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Re:  CMS-3239-P, Medicare Program; Hospital Inpatient Value-Based Purchasing Program; Proposed Rule (Vol. 76, No. 9), January 13, 2011
Dear Dr. Berwick:

The INSERT YOUR HOSPITAL OR HEALTH SYSTEM NAME appreciates the opportunity to comment on the Centers for Medicare & Medicaid Services’ (CMS) hospital Value-Based Purchasing (VBP) system proposed rule. Following are comments related to specific provisions of that rule.

PROPOSED MEASURES:
CMS proposes to exclude seven measures from the program that are “topped out” measures.  Hospital performance was statistically indistinguishable at the 75th and 90th percentiles on those measures and the truncated coefficient of variation was less than 0.10, meaning that hospitals’ scores were tightly clustered around the average score.  We agree that these statistical tests have the potential to identify measures for which it would be extremely difficult to pinpoint meaningful differences among hospitals’ performance.  However, specific measures such as Aspirin at Discharge, Evaluation of LVS Function and Antibiotic Selection for Surgical Patients indicate threshold and benchmark scores that are very close together. For these measures, the national median threshold score is 0.98 and the national benchmark scores are 0.99 or 1.00.  This presents a problem when attempting to calculate the achievement scores for these measures. For example, if our hospital scores 0.98 (i.e., the threshold), we would receive 1 point for achievement. If our score is 0.99 (i.e., the benchmark) or higher, we would receive 10 points for achievement.  However, there is no way for us to score any number of points between 1 and 10 on the achievement range. This seems contradictory to CMS’ intent to exclude topped out measures.
CMS currently modifies measure specifications through a sub-regulatory process by updating the measure specifications manual twice yearly to reflect changes in science, clinical practice or updates in coding or administrative policies. Our hospital believes this process is appropriate and should continue. However, we ask that CMS clarify how it would calculate hospitals’ VBP improvement scores for those years during which a substantial change was made to a measure’s specifications. CMS should clearly articulate its policy with regards to calculating improvement scores when a measure, and possibly a hospital’s general performance on that measure, changes from one year to the next.  

PROPOSED PERFORMANCE STANDARDS: 

The proposed methodology does not evenly reward Achievement and Improvement.  Improvement scores tend to be lower and, hence, less frequently represented in the total VBP score. Our hospital suggests that CMS establish a separate standard for the Improvement range and not use the Achievement Benchmark as the top end of the range. For example, an Improvement range of x% could be set, then a determination of where each hospital’s Performance year score falls between its Baseline period score and that Baseline score + x%. In this way, the Improvement range is the same for each hospital, as is the Performance range.
It appears in the proposed rule that the achievement thresholds for most measures will be set at or above 0.90. This is problematic for hospitals with a small number of patient cases or the minimum number (10) applicable for a particular measure. If one of those hospitals were to fail on its performance for a measure by just one patient, its achievement score would be unfairly reduced.  Because of this, we also urge CMS to revise the methodology for calculating the thresholds.

PROPOSED METHODOLOGY FOR CALCULATING THE TOTAL PERFORMANCE SCORE:
The process scores are artificially low due to the proposed methodology for setting benchmarks and thresholds. In many cases, the range between the benchmark and threshold is only a few percentage points, which does not allow for a full range of possible achievement points. For example, a benchmark of 100% and a threshold of 98% allow only four possible achievement scores: 10, 5, 1, or 0. So if our hospital were to score 97%, we would earn no achievement points and likely would earn only minimal improvement points. Therefore, we recommend that CMS: 1) Establish a minimum distance between the Benchmark and Threshold to ensure an adequate Achievement Range or 2) Establish maximum Benchmark and Thresholds (either as percentiles or set scores).  
SCORING PATIENT EXPERIENCE OF CARE MEASURES (HCAHPS):   
HCAHPS Risk Adjustment Methodology:
The methodology used to calculate hospitals’ performance on HCAHPS differs from the methodology used to calculate hospitals’ scores on the clinical process measures. For the clinical process measures, hospitals’ actual scores are compared to the median score for the achievement threshold and to the mean score of the top 10% of scores for the achievement benchmark. The HCAHPS methodology requires that hospitals’ scores be translated first into percentiles of performance and then compared to the thresholds and benchmarks. We believe that the HCAHPS scoring is overly complex and should be simplified.  Converting the raw scores into percentiles or ranks of hospitals may not lead to the same results if that same scoring were done in the same manner as it is for the clinical process measures. The use of percentiles has the unintended consequence of not allowing for a true comparison to baseline period performance. (95% is a target number, not a baseline performance level.) Thus, we strongly urge CMS to revise the HCAHPS methodology and calculate the HCAHPS achievement and improvement points in the same manner as it proposes to calculate the achievement and improvement points for the clinical process measures--directly from hospitals’ scores.  Doing so will be simpler, more straightforward and more transparent, which is consistent with CMS’ goals for the program.
Our hospital supports surveying patients on their experiences with the care they receive and believes it helps advance patient-centered care.  However, there are substantial concerns about using the HCAHPS tool in the VBP program if it systematically disadvantages certain types of hospitals due to the types of patients they serve. We urge CMS to conduct more research to clearly identify and define these potential disadvantages, as well as to determine if improvements to the HCAHPS survey process are warranted, such as making revisions to the sample size requirements and risk-adjustment methodology. Until there is an examination and public vetting of the HCAHPS scoring methodology, our hospital recommends a suspension of HCAHPS from being included in VBP.  Because CMS seems to be intent on moving ahead with the inclusion of HCAHPs in VBP, we would urge the agency to reduce the percentage impact to 10% or lower until there is an examination of the HCAHPS measurements, methodologies and scoring by objective parties outside of the Agency for Healthcare Research and Quality (AHRQ).
Dr. Berwick, thank you for the opportunity to share our concerns and recommendations.

Sincerely,

SIGNATURE OF HOSPITAL CEO / AUTHORIZED REPRESENTATIVE
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