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September 13, 2021 

The Honorable Chiquita Brooks-LaSure 
Administrator 
Centers for Medicare & Medicaid Services 
U.S. Department of Health and Human Services 
Hubert H. Humphrey Building, Room 445–G 
200 Independence Avenue, SW 
Washington, DC 20201 
 
Re: Medicare Program; CY 2022 Payment Policies under the Physician Fee Schedule and Other 
Changes to Part B Payment Policies; Medicare Shared Savings Program Requirements; Provider 
Enrollment Regulation Updates; Provider and Supplier Prepayment and Post-payment Medical 
Review Requirements.  

Dear Administrator Brooks-LaSure, 

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) CY 2022 
Payment Policies under the Physician Fee Schedule and Other Changes to Part B Payment 
Policies; and the Quality Payment Program. This letter will focus on updates to the Quality Payment 
Program (QPP).  

ASCP represents the frontlines of laboratory diagnostics, and our membership of 100,000+ board 
certified pathologists, other physicians, and non-physician laboratory professionals lead the nation’s 
efforts to diagnose and screen for COVID-19 and other diseases/conditions. ASCP is the world’s 
largest organization representing the field of laboratory medicine and pathology. 

ASCP has advocated for increased opportunities for non-patient facing clinicians 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 of 2015 (MACRA) to streamline quality improvement and value-based care 
implementation through the QPP. ASCP also appreciates CMS’ acknowledgement of the unique 
variation in clinician practices, and extensive work to further refine program requirements, respond to 
stakeholder feedback, reduce reporting burden, encourage meaningful participation, and improve 
patient outcomes. 

The practice of pathology is inherently collaborative and impacts the entire spectrum of patient care. 
Pathologists routinely work closely not only with other healthcare practitioners and facility staff, but 
also at the institutional or health care system levels, caring for both individual patients and 
populations. 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’ quality improvement incentive programs in the past. Therefore, 
ASCP applauds the Agency’s efforts to create more flexibility and expand quality reporting programs 
in the future, but requests that the Agency consider even further expansion of the MIPS program to 
more effectively capture the efforts of non-patient facing clinicians like pathologists who significantly 
impact patient care. 

 

https://public-inspection.federalregister.gov/2021-14973.pdf
https://public-inspection.federalregister.gov/2021-14973.pdf
https://public-inspection.federalregister.gov/2021-14973.pdf
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The following outlines selected recommendations and concerns with the 2022 proposed rule: 

• ASCP remains concerned about the overall applicability and potential for meaningful 
participation for pathologists in the QPP and would urge CMS to consider the needs of 
specialists and non-patient facing clinicians when making policy changes. Further, ASCP 
reiterates our concern that meeting the requirements of the program is overly burdensome 
and difficult for pathologists, especially for those in small and/or rural practices. 
 

• ASCP is concerned that pathologists and other non-patient facing clinicians will have 
difficulty participating in MIPS Value Pathways (MVPs) as they are currently constructed. We 
encourage CMS to work with stakeholders to develop a framework that is inclusive of all 
clinicians.  
 

• ASCP also remains concerned about overall applicability to pathology and laboratory 
medicine as we move from traditional MIPS to MVPs and from traditional measurement to 
digital measurement. Pathology and other non-patient facing specialties have faced historical 
difficulties in meeting CMS quality program requirements and we urge CMS to continue a 
dialog with ASCP to ensure meaningful participation for our members.  
 

I. 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. ASCP is grateful that CMS has given both patient-facing 
and non-patient facing clinicians the flexibility to choose activities and measures that are most 
meaningful to their practices to demonstrate quality performance. However, the Society remains 
concerned that pathologists will continue to experience difficulty in meeting QPP requirements and 
may, as a result, unfairly attain poor composite performance scores in relation to their patient-facing 
peers. 

