
September 2, 2014 
 
Marilyn Tavenner, RN, MHA 
Administrator 
Centers for Medicare & Medicaid Services 
Department of Health and Human Services 
200 Independence Ave., SW 
Washington, DC 20201 
 
Submitted electronically at: http://www.regulations.gov  
 
Re: Revisions to Payment Policies under the Physician Fee Schedule & Other Revisions to 

Medicare Part B for CY 2015 
 
 
Dear Administrator Tavenner: 
 
The College of Healthcare Information Management Executives (CHIME) and the Association of 
Medical Directors of Information Systems (AMDIS) is writing in response to the proposed rule 
issued by the Centers for Medicare & Medicaid Services (CMS) relating to the Medicare physician 
fee schedule (PFS) for CY 2015 and other revisions to Medicare Part B policies, which published in 
the July 11, 2014 Federal Register. 
 
CHIME has more than 1,400 members, composed of chief information officers (CIOs) and other 
top information technology executives at hospitals and clinics across the nation.  CHIME members 
have frontline experience in implementing the kinds of clinical and business IT systems needed to 
realize healthcare transformation.  AMDIS is the premier professional organization for physicians 
interested in and responsible for healthcare information technology.  With more than 2,800 
physician members worldwide, 250 associate members and 40 provider organization members, 
AMDIS members are the thought leaders, decision makers and opinion influencers dedicated to 
advancing the field of Applied Medical Informatics and thereby improving the practice of medicine. 
 
Both organizations share the vision of an e-enabled healthcare system as described by the many 
efforts under way at the Department of Health and Human Services and other federal agencies.  
CHIME and AMDIS appreciate the opportunity to comment on specific aspects of this NPRM, 
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particularly as it pertains to quality measure reporting, telehealth and the Medicare Shared Savings 
Program.  We first have a set of over-arching recommendations we believe merit attention. 
 
CHIME and AMDIS support several aspects of your proposal to encourage outcomes-based quality 
measure reporting and we applaud your efforts to minimize reporting burdens by aligning programs 
and / or consolidating measures.  We believe many of the proposals and concepts outlined by CMS 
are indicative of a more mature understanding of how to integrate technology policy in healthcare.  
For example, the discussion around how to combine Shared Savings and EHR Incentive CQM 
reporting and ideas concerning ACOs’ ability to facilitate reporting are important discussions.  
 
However, we do not believe the government has reached a sustainable, scalable process to 
develop rational electronic CQM specifications; nor has industry had time to determine 
sensible workflow redesign processes to capture the discrete data elements needed for 
electronic CQMs.  We have made strides in both developing eCQMs and redesigning workflows to 
capture needed data elements, but the cadence of updates and the reliability of eCQMs need further 
attention.  For this reason, we recommend CMS consider longer timelines over which 
providers are expected to incorporate new eCQMs into their workflows, which will require 
less frequent CQM updates and changes.  We believe CMS is well-positioned to leverage 
additional resources for the development and testing of eCQMs and related reporting pathways, but 
we do not believe CMS should conduct such development and testing through national-level 
programs such as Meaningful Use, the Physician Quality Reporting System or Medicare Shared 
Savings Program year-over-year.  Rather, we recommend CMS develop a six-year strategy to 
develop a benchmarked roadmap that combines reporting programs, or develops a deeming 
system across reporting programs. This roadmap should first focus on an open and widely 
understood process to develop and update eCQMs.  Next the roadmap should identify a 
minimum set of outcome-based eCQMs needed to determine care quality. 
 
There can be no doubt that the growing complexity of quality reporting and yearly program changes 
pose a significant barrier to participation in quality reporting programs.  Monitoring the yearly 
changes to quality reporting options, measures, measures groups, and physician group participation 
options requires an overwhelming layer of administrative burden that is extremely costly and 
resource intensive.  For some physicians, this dynamic is simply not feasible and for the healthcare 
industry, this dynamic is unsustainable. 
 
CHIME and others have communicated previously how the benchmarks and methodology for 
developing eCQMs is vastly different than chart-abstracted or claims-based quality measures; 
electronically specified CQMs require separate data elements, modified workflows to capture those 
data elements, and compatible systems to report those data elements.  We are encouraged to know 
that efforts are underway at CMS and elsewhere to develop standards for eCQM data collection and 
we know that federal officials are working to ensure that CQM data are reflective of the clinical 
values being reported.  However, these efforts will have to be combined with experience from 
providers in the field before making such electronic reporting mandatory.   
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More detailed recommendations and rationale are offered in the attached document to address 
questions posed in the NPRM.  Should you have any questions or require additional information, 
please contact Jeffery Smith, Vice President of Public Policy, at jsmith@cio-chime.org or (202) 507-
6159.   
 
We look forward to a continuing dialogue with your offices on this and related matters. 
 
