
 

 

June 27, 2016 

 

Acting Administrator Andrew Slavitt 

Centers for Medicare and Medicaid Services 

Department of Health and Human Services 

Attention: CMS-5517-P 

P.O. Box 8013 

Baltimore, MD 21244-8013 

 

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; 

Proposed Rule (CMS-5517-P) 

 

Dear Administrator Slavitt,  

 

On behalf of the American Society for Clinical Pathology (ASCP), I appreciate the opportunity to provide 

comments in response to the Centers for Medicare and Medicaid Services (CMS) Merit-Based Incentive 

Payment System (MIPS) and Alternative Payment Model (APM) Incentive under the Physician Fee 

Schedule, and Criteria for Physician-Focused Payment Models Proposed Rule. ASCP has advocated for the 

repeal of the Sustainable Growth Rate formula and for increasing opportunities for specialists to participate 

in payment and delivery reform through the Medicare program. We appreciate the extensive work done by 

CMS to use the Medicare Access and Children’s Health Insurance Program (CHIP) Reauthorization Act 

(MACRA) of 2015 legislation to streamline quality improvement implementation through the MIPS and 

APM Incentive programs.  

 

The ASCP is a 501(c)(3) nonprofit medical specialty society representing more than 100,000 members. Our 

members are board certified pathologists, other physicians, clinical scientists (PhDs), certified medical 

laboratory scientists/technologists and technicians, and educators. ASCP is one of the nation’s largest 

medical specialty societies and is the world’s largest organization representing the field of laboratory 

medicine and pathology. As the leading provider of continuing education for pathologists and medical 

laboratory personnel, ASCP enhances the quality of the profession through comprehensive educational 

programs, publications, and self-assessment materials.  

 

Pathology practice is inherently collaborative and impacts the entire spectrum of patient care. Pathologists 

routinely collaborate not only with other healthcare practitioners and facility staff, but also at the 

institutional or health care system level in caring for individual patients. Pathologists are uniquely 

positioned at the forefront of patient care and are experts in quality improvement, care coordination, and 

collaboration. However, pathologists have faced difficulty in participating in CMS’s quality improvement 

incentive programs (e.g., the Physician Quality Reporting System (PQRS), and the Value Modifier (VM or 

Value-based Modifier)) in the past, while being exempted from the Electronic Health Records (EHR) 

Incentive program. Therefore, ASCP applauds the Agency’s efforts to create more flexibility and expand 

these quality reporting programs in the future but requests that the Agency consider even further expansion 

https://s3.amazonaws.com/public-inspection.federalregister.gov/2016-10032.pdf
https://s3.amazonaws.com/public-inspection.federalregister.gov/2016-10032.pdf
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of the MIPS program to more effectively capture the efforts of specialists like pathologists who 

significantly impact patient care.  

 

I. MACRA in Brief 

 

In 2015, President Obama signed into law the payment system and delivery reforms contained in 

the MACRA legislation. MACRA was considered historic in nature due to the bill’s unprecedented 

bipartisan, bicameral support in Congress. Alternatively referred to as the “SGR Repeal Bill,” it was 

initially recognized for its impact in eliminating the annual threat of double-digit cuts to physician 

reimbursement through successful repeal of Medicare’s flawed Sustainable Growth Rate (SGR) payment 

formula.  

 

The recently released MACRA Proposed Rule outlines CMS’s strategic approach to MACRA 

implementation, establishing a new “Quality Payment Program” that provides a unified framework under 

which providers may choose and transition between these two paths – participation in MIPS or an advanced 

APM. Importantly, the Rule also takes into account ASCP input and other stakeholder feedback obtained in 

response to CMS’s Oct. 2015 Request for Information, detailing program participation requirements and 

thus revealing a more comprehensive picture of the bill’s effect on provider reimbursement and service 

delivery. 

 

Quality Payment Program Overview 

 

MIPS: Beginning in Calendar Year (CY) 2017, all eligible clinicians must initially participate in the MIPS 

program, which is strategically structured to drive movement toward alternate participation in advanced 

APMs in future performance periods. Under MIPS, the three existing quality reporting programs – the 

PQRS, VM, and EHR Incentive program – will be consolidated, streamlined, and modified into three 

separate performance assessment categories alongside a fourth Clinical Practice Improvements Activity 

(CPIA) category. 