ASCP applauds CMS for addressing specialties with a limited number of applicable measures, and 
the Agency’s efforts to modify program requirements to allow greater participation for pathologists. 
Further, ASCP is grateful to be chosen as a recipient of the 3-year MACRA cooperative agreement 
award to develop pathology-specific QPP measures. This cooperative agreement award is intended 
to close the gap on pathology clinician-level measures available in MIPS around diagnostic 
accuracy, assessing team-based care, and overuse, and we are grateful for the opportunity to close 
this gap area. We are also appreciative of CMS continuing to encourage/incentivize the use of 
Qualified Clinical Data Registries (QCDRs) as a means to satisfy QPP requirements as QCDRs 
allow for flexibility and reduced administrative burden, particularly for non-patient facing clinicians 
who may otherwise have difficulty meeting program specifications. However, we believe the 
additional requirements for measure testing and validation are too restrictive and negate the inherit 
flexibilities built into the QCDR program. The Society urges CMS to make non-patient facing 
clinicians a priority when making policy decisions around program requirements and participation 
criteria.  
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II. Quality Payment Program Calendar Year 2022 Updates 

 
A. General Comments  

ASCP appreciates the Agency’s incremental approach to implementing the MIPS, and MVPs as we 
believe this approach creates the opportunity for patient facing and non-patient facing clinicians to 
continue to familiarize themselves with the scoring methodologies and benchmarks, understand the 
reporting requirements, and better assess and make investments in the most meaningful options for 
participation. However, we urge CMS to provide clinicians with as much real-time feedback as 
possible so they, and the Agency, are better equipped to handle changing program requirements 
and modifications. While we also recognize the Agency’s efforts to reduce reporting burden and 
streamline participation for eligible providers, we remain concerned that the complexity of the 
program still raises challenges, especially for providers practicing in small and rural settings. ASCP 
urges CMS to establish a far more flexible MVP framework and to create quality and cost measures 
based on clinical pathways/workflows for diagnosis and treatment of specific medical conditions. To 
that end, ASCP urges CMS to work with specialty societies to develop and test new and innovative 
measures that are clinically appropriate for a given MVP.  

Additionally, we are concerned about the ability of non-patient facing clinicians, such as pathologists, 
to fully participate in the QPP. One barrier pathologists face is the fact that they use Laboratory 
Information Systems (LIS) in their practice, and thus cannot attain Certified Health Record 
Technology (CEHRT) status. Therefore, pathologists are unable to meet the requirements for health 
information technology in both MIPS and Alternative Payment Models (APMs). Further, pathologists 
are not eligible for bonuses offered to other clinicians in the promoting interoperability category 
simply because they utilize LIS (which pre-date many EHRs) instead of the narrowly-defined 
CEHRT. ASCP would urge CMS to consider other technologies such as LIS and reward pathologists 
for the critical work they perform using this technology.  

ASCP urges CMS to continue special status provisions for non-patient facing clinicians. We believe 
these provisions are critical to maintain pathologist participation in the program. It would be 
preferable for pathologists to fully participate in the program by making the performance categories 
applicable to all clinicians. However, since that is not the case, the exemptions and special status 
provisions allow for demonstration of the care non-patient facing clinicians provide. We are also 
concerned that CMS is moving toward patient reported outcomes and outcomes-based measures in 
general. While we see the importance and merit in these measures, pathologists do not have these 
types of measures available to them as they typically do not directly interact with the patients they 
serve.  

