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1.0 Introduction 
We are gathering input on the draft measure specifications for the 5 episode-based cost 
measures undergoing field testing. This document includes questions on each of the measures, 
and accompanies the draft specifications for each measure, comprising a Draft Measure 
Methodology document and Draft Measure Codes List file.1

                                                
1 The specifications are available on the MACRA Feedback Page: https://www.cms.gov/Medicare/Quality-Payment-
Program/Quality-Payment-Program/Give-Feedback 

  
 
Stakeholders may submit feedback in response to the questions included in this document as 
well as on other aspects of the measures through this online survey2

2 The field testing online survey is available here: https://acumen.qualtrics.com/jfe/form/SV_a2Zlh0EmpjkJJjM    

 between January 17 and 
February 14, 2023. When submitting feedback through the survey, stakeholders can also attach 
a PDF or Word document with their comment. Stakeholders may submit comments 
anonymously. 
 
Field testing is taking place from January 17 to February 14, 2023. It is part of the measure 
development process and is an opportunity for clinicians and other stakeholders to learn about 
episode-based cost measures and provide input on the draft specifications. During field testing, 
we will:  

• Distribute Field Test Reports on the Quality Payment Program website3

3 CMS, “Quality Payment Program Account,” Quality Payment Program, https://qpp.cms.gov/login.  

 for group 
practices and solo practitioners who meet the minimum number of cases for each 
measure. 

• Post draft measure specifications (i.e., measure methodology and codes lists), and 
supplemental documentation, such as testing results, on the MACRA Feedback Page.  

• Collect stakeholder feedback on the draft specifications for each measure. 
 
The feedback from field testing helps inform refinements to the measures before consideration 
of their potential use in the cost performance category of the Merit-based Incentive Payment 
System (MIPS). The following measures will be field tested: Chronic Kidney Disease (CKD), 
End-Stage Renal Disease (ESRD), Kidney Transplant Management (KTM), Prostate Cancer, 
and Rheumatoid Arthritis.  
 
The cost measures were developed with extensive input from Clinician Expert Workgroups, 
comprising clinician experts with experience in the clinical area of the measures under 
development. Patient and family representatives, who have lived experience with the condition 
in question, participated in structured interviews and Clinician Expert Workgroup meetings to 
give their perspective. For the CKD and ESRD, theses workgroups provided detailed input on 
each component of the measure at webinars, taking place in July and September of 2021. For 
KTM, Prostate Cancer, and Rheumatoid Arthritis, these workgroups took place in July and 
October of 2022. After field testing, the workgroups will refine the draft measure specifications 

https://acumen.qualtrics.com/jfe/form/SV_a2Zlh0EmpjkJJjM
https://qpp.cms.gov/login
https://www.cms.gov/Medicare/Quality-Payment-Program/Quality-Payment-Program/Give-Feedback
https://www.cms.gov/Medicare/Quality-Payment-Program/Quality-Payment-Program/Give-Feedback
https://acumen.qualtrics.com/jfe/form/SV_a2Zlh0EmpjkJJjM
https://qpp.cms.gov/login
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based on the stakeholder feedback. The Wave 5 Measure Development Process document on 
the MACRA Feedback Page provides more information on the development process of these 
measures.  
 

2.0 Questions about Specific Measures   
This section includes specific questions on components of each episode-based cost measure 
that we are interested in gathering stakeholder feedback on.  
 
2.1 Kidney Disease and Management 

1. The Chronic Kidney Disease (CKD), End-Stage Renal Disease (ESRD), and Kidney 
Transplant Management (KTM) measures being field tested are intended to 
comprehensively assess kidney care. This reflects the importance of this clinical topic as 
kidney care and organ transplantation are a strategic priority area for CMS, and the 
potential impact of improving cost effectiveness for beneficiaries with high care needs.  
 
The measures work together to provide this comprehensive patient coverage. A CKD 
episode ends when a patient receives dialysis. That same dialysis onset for the same 
patient can trigger an ESRD episode. An ESRD episode ends when a patient receives a 
kidney transplant; 90 days after the surgical procedure, a KTM episode can be triggered. 
If a patient with a kidney transplant returns to dialysis, that indicates transplant failure 
and ends a KTM episode, allowing an ESRD episode to begin.  
 
Does this approach cover the key care transition points in a patient’s care 
experience? This can help create aligned incentives to coordinate care, an area 
highlighted by patients and individuals with lived experiences where their care could 
have been improved. 
 