 

In order to determine a Composite Performance Score (CPS) for each clinician or group of clinicians, CMS 

will assess performance across the four performance categories and apply MACRA-specified category 

weights: (1) Quality (formerly PQRS) – 50 percent; (2) Resource Use (RU) (formerly the VM program’s 

“cost composite” score) – 10 percent; (3) CPIA (newly designated quality improvement activities) – 15 

percent, and; (4) Advancing Care Information (ACI) (modified EHR Incentive program) – 25 percent. The 

CPS will then be compared to a MIPS performance threshold in order for CMS to determine the appropriate 

payment adjustment. Payment adjustment amounts will vary in accordance with the total dollars at risk each 

year, beginning at +/- 4 percent in the initial payment period and increasing to +/-9 percent by CY 2022. 

Therefore, a CPS below the performance threshold could result in a maximum negative payment adjustment 

of -4 percent in CY 2019. Conversely, a CPS at or above the performance threshold would result in a 

positive payment adjustment ranging from zero to +12 percent, which includes application of a possible 3X 

budget neutrality factor.  In addition, providers may be eligible for an exceptional performance adjustment 

of up to 10 percent, bringing the maximum positive payment adjustment to +22 percent for 2019.  
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APMs: Under the Quality Payment Program, providers will also have the opportunity to become a 

Qualifying APM Participant (QP) upon meeting a threshold for the percentage of Medicare Part B 

beneficiaries (initially 20 percent) or payments (initially 25 percent) attributed to an “advanced” APM. 

APMS are considered “advanced” when they bear risk for monetary losses of a specified magnitude, base 

payments on quality measures comparable to those available under the MIPS program, and require at least 

50 percent of participating clinicians to use Certified EHR Technology when documenting and 

communicating clinical information. Providers participating in the following programs would be considered 

QPs participating in advanced APMs: the Medicare Shared Savings program (Tracks 2 and 3); the Next 

Generation Accountable Care Organization (ACO) Model; the Comprehensive ESRD Care Initiative; the 

Comprehensive Primary Care Plus (CPC+) Initiative; and the Oncology Care Model. 

 

Upon designation as a QP, providers are exempt from participating in the MIPS program and will 

automatically receive a 5 percent lump sum incentive payment, in addition to any savings accrued via 

participation in an advanced APM entity. Though incentive payments will sunset in the CY 2024 payment 

period, QPs will begin receiving higher fee schedule updates (0.75 percent instead of 0.25 percent for non-

QPs) in CY 2026. Providers that are participating in APMs, but do not meet the patient or payment 

threshold needed to designate the APM “advanced,” are considered partial QPs. Though partial QPs do not 

qualify for the advanced APM incentive payment, they may elect to be exempt from performance 

assessment under MIPS. 

 

II. Historical Difficulties Faced by Pathologists in Satisfying CMS Quality Programs 

 

Historically, it has been difficult for non-patient facing clinicians, such as pathologists, to meet the 

requirements of CMS Quality Programs. With MACRA implementation quickly approaching, ASCP is 

hopeful that CMS will give both patient-facing and non-patient facing clinicians the flexibility to choose 

activities that are most meaningful to their practices to demonstrate quality performance. However, the 

Society is concerned that pathologists will continue to experience difficulty in meeting MACRA 

requirements and will therefore not attain a favorable composite performance score in the new MIPS 

program. 

 

As the Agency is aware, pathologists and several other physician-specialties are unable to satisfy the 

Electronic Health Record Meaningful Use (EHR MU) incentive program requirements. As a result, CMS 

has provided them relief via the hardship exemption, and should continue to do so in the ACI category 

under MIPS. 

 

In addition, pathologists have had difficulty in complying with PQRS requirements even though they may 

be attempting to improve quality at their institutions. Though more pathologists are eligible to participate in 

the PQRS program than in previous years, ASCP would note a few concerns pertaining to participation that 

suggest diminishing applicability of the pathology-specific PQRS measures and thus the program as a 

whole. Specifically, Table 18 of the 2014 Physician Quality Reporting System Experience Report, lists 

pathologists among the top 10 specialties earning a PQRS incentive via claims in 2014 at 82.6 percent. We 

believe this number grossly overestimates pathologists’ success in the program because there are 

approximately 8,000 practicing pathologists and this table lists only 4,889 as eligible to participate; 

https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/PQRS/Downloads/2014_PQRS_Experience_Rpt.pdf
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therefore, we believe roughly half of pathologists are ineligible for participation in the program. Further, 

Table 62 of this proposed rule projects that 6,533 pathologists will be excluded from the MIPS program in 

2019; this is obviously concerning to ASCP because the Agency has alluded to increasing applicability and 

participation of specialists in the future, but this data would suggest otherwise.  