B. MIPS Value Pathways  

In the CY 2020 PFS Final Rule, CMS finalized a new conceptual framework called MVPs to move 
away from siloed activities and connect activities across the Quality, Cost, Promoting Interoperability 
(PI), and Improvement Activities (IA) MIPS categories. We are in support of CMS’ vision for the 
MVPs, and believe that streamlining program requirements and connecting activities across 
disparate categories will be beneficial to participants and reduce burden. We are likewise supportive 
of CMS’ proposal to gradually implement these MVPs beginning in 2023 as the MVP policies are 
more fully established. We remain concerned however, that the MVPs as currently designed do not 
take into account non-patient facing providers such as pathologists. It is unclear where pathologists 
might fit into this scheme and we would advocate for flexibility and meaningful participation for them, 
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such as clinician-led design and disease-specific MVP development that takes into account all 
specialties involved and their unique workflows. Currently, there is not an MVP for pathologists and 
we are concerned about the proposed move away from traditional MIPS to MVPs in 2027 as 
pathology as a specialty has historically experienced difficulty in fitting into traditional CMS payment 
program schema. Further, we believe mandating participation runs counter to the goals of MVPs and 
will hamper innovation and rush the process such that MVPs will be created simply to meet a 
deadline as opposed to being given due consideration.  

Specifically, MVPs as currently proposed include the PI category as a foundation and pathologists 
are exempted from reporting in this category because they use LIS, not EHRs, as their health 
information technology. As mentioned above, LISs are not considered CEHRT and current PI 
measures do not apply to pathologists. ASCP asks CMS to provide clarification on how an MVP 
could apply to pathologists and others who are exempted from the PI category. We would urge CMS 
to include non-patient facing clinicians in its vision for MVPs; ASCP reiterates the critical nature of 
pathology in maintaining high-quality patient care and hopes that future versions of CMS payment 
programs are inclusive of all care team members. We urge CMS to work with specialty societies 
such as ASCP to develop quality and cost measures based on clinical pathways. This would be a 
more patient-centered approach to the creation of MVPs and would also ensure valuable input from 
providers. This would also permit customizing care delivery and would be more in line with CMS 
goals for MVPs. Further, specialty societies should be able to inform CMS how new measures would 
replace the traditional MIPS requirements in the new, more innovative MVP framework.  

MVP development 

We believe the process in developing MVPs has been positive for those specialties that CMS has 
worked with, but would echo the AMA’s recommendations to make the process more transparent 
and enable coordination and input from all clinician groups involved in the care management of a 
specific condition or disease state. To that end, ASCP recommends an informal process that alerts 
stakeholders when CMS is considering a new condition-focused MVP. For example, CMS could 
publish a list of MVPs under consideration on the QPP website to enable stakeholder input and 
coordination in an informal process outside of the notice and comment period. Further, MVP 
development should be clinician-led to be the most patient-centric, quality focused, and least 
burdensome.  

Finally, we propose that MVP participation should be voluntary and that physicians, groups, and 
subgroups should maintain the option to participate in traditional MIPS. While CMS continues to 
improve and fine tune the MVP framework, we would encourage the Agency to think of new and 
innovative approaches to testing and measuring quality, cost, and health information technology, 
such as aligning with clinical pathways, considering non-patient facing clinicians, and data sources 
outside traditional MIPS (LISs). ASCP has just participated in a 3 year long cooperative agreement 
with CMS wherein we attempted to retool selected QCDR measures into electronic clinical quality 
measures (eCQMs) that would align with pathology workflows and technology and found it very 
difficult to fit pathology measures into existing molds. Perhaps clinician-designed, innovative MVPs 
are a solution to addressing specialties like pathology that have found it historically difficult to excel 
in CMS payment programs.  

C. Performance Thresholds 

CMS has proposed the following performance thresholds and performance category weights for the 
2022 performance period (2024 payment year):  
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• The performance threshold to be 75 points 
• The Quality performance category to be weighted at 30% (10% decrease from PY 2021) 
• The Cost performance category to be weighted at 30% (10% increase from PY 2021) 
• The Promoting Interoperability performance category to be weighted at 25% (no change from 

PY 2021) 
• The Improvement Activities performance category to be weighted at 15% (no change from 

PY 2021) 
• The exceptional performance threshold is 89 points, up from the current 85 points 