2. Unplanned dialysis initiation or “crash starts” are associated with worse treatment 
outcomes and higher costs. Avoiding these events should be a priority in quality kidney 
care. However, it’s important not to penalize clinicians who care for patients who had a 
crash start.  
 
How - if at all - should the measure account for crash starts? For example, if you 
believe it would be important to address the concern about the higher costs of 
patients with crash starts, should the measure add a risk adjustor to the ESRD 
cost measure for new dialysis?  
 
What are other ways to define and account for crash starts besides a risk adjustor 
for new dialysis? 
 

3. The Kidney Transplant Management measure currently can only be triggered after 90 
days post-transplant surgery. This reflects the differences in care between the post-
operative period which tends to have more complex and variable services, and the 
longer-term ongoing management.  
 

https://www.cms.gov/Medicare/Quality-Payment-Program/Quality-Payment-Program/Give-Feedback
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Are there any particular services or types of care that you would expect to see 
only as part of ongoing transplant management compared to post-operative care? 
If so, please specify. 

 
2.2 Prostate Cancer 

4. The measure intent is to assess ongoing management and treatment of prostate cancer. 
This is because prostate cancer is one of the most common solid tumors diagnosed in 
men, with high costs associated with the management of the disease and its 
complications. As such, the measure covers a broad range of patients with differing levels 
of cancer severity, which affects the expected costs of care. Accounting for cancer severity 
is challenging due to the lack of specificity in ICD-10 diagnosis codes; that is, prostate 
cancer has only the one diagnosis code (C61).  
 
During development, we’ve tested different indicators in administrative claims data to 
identify patients with differing levels of clinical severity. These include prior types of 
treatment for prostate cancer and specialists that the patient received care from. Our 
testing found metastatic cancer is a predictor of cost, so the measure currently stratifies 
patients into subgroups for (i) patients with metastatic cancer and (ii) patients without 
metastatic cancer, as identified by Part B claims, Part D claims, or diagnoses in the 120-
day lookback period. The risk adjustment model is run separately within each subgroup, 
so patients are only compared with like patients.  
 
Does this approach appropriately identify and account for the differences within the 
overall patient cohort based on the severity of cancer?  
 
Should there be any changes to this approach? If yes, please specify.  

 
5. The measure uses a robust risk adjustment model (see Draft Measure Codes List file on 

the MACRA Feedback Page). It includes a base or standard set of risk adjustors used 
across cost measures from the CMS Hierarchical Condition Category (CMS-HCC) model. 
This includes 86 indicator variables for conditions, as well as patient age, interaction 
terms, reason for enrollment, and recent use of long-term care, among others.  
 
Specific to the Prostate Cancer cost measure, the risk adjustment model also includes 
factors that affect the spending for patients with prostate cancer. These include whether 
the beneficiary received:  

• prior treatment of immunotherapy or chemotherapy  
• prostate cancer care in the prior year 

Are there any changes that should be made to the list of risk adjustment 
variables? If yes, please specify.  

- For example, are there other factors not already in the model that affect the 
expected spending for patients with prostate cancer?  
 

https://www.cms.gov/Medicare/Quality-Payment-Program/Quality-Payment-Program/Give-Feedback
https://www.cms.gov/Medicare/Health-Plans/MedicareAdvtgSpecRateStats/Risk-Adjustors
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Are there any variables that should be removed from the model (e.g., if the risk 
factor is under the control of the provider)? If yes, please specify. 

 
2.3 Rheumatoid Arthritis 
 

6. The measure currently risk adjusts for osteoporosis-related fractures as identified by the 
presence of an ICD-10 diagnosis code M80, Osteoporosis with current pathological 
fracture, in the 120-day lookback period (see Draft Measure Codes List file on the MACRA 
Feedback Page).  
 
Are there other types of fractures that affect rheumatoid arthritis-related costs that 
should be included in risk adjustment? If yes, please specify.  
 

7. Physical, occupational, and speech therapy services are currently only assigned within a 
Rheumatoid Arthritis episode if they’re paired with rheumatoid arthritis diagnosis codes 
M05, Rheumatoid arthritis with rheumatoid factor, or M06, Other rheumatoid arthritis.  
 
However, these therapy services are often coded with the diagnosis code for a condition’s 
manifestation, rather than the underlying condition. For example, the 3 most frequently 
observed diagnosis codes for physical therapy evaluation (low and moderate complexity) 
are M25, Other joint disorder, not elsewhere classified, M54, Dorsalgia, and R26, 
Abnormalities of gait and mobility.  
 
