	steps	 in	the	proposed	rule	to	 implement	needed	changes	by	eliminating	
many	 requirements	for	cross‐cutting	measures.	 Many	existing	measures	that	are	considered	
cross‐cutting	provided	no	value	to	CMS	and	did	not	enhance	the	patient	care	experience.	 We	
do	believe,	however,	 that	value	can	be	found	in	some	cross‐cutting	measures.	 	As	CMS	and	
others	have	found,	 the	context	within	which	a	cross‐cutting	measure	 is	 implemented	has	a	
significant	on	its	feasiblilty	and	relevance.		 We	believe	that	measures	such	as	 screening	
for	hepatitis	C	continue	 to	be	of	value.	 Research	suggests	 that	many	people	within	 the	
Medicare	age	range	have	not	been	screened,	thereby	leaving	patients	at	an	ongoing	risk	and	
untreated	for	a	potentially	life	threatening	condition.	
	
	
MIPS	Cost	Category:	Like	CMS,	AGA	agrees	that	measuring	resource	use	is	a	key	component	



6 

in	assessing	value	within	 our	current	health	care	system	in	order	to	address	inefficiency	or	
waste.		Resource	measurements	 ensure	patients	are	receiving	high	quality,	high	value	care	in	
a	way	 that	 doesn’t	 overly‐burden	 limited	 federal	 resources.	 However,	 the	 value	 of	 these	
measures	 also	 comes	 with	 additional	 administrative	 burden	 on	 physicians	 that	 could	
potentially	 impact	 patient	care.	 	AGA	appreciates	 that	CMS	will	not	require	additional	
reporting	on	 the	part	of	physicians	for	the	purpose	of	 measuring	resource	use.	 This	
alleviates	the	burdens	on	physicians	and	highlights	the	importance	 and	value	of	reporting	in	
a	 meaningful	 manner.	 However,	 we	 agree	 that	 the	 measures	 included	 under	 the	 Cost	
performance	 category	 are	 in	 need	 of	 further	 refinement,	 and	 therefore,	 AGA	 supports	 the	
CMS	decision	to	weight	the	Cost	performance	category	to	0%	for	2017.	
	
MIPS	Advancing	Care	Information	Performance	Category:	As	discussed	in	our	comments	
on	the	proposed	rule,	we	were	extremely	concerned	with	 the	full‐year	ACI	reporting	period	
contained	in	the	proposed	rule.		AGA	has	previously	advocated	 and	continues	to	push	for	a	
partial‐year	reporting	period	to	assist	physicians	and	practices	 in	their	 early	years	of	EHR	
implementation.	We	are	appreciative	that	CMS	heard	our	concerns	and	finalized	a	minimum	
reporting	period	under	the	Advancing	Care	Information	of	90	days	for	the	first	year.	
	
	
Thank	 you	 for	 providing	 us	 the	 chance	 to	 comment	 on	 the	 final	 rule	 implementing	 the	
provisions	of	the	initial	year	of	performance	under	MACRA.	 We	hope	that	we	can	continue	
these	discussions	with	CMS	in	future	program	 years.	 If	you	have	any	questions	or	concerns,	
please	 contact	 Kathleen	 Teixeira,	 Senior	 Director	 of	 Government	 Affairs	 at	
kteixeira@gastro.org	or	(240)	482‐3222.	
	
Sincerely,	

	
Michael	Camilleri,	MD,	AGAF	 Chair	
American	Gastroenterological	Association	