While we understand that the performance threshold must be raised according to statute, we are 
concerned that increasing point thresholds (from 60 points in PY 2021 to 75 points in PY 2023) will 
unfairly place pathologists at a disadvantage. It is difficult for pathologists in particular to meet these 
thresholds due to lack of available quality measures, being exempt from both the cost and promoting 
interoperability performance categories, and further restrictions to QCDR measure requirements that 
will limit their availability (see discussion on QCDRs below). The Society has heard from our 
members that participation in the QPP remains confusing and cumbersome and we feel increasing 
the threshold while clinicians are still refining their participation in the program creates undue 
burden. Conversely, we are supportive of allowing flexibility in implementing the statute for three 
additional years to ensure a gradual transition to the estimated performance threshold for year 6 of 
the program, which is based on the mean or median of final scores from a prior period. We feel this 
flexibility will benefit program participants in the transition to value-based payments. Further, many of 
our members have expressed that the time and resources required to be successful for full 
participation in MIPS is in contrast to the return on investment. Therefore, we request that CMS 
consider non-patient facing clinicians when setting performance thresholds and making payment 
adjustments.  

Following three years of unprecedented and significant disruptions to the health care system and 
MIPS due to the COVID-19 PHE, we believe CMS should lower the performance threshold from the 
proposed 75 points. While CMS states that the statute would otherwise march onward toward full 
MIPS implementation and use of a prior year’s mean or median as the performance threshold in 
2022, we believe the extraordinary circumstances of the COVID-19 pandemic warrant a change in 
course. Specifically, ASCP urges CMS to exercise its Extreme and Uncontrollable Circumstances 
hardship exception policy and related authorities to lower the performance threshold from the 
proposed 75 points. At a minimum, the performance threshold should remain at 60 points.  

The COVID-19 pandemic has interrupted MIPS participation across three performance years so far, 
and the program is not even five years old. So, for more than two-thirds of the life of the program, 
MIPS has been curtailed by the COVID-19 pandemic that is now in its fourth surge with cases, 
hospitalizations, and deaths increasing across the United States. ASCP greatly appreciates the 
flexibilities that CMS has put in place to hold physicians harmless from undue MIPS penalties during 
this time as clinicians such as pathologists pivot their main areas of focus to testing and caring for 
patients with COVID-19. We urge CMS not to flip a switch in 2022 as if the past three years have 
been business as usual. They have been far from it, and it is unfortunately reasonable to anticipate 
the PHE will extend into 2022.  

D. Scoring Changes  

CMS has also proposed significant scoring changes for quality measures including:  
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• Removing the 3-point floor for measures that can be scored against a benchmark. These 
measures would receive 1-10 points. Measures without a benchmark or that don’t meet case 
requirements would earn 0 points, with an exception for small practices. 

• Removing bonus points for reporting additional outcome and high priority measures, beyond 
the 1 required. 

• Establishing a 5-point floor for the first 2 performance periods for new measures 
 

ASCP remains concerned that the Pathology Measures set only contains 6 measures on which 
pathologists can report. Adding to the problem of a lack of sufficient, meaningful measures is the 
much stricter criteria for Qualified Clinical Data Registries (QCDRs) to maintain their status in the 
program. For example, starting with PY 2022, QCDRs are required to collect data on a QCDR 
measure, appropriate to the measure type, prior to submitting the QCDR measure for CMS 
consideration during the self-nomination period, and to be approved for the 2025 MIPS payment 
year and future years, a QCDR measure must be face valid for the initial MIPS payment year for 
which it is approved and fully tested for any subsequent MIPS payment year for which it is approved. 
The COVID-19 PHE in 2021 has also compounded the problem with many measure developers and 
QCDRs unable to test or having to delay testing new measures. With CMS removing measures from 
the program, and organizations unable to meet the strict testing requirements in place for QCDRs, 
pathologists are faced with a severe shortage of quality measures on which to report. We would urge 
the Agency to work with societies like ASCP to develop more appropriate and alternate measures 
and improvement activities so that pathologists are able to more meaningfully participate in MIPS.  