 

Moreover, while ASCP appreciates that CMS made the Group Practice Reporting Option an available 

reporting mechanism for pathology-specific quality measures in PQRS and has extended this option to the 

MIPS program, the Society cautions the Agency not to interpret this increase in pathologists’ overall PQRS 

participation as an indicator of enhanced program applicability. Rather, pathologists may be “drafting” 

behind other eligible professionals within their tax identification number who are able to successfully 

report.  

 

We urge CMS to continue to address measurement gaps and improve the existing set of measures. 

Additionally, we suggest a portion of the MACRA-authorized funding be put towards supporting measure 

developers in electronic measure development and creation of interoperable electronic data transmission 

across vendor systems. We concur with CMS about the importance of ensuring that measure development is 

clinician-led and evidence-based.  

 

ASCP applauds CMS for addressing specialties with a limited number of applicable measures, and to 

reweight categories to zero, such as RU and ACI, for non-patient facing clinicians. However, the Society is 

concerned that pathologists will continue to have difficulty meeting the requirements of MIPS and will 

therefore not attain a favorable composite performance score. The Society hopes that CMS will continue to 

make non-patient facing clinicians a priority when making policy that determines the measures pathologists 

must meet in order to qualify for CMS Quality Measures Programs.  

 

III. Quality Payment Program  

 

General Comments 

 

Implementation Timeline 

 

While ASCP appreciates the effort and time spent in developing proposals to implement the requirements 

put forth in MACRA, significant time, financial burden, and effort must be employed by physicians and 

their practices to comply with these requirements. Clinicians will need sufficient time to prepare their 

facilities, staff, and information systems; the proposed implementation timeline and performance period 

start date of January 1, 2017 does not provide for this. ASCP believes an alternative performance period 

start date of January 1, 2018 would more appropriately allow for physician education and afford more 

opportunity to prepare for the transition to a new payment system.  

 

Low-Volume Threshold 

 

ASCP recommends that the low-volume threshold be raised significantly in the final rule. To help minimize 

the adverse effects the MIPS program may have on small and rural practices, the Agency should raise the 
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threshold from $10,000 in Medicare allowed charges for fewer than 100 unique Medicare patients per year 

to $30,000 in Medicare allowed charges, OR fewer than 100 unique Medicare beneficiaries seen by the 

clinician. In so doing, CMS would provide a better safety net for small providers.  

 

Non-Patient Facing MIPS Eligible Clinicians 

 

ASCP appreciates CMS’s efforts to create flexibility for MIPS eligible providers who furnish vital services 

but do not typically have direct encounters with patients by defining these providers as “non-patient 

facing.” This designation is imperative to specialists, such as pathologists, who serve as critical members of 

the patient care team and significantly impact outcomes, but do not typically have direct contact with 

patients. Additionally, the Society appreciates the consideration for non-patient facing clinicians who lack 

sufficient alternative applicable measures in a particular performance category to be scored appropriately 

through reweighting of such categories. Similarly, we support the proposed exemption from reporting a 

cross-cutting quality measure for non-patient facing clinicians as these measures may not be reliable, 

developmentally feasible or clinically relevant as well as the allowance for non-patient facing clinicians to 

report on specialty-specific measure sets.  

 

Without a published list of patient-facing encounter codes, it is impossible to comment on the proposed 

threshold of 25 billed patient-facing encounters during a performance period. This is cause for concern 

because the opportunity to determine whether certain pathologists could be inappropriately categorized as 

patient-facing (i.e., fall above this threshold) does not exist. It would be highly problematic if this threshold 

were low enough to deem pathologists as patient-facing because at present there is no opportunity for 

pathologists to substantively participate in the ACI and RU categories; therefore, pathologists would be 

unfairly penalized.  

