
 
 

 

October 31, 2022 

 

Rep. Ami Bera, M.D.      Rep. Larry Buchson, M.D. 

U.S. House of Representatives     U.S. House of Representatives 

Washington, DC 20515      Washington, DC 20515 

 

Rep. Kim Schrier, M.D.      Rep. Michael C. Burgess, M.D. 

U.S. House of Representatives     U.S. House of Representatives 

Washington, DC 20515      Washington, DC 20515 

 

Rep. Earl Blumenauer      Rep. Brad R. Wenstrup, D.P.M. 

U.S. House of Representatives     U.S. House of Representatives 

Washington, DC 20515      Washington, DC 20515 

 

Rep. Bradley Scott Schneider     Rep. Mariannette Miller-Meeks 

U.S. House of Representatives     U.S. House of Representatives 

Washington, DC 20515      Washington, DC 20515 

 

 

 

Dear Rep. Bera, Rep. Buchson, Rep. Schrier, Rep. Burgess, Rep. Blumenauer, Rep. Wenstrup, Rep. 

Schneider, and Rep. Miller-Meeks: 

 

The American Optometric Association (AOA) welcomes the opportunity to provide feedback on how 

Medicare’s Quality Payment Program can be improved so that it accurately reflects the quality of care 

provided by all Medicare-eligible providers and more adequately incentivizes the value-based care it is 

designed to foster. The AOA represents more than 48,000 doctors of optometry, optometric professionals, 

and optometry students. Doctors of optometry take a leading role in patient care with respect to eye health 

and vision care, as well as general health and well-being. As primary health care providers, doctors of 

optometry have extensive, ongoing training to examine, diagnose, treat, and manage ocular disorders, 

diseases, and injuries. They also play an important role in the management of systemic diseases with 

ocular manifestations including diabetes, hypertension, cardiovascular disease, autoimmune diseases, and 

neurologic disease. The AOA serves the needs of the public and health professionals through the 

provision of evidence-based clinical practice guidelines that promote prevention, identification, treatment, 

and management strategies for eye and vision conditions/diseases to improve the nation’s health. 

 

The AOA has long been an advocate for value-based care. When the Medicare Access and CHIP 

Reauthorization Act (MACRA) was signed into law, the AOA was hopeful that it would be a catalyst for 

a paradigmatic shift in favor of value-based care in lieu of the fee-for-service system that had been 

extremely burdensome on physicians. We were also encouraged that MACRA recognized the unique 

pressures faced by small and rural practices by requiring CMS to establish flexible policies in a three-year 

transition period, set volume thresholds to be eligible to participate in the Merit-based Incentive Payment 

System (MIPS), provide targeted technical assistance to small and rural practices, and allow small 

practices to participate in the QPP through virtual groups that aggregate reporting volumes across 



providers.1 Lastly, we believed that it would spur significant growth in alternative payment models 

(APM) and vastly improve payment differentials based on value in MIPS. Doctors of optometry 

embraced and reliably reported several of the original Physician Quality Reporting Initiative (PQRI) 

measures which were germane to the care of their patients. But the initially high adoption rate among 

doctors of optometry caused measures related to common eye diseases to "top out" and no longer be 

eligible to be reported. Issues like this remain an impediment to participation in value-based payment 

models. 

 

As you note, APMs have not experienced significant growth and provider participation in MIPS has 

crucially lagged. And, to make matters worse, both issues were exacerbated by the COVID-19 pandemic. 

Thus, we still don’t have a healthcare care system that strongly emphasizes value. But the goal is still 

achievable. The AOA has the following feedback that we believe will help ensure MACRA lives up to its 

promise of improving healthcare quality for patients and increasing physician participation in value-based 

payment models. 

 

The Effectiveness of MACRA 

 

As we stated, MACRA has not lived up to its promise of putting patients over paperwork and replacing a 

fee-for-service system with one that rewards high-value patient care and efficiency. Unfortunately, a 

perception held by many physicians is that MIPS has been nothing more than a well-intentioned program 

that has neither improved the value of care for Medicare beneficiaries nor reduced the administrative 

burden for physicians that was so prevalent under the Physician Quality Reporting System (PQRS). In 

fact, it has increased administrative burden and costs for physicians.2 The clinical quality measures on 

which MIPS relies saturate physicians with burdensome paperwork, foster an environment of mass 

attestation and “box-checking,” and are weakly correlated with health outcomes. This has created a realm 

in which the very incentive payments that are designed to entice physicians into value-based payment 

programs are, in fact, based on a faulty methodology. As we emerge from the COVID-19 pandemic, there 

is no better time to rethink how best to revamp MIPS, and how best it can lead to better healthcare 

outcomes.  

 

Regulatory, Statutory, and Implementation Barriers 

 

Prior CMS pay‐for‐performance programs relied primarily on claims data for quality reporting, which 

have a limited ability to fully capture the value of health care provided. Specifically, claims data fail to 

capture all patients, lack clinical information, and are not available until months after care is delivered.  