Automatic Extreme and Uncontrollable Circumstances Hardship Exception for 2021 Performance 
Period 

ASCP strongly urges CMS to automatically apply the Extreme and Uncontrollable Circumstances 
Hardship Exception for the 2021 MIPS performance period so clinicians are held harmless from the 
9% MIPS penalty due to the significant, continuing disruptions and burden the COVID-19 public 
health emergency (PHE) is having on practice, particularly laboratory medicine.   

The COVID-19 PHE has been in effect prior to January 1, 2021, and is expected to remain in effect 
through at least the end of the calendar year. Although the rate of COVID-19 cases, hospitalizations, 
and deaths decreased in the early summer, unfortunately those numbers are again surging in part 
due to the Delta variant. As in 2020, clinicians on the front lines do not have time to focus on MIPS, 
especially those in laboratories conducting COVID-19 testing, and utilization will vary geographically 
as physicians in hot spots once again delay or cancel non-essential procedures. ASCP believes all 
eligible clinicians and groups should be held harmless from a MIPS penalty in 2021 as they continue 
to confront this PHE. We urge CMS to make this determination soon so providers can focus on 
caring for patients during this crisis.  

Request for Information (RFI) on Closing the Health Equity Gap in CMS Clinician Quality Programs 

In light of persistent health disparities and the importance of closing the health equity gap, CMS is 
requesting information on revising several related CMS programs to make reporting of health 
disparities based on social risk factors and race and ethnicity more comprehensive and actionable 
for hospitals, providers, and patients.  

Specifically, CMS is soliciting comment on future potential stratification of quality measure results by 
race and ethnicity. ASCP applauds the Agency for its efforts in this area. However, ASCP believes 
that continued stratification of quality data by dual eligibility and race and ethnicity remains 
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insufficient and while the expansion to disability provides useful information, CMS must make 
significant efforts to advance the data that are used to identify health care inequities. For example, 
quality measures should account for risk factors such as lack of access to food, housing, and/or 
transportation that affect patients’ access to care and ability to adhere to treatment plans. Continued 
reliance on existing data that have known deficiencies is not acceptable and we must advance to 
more accurate and relevant data. Further, ASCP believes gathering more information on clinical 
algorithms currently in use is of utmost importance to determine where biases may exist in clinical-
decision making tools and how these biases should be addressed to ensure clinical care and the 
health of historically marginalized communities are not further negatively impacted by their 
application. Given that the approaches in design and implementation, as well as underlying data 
provenance, vary, it will be important to seek further input from organizations that have expertise in 
equity and direct experience with development and use of specific algorithms. Further, we believe 
relying on algorithms for indirectly estimating race and ethnicity is problematic. ASCP suggests a 
better solution would be self-reported data that better identify and address inequities.   

Additionally, CMS must consider the differences in the types of and ways data are captured by 
health IT systems. Particularly for pathologists that utilize LISs that may not consistently receive 
demographic data or may receive it in non-structured fields. Any mechanisms CMS uses to improve 
demographic data capture should not lead to physician burden or excessive costs.  

Request for Information on Advancing Digital Quality Measurement and the Use of Fast Healthcare 
Interoperability Resources (FHIR) in Quality Programs 

ASCP supports advancements in data availability, integration, and interoperability for quality 
improvement and measurement through efforts such as FHIR and data aggregation; we believe 
there is great potential in increasing data transparency and sharing. However, we remain concerned 
about applicability and the ability for pathologists to make this transition. We have recently 
completed a three-year cooperative agreement with CMS wherein we attempted to retool QCDR 
measures into electronic Clinical Quality Measures (eCQMs). We faced many challenges in this 
process, including:  

• Lack of standardized data in structured fields 
• We identified a gap in eCQM standards for laboratory-centric eCQMs  
• Data elements such as reference ranges for lab results vary widely across healthcare 

organizations  
 
We would therefore urge CMS to give organizations and measure developers ample time to make 
the transition and consider alternative health information technologies such as LISs when making 
this shift. There is also a significant amount of resources that need to go into the shift to digital 
reporting that some practices may not be able to assume the cost of. CMS should consider these 
unexpected costs that could potentially pull resources from patient care.  
 