 

The Society requests clarification on this matter because there are a few pathology service codes that could 

be considered patient-facing. ASCP asserts that certain services provided by pathologists that involve 

patient contact, such as fine needle aspirations, transfusion medicine-related services including apheresis, 

and bone marrow biopsies, lack the true patient interaction required for a pathologist to be considered 

patient-facing and should thus not be included in the face-to-face encounter codes that trigger the patient-

facing designation. The Society asserts that the non-patient facing designation should be based on the 

specialty designation as a whole (e.g., pathology) as opposed to patient relationship codes. However, if 

CMS decides to move forward with this proposal in final rulemaking, ASCP would strongly urge CMS to 

create an appeals procedure to allow practitioners who have been inappropriately deemed patient-facing to 

appeal this designation.  

 

Group Reporting Option  

 

ASCP supports the continued option for clinicians to report as a group, as group reporting has long been the 

primary way pathologists have been able to successfully participate in quality programs like PQRS. As 

such, the Society requests maximum flexibility in this area. Specifically, the Society is concerned with the 

proposal that an individual eligible clinician using a group reporting mechanism must have their 

performance assessed as a group for all performance categories. Alternatively, the Society recommends 
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maximum flexibility for clinicians to choose which categories to report on as a group or individually. This 

would incentivize participation in the MIPS program for those clinicians who may not be able to easily 

report as an individual in one category.  

 

Virtual Groups 

 

ASCP lauds the inclusion of voluntary virtual groups for certain assessment purposes as this provides 

flexibility and lessens administrative burden for physicians, small practices, and other eligible clinicians 

seeking to form virtual groups. ASCP is concerned, however, about the limit on the number of providers in  

these virtual groups. The Society feels that the proposed number is far too low and may, in fact, be counter-

productive to the point of forming virtual groups. As the Agency addresses the necessary requirements to 

implement and establish virtual groups in future rulemaking, we urge the allowance of larger virtual groups. 

Imposing limits on the formation of virtual groups may harm the very practices for which the enhanced 

flexibility was intended.  

 

90 Percent Data Submission Threshold 

 

ASCP is concerned with the proposal requiring clinicians reporting via a registry, qualified clinical data 

registry (QCDR), or EHR to report quality data on 90 percent of all of their patients – regardless of payer. 

We believe that this threshold is unnecessarily high and would substantially increase the reporting burden. 

Currently, eligible professionals reporting via one of these submission mechanisms are only required to 

report on 50 percent of their Medicare patients; to include all-payer data in this reporting requirement could 

create a barrier to success for many clinicians.  

 

The Agency should consider lowering this threshold to 50 percent and limit required reporting to only 

Medicare patients, particularly because only Medicare data will be used in other categories of the Quality 

Payment Program. Further, requiring clinicians to report on such a high percentage of patients may limit the 

types of measures for which they are able to report. This requirement could lead to clinicians avoiding high-

priority measures of this type. As an alternative to setting a permanently lower threshold, CMS could 

gradually increase the threshold from 50 percent to 90 percent over several years to give clinicians the 

opportunity to prepare for reporting at this increased threshold. A graduated threshold increase would also 

give QCDRs and other qualified registries time to ensure that the proper technological components are in 

place to capture data on all patients as opposed to the currently required Medicare patient population.  

 

IV. Merit-Based Incentive Payment System  

 

Quality Performance Category 

 

ASCP supports the Agency’s proposal to reduce the number of measures MIPS eligible clinicians must 

report from nine (in the PQRS program) to six, and to remove the requirement that measures must span 

three National Quality Strategy domains; ASCP agrees that this threshold is too high and has forced some 

clinicians to report measures that were not relevant to their practices. ASCP also appreciates the exemption 

for non-patient facing clinicians to report a cross-cutting measure as well as the flexibility afforded in 
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reporting other “high priority” measures when no outcome measures exist. We further support the flexibility 

to report non-MIPS measures through QCDRs and other qualified registries and agree with the Agency that 

measures should be attainable, practical, and meaningful to individual circumstances.  