Sincerely, 
 
/ s / 
 
Russell P. Branzell, CHCIO, LCHIME 
President and CEO 
CHIME 
 
/ s / 
 
Randy McCleese, CHCIO, LCHIME, 
FCHIME, LHIMSS 
Chair 
CHIME Board of Trustees 
Vice President of IS & CIO 
St. Claire Regional Medical Center 

/ s / 
 
Richard L. Rydell, M.B.A., FACHE, 
LFHIMSS 
CEO 
AMDIS 
 
/ s / 
 
William F. Bria, M.D. 
Chair 
AMDIS Board of Advisors 
CMIO 
The HCI Group 
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Accelerating Health Information Technology 
Under a group reporting option established for the Medicare EHR Incentive Program, EPs 
participating in an ACO under the Shared Savings Program who extract the data necessary for the 
ACO to satisfy the quality reporting requirements of the Shared Savings Program from CEHRT 
would satisfy the CQM reporting component of meaningful use as a group for the Medicare EHR 
Incentive Program.  However, CMS clarifies that if an EP intends to use this group reporting option 
to meet the CQM reporting component of meaningful use, then the EP would have to extract all its 
CQM data from a CEHRT and report it to the ACO (in a form and manner specified by the ACO) 
in order for the EP to potentially qualify for the Medicare EHR Incentive Program. The ACO must 
also report the GPRO web interface measures and satisfy the reporting requirements under the 
Shared Savings Program in order for its EPs to satisfy the CQM reporting component of meaningful 
use for the Medicare EHR Incentive Program. 
 
RECOMMENDATION:  CHIME and AMDIS appreciate the rule’s proposed encouragement of 
participation in the EHR Incentive Program by allowing EPs the opportunity to submit the same 
CQM data for both the Medicare Shared Savings Program and Meaningful Use.  Certainly, 
functional information exchange and use of certified EHRs will be important components of quality 
care and the financial success of ACOs.  Therefore, we support this direction and clarification.  We 
encourage CMS to prioritize the development of eCQMs that enable providers to devote energy 
towards improving the quality of care delivery versus the task of reporting on performance.  
Similarly, we encourage CMS to continue efforts to consolidate measures and combine reporting 
programs. 
 
CMS recognizes there are operational constraints that must be considered when developing policies 
related to electronic reporting of quality measures under the Shared Savings Program. CMS believes 
a few options could streamline the reporting process for EPs within each ACO, including policies to 
allow: (1) individual EPs submit EHR data to CMS, or have each ACO report as a group; (2) the 
ACO itself aggregate EHR data from its ACO participants and then submit the quality measures to 
CMS; or (3) the ACO to submit quality measure data via a data submission vendor that would be 
responsible for aggregating and submitting the data on the ACO's behalf. 
 
RECOMMENDATION:  We believe your basic assessment of the operational constraints is 
correct.  However, we believe the technical and operational barriers outlined in this NPRM are 
severely understated.  As with the electronic submission of CQMs, we recommend CMS develop a 
number of pilot submission pathways for EPs and ACOs looking to take advantage of the joint 
reporting opportunity.  We believe many ACOs would be constrained in its ability to aggregate and 
normalize measures derived from disparate EHRs and we are concerned that this complication 
could jeopardize the Meaningful Use status of those providers who submit CQM data in this 
manner.  However, we recognize that over time, some ACOs may develop competencies in such 
reporting and we support CMS devoting resources to explore the various reporting options 
described in the NPRM on a pilot basis.  
 
CMS sought comment on whether EHR reporting should be a requirement for all Shared Savings 
Program ACOs or if the requirement for EHR reporting should be phased in gradually, for instance 
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through a separate risk track or by the establishment of a “core and menu” quality measure set 
approach. 
 
RECOMMENDATION:  CHIME and AMDIS favor an approach that grants flexibility to 
participating providers, so a phased-in approach, through a separate risk track or by establishment of 
a “core and menu” quality measure set, is much preferred.  We agree with your assessment that such 
an approach would “provide ACOs with additional flexibility and allow them to report on quality 
measures that better reflect any special services they provide.” 
 
We, again, urge CMS not to make any new reporting pathway mandatory – especially electronic 
reporting – without first establishing a pilot or provisional pathway to learn lessons from providers 
in the field. 
 
 
EHR Incentive Program 
CMS is proposing to amend the requirement that EPs who report CQMs electronically under the 
Medicare EHR Incentive Program use the most recent version of the electronic specifications for 
the CQMs and have CEHRT that is tested and certified to the most recent version of the electronic 
specifications for the CQMs.  In the event that CMS discovers errors in or makes changes to the 
most recently updated electronic measure specifications for a certain measure, providers would use 
the version that immediately preceded the most recent update to prevent the cumbersome process 
of having to test and recertify CEHRT products to the most recent version of the electronic 
specifications for the CQMs.   
 