III. Merit-Based Incentive Payment System  
 
Quality Performance Category 
 
ASCP supports the proposed reweighting of the Quality category from 40 percent to 30 percent in 
Year 6 of the QPP, as required by statue. However, ASCP remains concerned that, as non-patient 
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facing clinicians, the Quality category accounts for 85 percent of the total score for pathologists. We 
encourage CMS to continue identifying proposals to expand participation in the Cost and Promoting 
Interoperability categories for non-patient facing clinicians, which could help reduce the weight of the 
Quality performance category.  
 
ASCP is in favor of the new proposed reweighting policy for small practices of 15 clinicians or less. For 
pathologists in small practices, the reweighting of the Quality and Improvement Activity categories 
would be split evenly at 50 percent each. We have long advocated for a more even distribution of 
scoring across performance categories, and feel that the proposed reweighting policy for small 
practices should be implemented for all practices, regardless of size. This would be especially 
important for non-patient facing clinicians, like pathologists, who have the Cost and Promoting 
Interoperability categories reweighted since the measures do not apply to them. 
 
ASCP is appreciative of the continued inclusion of the six pathology-specific measures within the 
Pathology Specialty Measure Set. We are also appreciative that none of the pathology quality 
measures are identified as extremely topped out measures within the 2022 proposed rule. However, 
we feel that CMS should continue to engage with specialty organizations, like ASCP, in the 
development of pathology performance measures that impact patient care to constitute a robust 
pathology measure set. 
 
Data Completeness and Scoring 
 
For the 2022 performance period, CMS proposes to keep the data completeness threshold at 70 
percent, and are proposing to increase the threshold to 80 percent beginning in the 2023 performance 
period. We are concerned that this requirement is in opposition of CMS’ goals to reduce reporting 
burden, and urge CMS to reconsider increasing the data completeness threshold.  
 
Use of Performance Benchmarks for 2022 MIPS Performance Period 

ASCP is supportive of CMS’ proposal to use performance period benchmarks rather than baseline 
period historic data for the 2022 performance period. However, we are not supportive of the proposal 
to expand the definition of the baseline period to calculate the benchmark. Expanding from two to 
three performance periods would include data from 2019, 2020, and 2021 data. All three of these 
years are impacted by the COVID-19 pandemic and would not be reflective of current performance 
due to the suppression of some measures given the public health emergency. 
 
Removal and Addition of Measures 
 
ASCP is aware that CMS is proposing the removal of 19 quality measures in Year 6. We encourage 
CMS to be mindful that the consistency of the MIPS quality category is significantly impacted when 
measures are removed. We would like CMS to appropriately measure the improvement strategies 
employed by practices submitting those measures before they are removed from the program.  
 
As new measures are developed, it would be beneficial for CMS to provide educational resources and 
materials to encourage the uptake of the new measures, and allow sufficient time for the adoption of 
those measures.  As the program currently exists, it is the measure developers’ responsibility to adopt 
and promote new measures, and it is our belief that having CMS’ support in increasing visibility and 
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awareness of new measures may subsequently result in an increase in the number of clinicians 
reporting on new measures. 
 
Organizations that submit new measure concepts during the QCDR self-nomination period each year, 
may find it discouraging to know that a measure may be eliminated after only two years in the program 
given the amount of time and effort it takes to develop new measures for consideration. We believe 
that it would be a grave disservice to prematurely remove measures before there has been a sufficient 
opportunity to acquire data demonstrating the importance and significance of the measures. We 
encourage CMS to conduct analysis and engage with measure stewards, like ASCP, to determine the 
time it takes for measures to achieve acceptable numbers of adoption before removing them from the 
program. 
 