 

However, the current eight pathology-specific PQRS measures may not be widely applicable due to 

differences in clinical workflow, practice location, and subspecialty types in pathology. The pathology 

specialty-specific measure set included in the proposed rule is merely the eight PQRS measures renamed 

and therefore continue to pose applicability challenges for many pathologists. While we appreciate the 

Agency’s inclusion of specialty-specific measure sets, we reiterate the issues that a large number of 

pathologists have had in meeting the quality metrics within the PQRS system and would urge an expansion 

of the measure set to include more meaningful and relevant measures to choose from. For example, the 

current eight pathology-specific measures are applicable only to anatomic pathologists, and not clinical 

pathologists. Further, while we agree that outcome measures and other high-priority measures are valuable, 

these measure types are not easily reported or directly influenced by non-patient facing clinicians such as 

pathologists.  

 

Category Re-weighting  

 

ASCP is also concerned about the proposed re-weighting of the two categories for which non-patient facing 

clinicians may be unable to report data (ACI and RU). While we appreciate this consideration, we believe 

the proposal to reweight the quality category to 85 percent of the overall composite score is much too high. 

We appreciate CMS’s focus on weighting quality heavily as a tool to encourage adherence to quality 

improvement. However, ASCP is concerned that such heavy reliance on quality during the initial MIPS 

performance period could prove detrimental to those specialists who lack sufficient quality indicators. For 

example, if a MIPS eligible clinician only had one or two applicable measures and the success threshold 

was not met for one or both of those measures, the result would be far more detrimental than beneficial.  

 

The CPIA category seems to provide the most flexibility and may be the most reasonable category to which 

the weight should be redistributed given the current and on-going difficulties for pathologists and other 

specialties in meeting the current PQRS criteria. In addition, this category allows specialists to tailor and 

receive credit for quality improvement activities that are most relevant to their practice. We believe that it is 

inappropriate that a lack of measures in one or more of the performance categories should be detrimental to 

specialty clinicians and therefore that the CPIA category should be weighted more heavily (e.g., 50 percent 

CPIA and 50 percent Quality Performance).  

 

Clinical Practice Improvement Activities Performance Category 

 

ASCP is grateful for the creation of the CPIA category as it provides flexibility and allows for development 

of activities that are meaningful to specialists like pathologists. The Society supports the proposal that non-

patient facing clinicians report two CPIAs (regardless of priority designation) to receive full credit for this 

performance category in the first performance year. We also support the attestation process for reporting in 

this category. As CPIA are further defined in the rulemaking process, ASCP encourages CMS to allow for 
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the broadest interpretation of CPIA in order to maximize potential category participation for all specialties 

and practice locations.  

 

Moreover, we believe that CMS should incentivize participation in robust clinical data registries that 

provide feedback to participating clinicians, drive quality improvement, and share best practices. Registries 

function as tools for quality improvement and performance measurement, reporting, and improvement. As 

such, registries support high value clinical practice improvement. The Society believes that the Agency 

should consider reweighting the priority of activities related to registries from “medium” (10 points) to 

“high” (20 points) to decrease reporting burden.  

 

Further, ASCP appreciates the proposed incorporation of appropriate use criteria (AUC)
1
 into the CPIA 

category in the form of activities related to appropriate assessments and reducing unnecessary tests and 

procedures. Pathologists are uniquely positioned to reduce unnecessary test ordering, and are already 

engaged in this important work; it is therefore reassuring to know that there is the potential for them to be 

acknowledged for this. Additionally, use of AUC is a particularly important in the CPIA category because it 

fosters cost reduction, improved quality, and appropriate utilization.  

 

Maintenance of Certification Part IV 

ASCP is strongly supportive of the inclusion of Maintenance of Certification (MOC) Part IV as a CPIA. 

MOC requires demonstration of ongoing attainment of medical knowledge, practice assessment of 

quality, patient safety, patient surveys, and verification of credentials, such as holding a valid license to 

practice medicine. We are also supportive of this as a CPIA because it helps assure that physicians are 

committed to lifelong learning and competency and thus provide higher quality care and achieve better 

patient care outcomes. It provides pathologists – a medical specialty with well-documented difficulties in 

meeting CMS’s quality reporting requirements – with a viable pathway towards satisfying CPIA reporting 

requirements. Moreover, as many physicians, including pathologists, are already engaged in MOC 

activities, this CPIA can improve patient care with minimal added burden. We note that ASCP helps 

pathologists satisfy MOC Part IV requirements via individual and laboratory performance improvement 

and quality assurance programs as well as gynecologic proficiency testing.  