CMS spent more than $1.3 billion on quality measure development between 2008 and 2018.3 The 

measures translate to more than $15.4 billion in spending for physicians, with providers in common 

specialties spending more than 15 hours per physician per week on quality reporting.4 In 2019, practices 

on the average spent over 200 hours on MIPS-related activities, accounting for over 54% of MIPS-related 

costs.5 Additionally, an overwhelming majority of practices claim that the effort they spend on quality 

measures is increasing compared to the years immediately preceding MACRA. Specialty practices—

 
1 https://qpp.cms.gov/mips/special-statuses#small-practice 
2 Kate Bloniarz and David Glass, “Next Steps for the Merit-based Incentive Payment System (MIPS),” MedPAC 
public report 
3 Wadhera RK, et al. Quality Measure Development and Associated Spending by the Centers for Medicare & 
Medicaid Services. JAMA. 2020;323(16):1614–1616. 
4 Casalino LP, et al. US Physician Practices Spend More Than $15.4 Billion Annually To Report Quality Measures. 
Health Affairs. 2016. 
5 Khullar D, et al. Time and Financial Costs for Physician Practices to Participate in the Medicare Merit-based 
Incentive Payment System: A Qualitative Study. JAMA Health Forum. 2021;2(5):e210527. 



which include optometry practices—are much less likely than primary care or multispecialty practices to 

report that measures are representative of quality or to use them to focus their attempts to improve 

quality.3 The health care industry has struggled to come up with both quality and cost measurements for 

specialties other than primary care that are meaningful to patients, meaningful to doctors, and provide 

meaningful differences in performance.  

 
While CMS has created certain exemptions for smaller practices, it’s clear that more should be done to 

assist these practices as changes to MIPS are considered.  CMS has estimated that 78% of practices with 

fewer than 10 staff would get negative payment adjustments under MIPS, while 81% of those with more 

than 100 employees would enjoy positive adjustments.6 Efforts should be taken to reduce barriers to 

development of new quality measures that can have better and more valuable impact on patient care for 

all specialties and providers, regardless of practice size or area.  

 

Another barrier that must be addressed is that not all specialties have access to QCDRs capable of 

receiving data from the wide range of electronic health records (EHR) used in the field.  In addition, EHR 

systems often require many customized interfaces to make them interoperable with QCDRs in addition to 

other providers and organizations.7  Physicians who would otherwise be eligible for MIPS incentive 

payments are denied from receiving them due to these barriers, which are beyond their control. QCDR 

engagement should be redesigned to ensure physicians of all specialties have the resources to effectively 

meet program requirements; and, that no physician is penalized for information blocking or technological 

failures that are beyond their control. It should also be redesigned to ensure that the development and 

reporting of clinical quality measures is not costly and burdensome and that the measures themselves 

appeal to a wider diversity of clinical specialties and lead to better patient outcomes. 

 

How to Increase Provider Participation in Value-based Payment Models 

 

The AOA continues to believe in the potential of MIPS and APMs to spur a paradigmatic shift toward a 

value-based healthcare system in the United States; however, the structure of both options is not favorable 

to participation by specialists, particularly optometrists.  There are several things that CMS can do to 

increase provider participation in value-based payment models. 

 

First, CMS should reduce the administrative burden the QPP currently places on participating providers. 

Physicians are still facing quality reporting and administrative burdens under the consolidated value-

based purchasing program. 71% of participating physicians view MIPS and APMs as very or extremely 

burdensome and 79% claim that MIPS and APM participation has increased the administrative burden on 

their practice. Additionally, 88% believe that the quality measures it supports are not relevant to their 

specialty.8 Lastly, as we stated above, there are few quality measures supported by MIPS that are relevant 

to optometry and other specialties, but doctors question the value and impact of these measures.  

 

Second, CMS must add more options for advanced APM participation. The current number of available 

models are not enough to truly transition providers to risk-based value-based care. 80% of physicians who 

participate in the QPP believe that an advanced APM is not available that is relevant to their practice.8 

CMS must pilot, test, and approve more specialist-focused payment models. This would ensure that 

physicians would be evaluated based on measures related to the care they provide and that they would 

have access to APM options suitable to their practice. 

 

 
6 Table 64: MIPS Proposed Rule Estimate Impact on Total Allowed Charges by Practice Size,” Federal Register 81, 
no. 89 (May 9, 2016): 28375. 
7 The Michigan Center for Effective IT Adoption. 
8 Medical Group Management Association. Annual Regulatory Burden Report: October 2021. 



Recommendations to Improve MIPS and APM Programs 

 

The AOA has the following recommendations that we believe will improve the value of MIPS and 

increase participation in APMs: 

 

1) More APMs should be approved that doctors of optometry and other physicians can participate 

in. 

2) The development of new clinical quality measures should be redesigned so that it is less 

burdensome on physicians and so that the measures developed can have better and more valuable 

impact on patient care for all specialties and providers, regardless of practice size or area. 

3) Registry and EHR related requirements should be redesigned so that no physician is penalized for 

technological failures that are beyond their control. 

4) The electronic reporting of clinical quality measures should be redesigned so that the input and 

transmission of data is seamless and less burdensome on physicians.  

 

 

Thank you for the opportunity to provide this feedback and for your attention to these comments. Please 

contact AOA’s Associate Director of Regulatory Policy, Colby Tiner, at ctiner@aoa.org with any 

questions. 

 

 

Sincerely, 

 

 
Robert Layman, O.D. 

President, American Optometric Association 

mailto:ctiner@aoa.org