ASCP supports the intent to draft criteria to determine whether a substantive change has been made 
to a quality measure. We also urge CMS to denote any change that impacts performance scores 
caused by changes in the measure construct and not actual performance, to be considered 
substantive changes. 

Scoring changes 

ASCP is aware of CMS’ proposal to remove the 3-point floor for measures with benchmarks, and are 
supportive of the proposal to maintain the 3-point floor for small practices. We are in favor of CMS’ 
policy to incentivize reporting on new measures by raising the floor to a minimum of 5 points, but 
encourage CMS to raise the floor to 7 points. CMS should remain mindful that practices take on a 
risk by reporting on new measures and should consider a minimum point floor of 7-points, which is 
closer to the 10-point cap. 

ASCP is not supportive of CMS’ proposal to remove bonus points for reporting on additional 
outcome measures. Outcome measures are high priority and we believe clinicians should be 
compensated for the increased effort involved in submitting data for additional outcome measures by 
receiving bonus points.  

We also do not support the removal of bonus points for end-to-end reporting. We believe that the 
bonus points encourage the use of electronic tools for submitting quality data. We believe that 
clinicians should be rewarded for participating in registries and reporting outside of claims.  

COVID-Vaccination by Clinician Measure 

ASCP is supportive of the inclusion of the COVID-Vaccination by Clinician measure. ASCP has been 
engaged in several efforts to support the fight against COVID-19 and recently called for all 
healthcare employers to require workers to receive the COVID-19 vaccine. 

However, considerations should be made before mandating reporting. For example, the current age 
requirements for the vaccination may be modified, additional vaccines may become available, and 
boosters may be required. These factors contribute to the complexity of reporting on this measure. 
ASCP supports the inclusion of this measure once the underlying evidence becomes more stable. 

Cost Performance Category 

ASCP supports the proposal to reweight the Cost category to 30 percent in the 2022 MIPS payment 
year. However, as this category is based on modified Value-based Modifier (VM) cost measures, we 
reiterate our concern with the lack of applicability to pathologists in this category.  

https://www.ascp.org/content/news-archive/news-detail/2021/07/26/ascp-joins-appeal-for-healthcare-employers-to-require-workers-receive-covid-19-vaccine
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The VM program is primary care-focused and does not capture the value that pathologists provide to 
their patients. ASCP supports the inclusion of episode-based measures which could allow more 
clinicians to submit data for the Cost performance category.  However, we are concerned that it still 
remains unclear which of the episode-based measures are attributable to pathologists. We believe that 
CMS should consider developing a fact sheet that provides information for the clinicians who would be 
eligible to submit data under the episode-based cost measures.  
 
Currently, the Cost category is reweighted to zero for pathologists and we agree that pathologists 
should not be required to submit data in this category. However, if there are measures applicable to 
pathologists, we would appreciate clarification on which cost measures are attributable to 
pathologists so ASCP can educate them to ensure fuller compliance with this requirement. 
Additionally, as CMS works toward implementation of MVPs, ASCP would like to be involved in 
discussions with CMS to develop cost measures that could be used in pathology-specific MVPs, and 
episode-based cost measures that can be attributed to pathologists. 

Improvement Activities 
 
ASCP is appreciative of the continued inclusion of the Improvement Activities performance category. 
This performance category gives pathologists greater opportunity to participate in the MIPS program 
by highlighting activities that are meaningful to them or those they are currently practicing.  
 
ASCP maintains our concern that CMS is over-emphasizing the Quality category under its reweighting 
policy. In Year 6 of the program, we believe CMS should consider adding weight to the Improvement 
Activities category so that the Quality and Improvement Activities categories share an equal weight. 
Pathologists and other non-patient facing clinicians are currently performing activities intended to 
improve quality of care and should be recognized for these efforts. We urge CMS to increase the 
amount of weight given to the IA category – especially for non-patient facing clinicians who may lack 
applicable measures in the Quality category – to avoid creating undue emphasis on only one category, 
help create a more unified program, and demonstrate the value of the IA category while maintaining 
emphasis on quality.  
 