Accredited Continuing Medical Education 

ASCP strongly urges CMS to specifically recognize accredited continuing medical education (CME) as 

another means to satisfy CPIA requirements. Physicians rely on accredited CME to help them improve their 

practice and deliver high-quality, safe, effective patient care. Accredited CME activities focusing on 

performance improvement are a necessary component of the change process that is sustainable long 

term. CPIAs and CME activities that improve performance can contribute to patient health by helping 

clinicians improve their knowledge, competence, and patient outcomes. CME activities are a key 

                                                           
1 Please be aware that the Government Accountability Office has favorably reviewed ASCP’s Choosing Wisely 

recommendations for their potential as AUCs.  See Considerations for Expansion of the Appropriate Use Criteria 

Program. 

 

http://www.gao.gov/assets/680/672856.pdf
http://www.gao.gov/assets/680/672856.pdf
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component of ensuring adherence to quality metrics and use of health information technology to produce 

clinical performance improvement. As patients will continue to need health care professionals that engage 

in lifelong learning, assessment, and improvement in practice, it is imperative for these activities to be 

recognized and rewarded in value-based payment programs promulgated by CMS and/or private payers.  

We recommend that CMS explicitly acknowledge CME activities offered by accredited CME providers that 

facilitate learning and quality improvement in the following two CPIA subcategories:  

 Accredited CME activities that involve assessment and improvement of patient outcomes or care 

quality, as demonstrated by clinical data or patient experience of care data, such as Performance 

Improvement CME or Quality Improvement CME.  

 

 Accredited CME that teaches the principles of quality improvement and the basic tenets of 

MACRA implementation, including application of the “three aims,” the National Quality Strategy, 

and the CMS Quality Strategy, with these goals being incorporated into practice.  

One issue potentially complicating recognition of accredited CME, however, pertains to the 90 day rule. 

According to the Proposed Rule, MIPS eligible clinicians or groups must perform CPIAs for at least 90 

days during the performance period to earn CPIA credit. ASCP believes that the 90 day rule unnecessarily 

complicates CPIA – for CME as well as other possible activities – and that it would be preferable to 

eliminate or substantially modify the application of this proposed requirement. Alternatively, to allow for 

accredited CME to count toward CPIA, we would urge CMS to allow approved CME activities that 

incorporate a 90-day survey or evaluation period into the program as having met the 90 day requirement. 

Other Recommendations for CPIA Inclusion  

 

While ASCP believes the Agency’s list of CPIA is general enough that pathologists will be able to fulfill 

the category requirements, we would emphasize the need for specialty-specific CPIA measures similar to 

the specialty-specific measure sets included in the proposal. Specifically, ASCP suggests the following 

examples:  

 

 Appropriate Use: Clinical Efficiency, Cost-Containment & Patient Safety: As previously stated, 

pathologists are uniquely positioned to curb overutilization of certain high-volume, high-cost, 

diagnostic laboratory tests via the development and use of AUC. In addition to cost-savings upfront, 

CPIA involving reference and adherence to laboratory test AUCs may also yield trickle down cost-

savings beyond the diagnostic point-of-care. The development of CPIA involving AUCs presents the 

opportunity to collaborate with payers to ensure that medical necessity is adequately assessed and 

documented for the purposes of administrative simplification and, most importantly, patient safety. 

Though there are many use cases for potential CPIA adaptation, ASCP provides the following 

examples:  

o AUC potential for lipid, thyroid, and allergy panels as well as drug screening, etc.  

o Adherence to appropriate immunohistochemistry utilization rate 
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 Quality Assurance: Best Practices to Ensure Operational Efficiency, Test Result Accuracy, and Patient 

Safety: Given their position at the forefront of patient care, pathologists face enhanced pressure to avoid 

clinical errors while accurately and efficiently diagnosing patient conditions. A clinical error or delay at 

the point of diagnosis could result in detrimental effects further down the care continuum, potentially 

resulting in misdiagnosis or mistreatment of the patient condition. Accordingly, it would be highly 

beneficial to develop CPIA that reinforce best practices while ensuring operational efficiency, test result 

accuracy, and patient safety. Though many use cases exist, ASCP presents the following examples:  

o Microbiology testing turnaround time (e.g., patient on antibiotics who develops C. difficile 

infection) 

o Number of corrected anatomic pathology reports 

 