To account for variation in coding practice and avoid missing related services, 
should all physical, occupational, and speech therapy services be included as 
assigned services regardless of diagnosis code if they occur during a Rheumatoid 
Arthritis episode?  
 
Alternatively, should there be a larger set of diagnosis codes used to assign these 
therapy services (e.g., non-specific diagnoses)?  
 

8. Many interested parties have provided input about the important role that drugs play in 
the management and treatment for rheumatoid arthritis. As such, the measure includes 
standardized Part D costs. Since not all beneficiaries have Part D coverage, the 
measure subgroups episodes by Part D enrollment so that episodes with Part D are only 
compared with other episodes with Part D. The measure includes the following drug 
categories across Parts B and D: 

• Non-Steroidal Anti-Inflammatory Drugs (NSAIDs) 
• Corticosteroids 
• Cyclooxygenase 2 (COX-2) Inhibitors 
• Phenylbutazone 
• Antimalarials (hydroxychloroquine) 
• Compounds 

https://www.cms.gov/Medicare/Quality-Payment-Program/Quality-Payment-Program/Give-Feedback
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• Sulfasalazine 
• Methotrexate 
• Anakinra 
• Adalimumab 
• Golimumab 
• Leflunomide 
• Etanercept 
• Abatacept 
• Rilonacept 
• Canakinumab 
• Sarilumab 
• Tocilizumab 
• Baricitinib 
• Tofacitinib Citrate 
• Upadacitinib 
• Opioids 
• Gabapentin 
• Fibromyalgia drugs 
• Biosimilars for included RA drugs 

 
What factors do providers consider when determining which drugs to prescribe?  

 
Do these considerations differ across the types of drugs (e.g., pain management 
vs treatment)? If yes, please explain. 
 

3.0 Cross-Cutting Questions  
This section lists general questions about measure construction steps that apply across all 
measures. 
 

9. Trigger codes are used to identify a clinician-patient relationship and define the patient 
cohort. Two codes (trigger and confirming claim) must be billed by the same TIN within a 
certain number of days (e.g., 180 days) to establish this relationship. Do the trigger 
codes appropriately identify a patient cohort that reflects the measure intent? If not, what 
changes should be made to ensure that the measure has strong potential to impact 
spending for a comparable patient cohort? Note that patient heterogeneity within this 
overall patient cohort can be addressed through other parts of the measure construction 
(e.g., exclusions, risk adjustment). 
 

10. The cost measures include clinically related services that encompass variations in 
treatment options, the intensity or duration of treatment, routine care and monitoring, 
acute exacerbations, complications, side effects from treatment, and supportive care. 
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The goal is to include broad enough sets of services that the measure can capture 
variation in care while still being refined enough to focus on condition-related costs. 
Clinicians and other interested parties have also pointed out that simpler service 
assignment rules make the measures easier to understand. With these goals in mind, 
are there any changes to the service assignment rules that should be made?   
 

11. Each of the measures uses a standard set of risk adjustors based on the CMS-HCC 
model, as well as measure-specific adjustors that affect costs. Risk adjustors should 
meet the following conditions:  

a. Present at the start of care  
b. Clinical/conceptual relationship with the outcome of interest (i.e., is this cohort 

different in a way that affects costs?) 
c. Variation in the prevalence of the factor  
d. Isn’t an indicator of the care provided  
e. Resistant to manipulation or gaming 
f. Not redundant with other variables  
g. Service assignment mitigates need to adjust for unrelated heterogeneity  

 
Are there any changes that should be made to the current risk adjustors, such as to add 
or remove variables? Are there measure-specific variables that should have their 
specifications updated?  
 

12. Exclusions remove small sets of patients where there’s extreme variability that isn’t 
susceptible to performance improvement. More complex patients may have higher costs, 
but this complexity can be addressed through risk adjustment and service assignment to 
include just clinically related costs. There may also be greater opportunities to improve 
care and impact Medicare spending with more complex patients. Should there be any 
changes made to the measure exclusions?  
 

13. The intent is for these episode-based cost measures to be used in the MIPS cost 
performance category. If they’re added to MIPS in the future, they would form one part of 
the MIPS final score; the other performance categories are quality measures, 
improvement activities, and Promoting Interoperability. Which quality measures are the 
most relevant to each of the cost measures to assess the value of care? 
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