Sample Comment Letter: ACO Medicare Shared Savings Program Proposed Rule Hospital 

[NOTE: The deadline to submit comments to CMS is11:59 p.m. EDT, Monday, June 6; comment letters can be submitted online at http://www.regulations.gov/#!documentDetail;D=CMS-2010-0259-0425.]

Donald Berwick, M.D., M.P.P.

Administrator

Centers for Medicare & Medicaid Services

Department of Health and Human Services

Hubert H. Humphrey Building, Room 445-G

200 Independence Ave., S.W.

Washington, DC  20201

Re:
CMS-1345-P

Medicare Program; Medicare Shared Savings Program; Accountable Care Organizations

Dear Dr. Berwick:

The INSERT YOUR HOSPITAL OR HEALTH SYSTEM NAME appreciates the opportunity to comment on the Centers for Medicare and Medicaid Services’ (CMS) proposed rule to implement the Accountable Care Organization (ACO) Medicare Shared Savings Program (MSSP).
ADD A FEW SENTENCES THAT DESCRIBE YOUR HOSPITAL OR HEALTH SYSTEM AND WHAT YOUR HOSPITAL OR HEALTH SYSTEM IS DOING TO PROVIDE BETTER CARE FOR INDIVIDUALS, BETTER HEALTH FOR POPULATIONS, AND REDUCED PER CAPITA COSTS (THE TRIPLE AIM).

NAME OF HOSPITAL OR HEALTH SYSTEM is working to implement the goals of the Triple Aim, but participation in the MSSP seems beyond reach for us.  The up-front investment is too high given the limited potential to recoup shared savings and the risk for repayment of losses. NAME OF HOSPITAL OR HEALTH SYSTEM recognizes that the final rule will be different and we look forward to a final rule that encourages participation in the MSSP. The following are our recommendations:
Create greater financial incentives for participation.  
1. The Centers for Medicare and Medicaid Services (CMS) should provide advance payments to help fund the needed infrastructure. 
2. Allow all ACOs to share in first dollar savings to help fund appropriate infrastructure and overhead expenses. 
3. Remove the 25% withhold of shared savings payments.
4. Standardize the Minimum Savings Rate (MSR) at 1% or 2% for all ACOs.  
5. Establish a minimum sharing rate of 50% for Track 1 and 60% for Track 2.  Then use the quality score to increase the minimum rate up to 80% for Track 1 and 90% for Track 2.

6. Expedite shared savings payments by using a three-month claims run out period.
7. Change the methodology to exclude Medicare payment adjustments that are based on policy decisions that are not under an ACO’s control.

8. Risk adjust for the severity of an ACO’s population annually.

Reconsider the models themselves to attract participants and spur providers to transform the care that they provide.  

1. Change Track 1 so that there is no financial risk for losses in the third year. 
2. Consider an additional Track that allows for partial capitation.   
Improve the system to attribute and manage beneficiaries.   
1. Attribute beneficiaries prospectively.  They should be informed that they are attributed so they can be engaged in the processes to improve their care.  Beneficiaries should also be given the opportunity to opt in. 
2. Tie beneficiary attribution to both primary care physicians who provided most of the care as well as some specialists. Many seniors receive most of their primary care from specialists. Also consider including nurse practitioners, physician assistants, and clinical nurse specialists.  
3. Exclude Medicare beneficiaries who spend a substantial amount of time in a different geographic location.  An ACO will not be able to impact the quality or cost of their care.

4. Likewise, exclude Medicare beneficiaries if they transition to a Medicare Advantage plan during a performance period.

5. Clarify that ACOs can provide incentives and value added services to attributed beneficiaries to motivate them to improve their health status. 

6. Make beneficiary-identified data available on a monthly basis.  Beneficiaries should not be able to opt out of data sharing.     

Reduce the operational barriers to ACO development.

1. Allow ACOs to use their current governance structures rather than requiring them to create a separate legal entity if none currently exists.  
2. Eliminate the requirement for 75% of the governing body to be representative of ACO participants.  
3. Allow physician Tax Identification Numbers to be updated regularly to facilitate independent physician practices joining or leaving an ACO or forming different groups. 

4. Eliminate the meaningful use requirements. 
5. Consider allowing for a development period in 2012, with a program start in 2013.  We cannot decide whether we want to participate until we know what the final rules are.  While we are prepared to accept risk, we want it to be predictable and manageable. 

6. Do not require prior approval of marketing materials.  
Focus quality measurement and improvement on fewer high impact measures.  In crafting revised measures, strong consideration should be given to the American Hospital Association’s recommended quality metrics. 

1. Scale back the 65 quality measures to a more reasonable number. Include additional measures over time but only if they are nationally recognized standards based on evidence-based best practices and expert consensus using the National Quality Forum.
2. For new measures that hospitals are not already capturing and reporting, allow a two-year time period for pay for reporting.

3. Minimize measures that require ACOs to retrospectively pull patient charts to abstract data.

4. Only count readmissions for heart failure, pneumonia, and acute myocardial infarction if they are related to the original admission.   
5. Eliminate the care transition measure for medication reconciliation as it is a self-reported unidirectional measure.  Instead consider the care coordination measures of the Physician Consortium for Performance Improvement. 
6. Re-consider the group practice reporting option (GPRO) as there is insufficient experience with it and data needs to be extracted from the medical record.

7. Consider using the Clinician and Group consumer assessment of healthcare providers and systems (CAHPS) survey results to calculate a bonus to the quality scores in the other four quality domains.  There are concerns about the tool and its methodology for reporting results.  

Minimize administrative burdens.   
1. Simplify the application.  Much of the documentation can be streamlined.  
2. Make shared savings payments and offer ACOs the opportunity to appeal rather than requiring ACOs to verify CMS’s shared savings calculations first.   

Finally, ACOs will require physicians to change their practice patterns.  A key barrier to this in Illinois is the practice of defensive medicine.  Medical liability protections for ACO providers who practice evidence-based medicine and conform to best practices should be included in any framework for successful ACO development.

INSERT YOUR HOSPTIAL OR HEALTH SYSTEM NAME appreciates the opportunity to comment on this proposed regulation.  We are excited about the potential for ACOs to lead to new partnerships that will transform the health care delivery system.  We hope you find our comments helpful as we all share the same goals for the MSSP.  If you have questions, please feel free to contact INSERT CONTACT INFORMATION.  

Sincerely, 

AUTHORIZED HOSPITAL OR HEALTH SYSTEM REPRESENTATIVE