 Clinical Quality Processes: Post-Test Decision Support: Also given their position at the beginning of a 

care treatment episode, pathologists are often involved in follow-up treatment and/or secondary 

diagnostic test recommendations based on a patient’s initial test results. As such, there are many 

potential CPIA that could ensure pathologists follow appropriate protocols dependent on initial 

diagnostic test results:  

o Breast biopsy (for calcification) correlation with radiology  

o Gynologic cytology to surgical pathology correlation - Abnormal pap smears and correlation 

with follow-up, either another pap smear or cervical biopsy  

o Gastrointestinal biopsy (for mass lesion) correlation with endoscopy  

 

Though ASCP has provided several test-specific resource use activities above, the Society also encourages 

condition-specific resource use activities. For example, ASCP promotes the use of the College of American 

Pathologists’ standardized cancer protocol and biomarker templates for the development of condition-

specific diagnostic and treatment algorithms. The Society suggests reference and/or adherence to such 

algorithms as potential CPIA. However, ASCP encourages CMS to allow for an interpretation of CPIA that 

expands beyond both test- or condition-level specification. Rather, the Society advocates for an 

interpretation that is broad enough to encompass system-level measures, such as reference or adherence to 

general care management benchmarks and the evaluation of population-level measures. 

 

Advancing Care Information Performance Category  

 

ASCP supports the extension of the current MU hardship exemption to the ACI performance category in the 

MIPS composite score for pathologists, as the ACI performance category’s current structure makes 

pathologist participation virtually impossible. Further, we appreciate CMS re-weighting this category to 

zero for non-patient facing clinicians for whom the category is inapplicable.  

 

That said, the Society would like to reiterate our concerns that pathologists are not given credit for the 

substantial contributions they make to data content included in EHRs via alternative tools such as 

Laboratory Information Systems (LISs). CMS has expressed the intent to regulate these alternative tools in 

an effort to ensure interoperability necessary to satisfy some of the current MU measures that require the 

transmission and integration of laboratory data across care settings. As the role of laboratory-generated data 

continues to expand, the Society recommends that CMS adapt program requirements to recognize LISs as 
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the primary reporting tool for pathologists, and incentivize pathologists’ existing efforts. Additionally, 

ASCP requests that CMS grant pathologists a permanent exemption from the ACI performance category as 

opposed to providing the temporary annual hardship exemptions for the MU program, which are capped at 

five years.  

 

Further, we agree with some clinicians who are concerned about the all-or-nothing approach to calculating 

the base score for this performance category. As it stands, the base score calculation carries over the 

problematic pass/fail structure of the current MU program. If a clinician fails to report/attest to just one 

requirement due to lack of relevance or other reasons, they will receive a zero for the base score. Instead of 

retaining this approach, the Agency should consider providing credit for each measure reported, even if it is 

a “yes/no” or attestation measure.  

 

Given the additional weight added to the remaining MIPS performance categories when one or more 

categories are reweighted to zero, ASCP seeks to maximize pathologists’ applicable performance 

categories. As such, the Society encourages CMS to consider broadening its definition of “hospital-based” 

under the ACI category to include hospital-based pathologists. In doing so, the Agency would allow for 

attribution of hospital-level measures performance to individual pathologists, thereby generating available 

data for assessment under the ACI performance category. Given that hospital-based pathologists already 

input structured laboratory data into health IT systems for the fulfillment of a number of existing MU 

measures, ASCP believes that provider-level attribution of hospital-level measures would be an appropriate 

solution for the pathology specialty. 

 

Resource Use Performance Category 

  

ASCP supports the transition to episode-based measures and away from the general total per capita 

measures as used in the VM. We also appreciate the consideration of CMS to re-weight this category to 

zero for non-patient facing clinicians in the first year. However, as this category is based on modified VM 

cost measures, we reiterate our concern with the lack of applicability to pathologists in this category.  