Moreover, we concur with the Agency on the need to incentivize participation in robust clinical data 
registries — such as ASCP’s National Pathology Quality Registry – that provide feedback to 
participating clinicians, drive quality improvement, and create a vehicle to share best practices. 
Registries function as tools for quality and performance improvement, measurement, and reporting. As 
such, registries support high-value clinical practice improvement.  
 
ASCP is supportive of the new proposed improvement activity: Implementation of a Laboratory 
Preparedness Plan. We believe laboratory preparedness plans are effective tools in supporting quality 
patient care during the COVID-19 pandemic and any other future public health emergencies. 
Additionally, we are also supportive of the Implementation of a Personal Protective Equipment (PPE) 
Plan improvement activity. As we all witnessed during the beginning of the COVID-19 pandemic, 
access to appropriate PPE was critical to protecting front line healthcare workers from contracting 
COVID-19, and inadequate access to PPE resulted in an obstacle to providing patient care. The 
Society believes that the implementation of a PPE plan will result in increased safety for both clinicians 
and their patients during the pandemic and any other future public health emergencies.  
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In the future, CMS should consider more engagement of non-patient facing clinicians and specialty 
organizations in the development and vetting of new improvement activities. 
 
Promoting Interoperability  
 
ASCP supports the Agency’s efforts to overhaul the Promoting Interoperability performance category 
to support greater electronic health record interoperability and patient access.  However, it is still 
challenging for pathologists to meaningfully participate in this category and we appreciate the re-
weighting of this category to zero for non-patient facing clinicians for whom the category is not 
applicable. 
 
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 LIS. 
CMS has expressed the intent to regulate these alternative tools in an effort to ensure interoperability 
necessary to satisfy some of the PI 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 reiterates our recommendation that CMS adapt program requirements to recognize LIS as the 
primary reporting tool for pathologists, and incentivize pathologists’ existing and future efforts.  
 
Given the further 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 PI category to include hospital-based pathologists. In doing so, the Agency would 
allow for attribution of hospital-level performance to individual pathologists, thereby generating 
available data for assessment under the PI performance category. Given that hospital-based 
pathologists historically input structured laboratory data into health IT systems for the fulfillment of the 
previous MU measures (for which they did not receive credit), ASCP believes that provider-level 
attribution of hospital-level measures would be an appropriate solution for the pathology specialty. 
 
As CMS looks to transition to MVPs in 2023, ASCP seeks clarification on how pathologists would be 
able to participate in an MVP when there are currently no PI measures that are attributable to 
pathologists and other non-patient facing clinicians. Given that PI has been identified as the foundation 
of MVPs, it is vital that CMS recognizes the importance of the laboratory and LIS and restructures the 
Promoting Interoperability performance category to include pathologists. 
 
 

IV. Advanced Alternative Payment Models (APM) 
 
ASCP would like to reiterate comments made in the past regarding pathologists’ participation in 
Medicare APMs. In order to incentivize pathologists to participate in APMs, the Agency should create a 
pathway for participation that rewards them for the important work they currently do to rein in costs and 
decrease unnecessary utilization of tests through 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. 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.  
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ASCP appreciates that CMS has recognized the importance of specialists in acknowledging greater 
participation in future iterations of the QPP 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 may participate in more than one Accountable Care 
Organization 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 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—that is, improved quality of 
care, reduced cost, and improved patient satisfaction. Pathologists are well-positioned to collaborate 
with risk-bearing physicians to reduce cost and create efficiency through appropriate ordering and 
use of anatomic pathology and clinical laboratory services. 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. 

Thank you again for the opportunity to comment on this proposed rule. Please direct any questions 
or comments to Liz Waibel, Director, Quality Initiatives and Health Policy at 
elizabeth.waibel@ascp.org or 202.735.2282.  

  

Sincerely,   

  

Kimberly Sanford, MD, MASCP, MT(ASCP) ASCP President  
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