 

The VM program is primary care focused and does not capture the value that pathologists provide to their 

patients. For example, ASCP is the only representative of pathology and laboratory medicine in the 

Choosing Wisely campaign
2
. The Choosing Wisely campaign was launched in 2012 by the American Board 

of Internal Medicine (ABIM) Foundation with the goal of creating and advancing a national dialogue on 

avoiding wasteful or unnecessary medical tests, treatments, and procedures. ASCP volunteers have 

produced two lists thus far of evidence-based recommendations of “Things Providers and Patients Should 

Question,” that intend to facilitate wise decisions about the most appropriate care. Again, pathologists are 

uniquely positioned to collaborate with patients and fellow practitioners to reduce costs through curbing 

unnecessary test ordering and increase patient safety. Programs such as the Choosing Wisely campaign 

provide appropriate care to patients and enhance health outcomes. Therefore, ASCP appreciates CMS’s 

intention to include Choosing Wisely and other AUC guidelines in the future for the creation of applicable 

                                                           
2
 Please be aware that the Government Accountability Office has favorably reviewed ASCP’s Choosing Wisely 

recommendations for their potential as AUCs.  See Considerations for Expansion of the Appropriate Use Criteria 

Program.  

http://www.gao.gov/assets/680/672856.pdf
http://www.gao.gov/assets/680/672856.pdf
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resource use measures, but would reiterate that pathologists are not given credit for the important work they 

are already doing in this area.  

 

In addition to the many measures that are available via the pathology and laboratory community’s existing 

quality assurance programs, ASCP hopes the Agency will promote targeted resource use measures that will 

empower pathologists to take on a more proactive leadership role in guiding appropriate test selection and 

treatment follow-up.  

 

V. Advanced Alternative Payment Models  

 

In order to incentivize pathologists to participate in Medicare advanced APMs, the Agency should create a 

pathway to participation that rewards them for the important work they currently do to rein in costs and 

decrease unnecessary utilization of tests through AUC and programs like the Choosing Wisely Campaign. 

Pathologists frequently reach out to fellow providers to educate them on test ordering and utilization and 

have put in place clinical decision support tools to aid this effort but are not financially incentivized for 

these important activities that result in cost savings and improved quality of care. Similarly, pathologists do 

not receive credit for their contributions to cost savings and improved patient care in models like ACOs, or 

the Bundled Payments for Care Improvement (BPCI) demonstrations. Pathologists are typically paid on a 

fee-for-service basis and are referral-based, and are therefore not necessarily included in discussions of 

improving patient care, costs, or assumption of risk. As a result, pathologists are also not considered eligible 

for shared savings or losses.  

 

ASCP appreciates that CMS has recognized the importance of specialists in acknowledging greater 

participation in future iterations of the Quality Payment Program and urges CMS to recognize that 

specialists are limited in their ability to participate in risk contracts because they do not typically have a 

defined pool of beneficiaries. Additionally, specialists can participate in more than one ACO because of the 

nature of their practices. The lack of attributable beneficiaries makes participation in APMs particularly 

challenging for specialists, such as pathologists. Accordingly, it is inappropriate for pathologists to be 

responsible for a defined pool of beneficiaries. However, pathologists are experts in helping advance quality 

improvement and effective test utilization and could be integral partners in APMs.  

 

ASCP strongly supports care coordination, and cost-effective, evidence-based, and patient-centered care. 

Therefore, for quality of care to improve across the healthcare spectrum, CMS must ensure a role for 

specialists in delivering quality care that is rewarded and recognized. We understand that the Agency is 

constrained by timelines and resource allocation, but firmly believe that advanced APMs must be developed 

in a transparent and collaborative manner that includes specialists if they are to succeed in meeting the goals 

of the Triple Aim of cost reduction, better patient experience/care, and improved quality of care. 

Pathologists are well-positioned to collaborate with risk-bearing physicians to reduce cost and create 

efficiency through appropriate ordering and use of laboratory tests. ASCP would welcome the opportunity 

to work with CMS and other medical specialties to develop a pathway to participation in advanced APMs 

for pathologists, provided there is sufficient opportunity for substantive contribution.  
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ASCP appreciates the opportunity to comment on this important proposal. Please refer any questions to 

Elizabeth Waibel, Senior Manager, Health Policy at 202-347-4450, Ext. 2902 or 

Elizabeth.Waibel@ascp.org.  

 

Sincerely,  

 

 

David N.B. Lewin, MD, FASCP 

President, ASCP  

mailto:Elizabeth.Waibel@ascp.org