RECOMMENDATION:  CHIME and AMDIS recommend CMS engage with stakeholders to 
develop a transparent, consistent process for updating CQMs in a way that minimizes burdens that 
might befall technology developers and provider workflows.  We understand the need to use 
uniform specifications for eCQMs, and the need to periodically release updates, but we worry this 
proposal will be difficult for EPs to verify which CQM versions to report if certain CQMs were 
using the most recent version while others were reverted to a preceded version.  This may cause EPs 
and EHs to waste time looking for the correct specifications and may lead to incorrect measure 
results.  More clarification is needed about how this information would be disseminated if CMS 
were to move forward this proposal. 
 
We are also concerned about the alternative – if CMS proposed that vendors needed to test and 
recertify their EHRs to the most recent version each time a CQM was updated, it will be difficult for 
vendors to accommodate and providers to implement.  Such a requirement would further 
complicate the technical feasibility of participating in the program and further deter hospitals and 
providers from participating. 
 
 
Telehealth 
CHIME and AMDIS support CMS policies that promote the use of telehealth and mobile 
technologies to expand healthcare access, help control costs, and improve quality care for rural and 
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underserved populations.  We applaud the proposals offered by CMS in this NPRM to expand 
coverage, but would encourage CMS to consider a bolder approach.  Namely, we believe CMS 
should reconsider its definition of originating site, both the geographic boundaries and the eligibility 
process.  We also urge CMS to revisit its “store and forward” policy. 
 
RECOMMENDATION:  The CMS definition for eligible originating site was expanded to include 
rural census areas within metropolitan areas in early 2014.  However, the current definition still 
limits access to telemedicine services for patients, who may be unable to commute for various 
reasons, in urban areas.  CHIME and AMDIS urge CMS to consider payment models which enable 
access to individuals within metropolitan areas to address issues of equity and access to high quality 
care.  We note the opportunity to further assess the impacts of telemedicine and telehealth 
interventions within various models established under the Bundled Payment for Care Improvement 
initiative. 
 
RECOMMENDATION:  Further, we believe CMS has an opportunity to include other 
appropriate sites within the definition of originating sites, such as patient homes and first responder 
vehicles.  CMS policies promoting patient-centered care, and medical homes would be bolstered by 
including patients who receive care primarily in the home as an eligible originating site.   
 
We believe CMS’s “store and forward regulation” overlooks the value of information (such as 
patient generated and remote patient monitoring data) that is not gathered during a telemedicine 
visit. Patient generated health data is routinely highlighted as an enabler of engaged patient centric 
models of healthcare.   
 
RECOMMENDATION:  Again, we see an opportunity to gain better historical information and 
patient outcomes via assessment and modification of the store and forward provision contained in 
the NPRM as written.  As noted elsewhere, advancements in technology beyond simple two way 
communication have eclipsed the need to preclude store and forward limitations.  
 
 
Medicare Shared Savings Program 
CMS proposes that ACOs would be assessed on 37 measures annually, an increase of 4 measures, in 
four quality domains: Patient / Caregiver Experience, Care Coordination / Patient Safety, 
Preventive Health, and At-Risk Population.  CMS proposes that these measures would become 
effective beginning with the 2015 reporting period, and 2015 performance year.  This would involve 
the addition of 12 new measures and the retirement of 8 current measures. 
 
Additionally CMS proposes to reduce the GPRO web interface minimum reporting requirements 
for PQRS reporting from 411 to 248 consecutively ranked and assigned patients for each measure or 
100 percent of the sample for each measure if there are less than 248 patients in a given sample.  
 
CMS also proposes to modify the name and specifications for existing ACO measure #11, which 
would now read Percent of Primary Care Physicians who Successfully Meet Meaningful Use 
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Requirements rather than Percent of PCPs who Successfully Qualify for an EHR Incentive Program 
Payment.  This measure would continue to be doubly weighted.  
 
RECOMMENDATION:  CHIME and AMDIS appreciate CMS’ revision of the existing measures 
to ensure their role as a determinant of success within the Shared Savings Program, and we 
appreciate CMS’ move to decrease the minimum reporting requirements to match that of PQRS 
from 411 to 248.  We agree with CMS’ amendment to ACO measure #11 concerning PCPs 
participation in the EHR Incentive Program and supports, conceptually, the long-term direction 
CMS seems to indicate by integrating MU status for reimbursement purposes.  However, we are 
concerned that participation rates will drop dramatically in 2014 and 2015 if certain previous 
recommendations regarding the 2015 reporting period are not accepted by CMS. 
 
We maintain the recommendation that CMS continue to seek alignment of performance measures 
across similar or referenced programs and outline a more consistent approach for measuring quality 
improvement for parts of programs that overlap.  
 
 
Rewarding Quality Improvement 
 
CMS proposes to add a quality improvement measure to award bonus points for quality 
improvement to each of the existing four quality measure domains.  CMS would award an ACO up 
to two additional bonus points (on a sliding scale basis) for quality performance improvement but 
the total possible points that could be achieved in a domain could not exceed the current maximum.   
 
RECOMMENDATIONS:  CHIME and AMDIS agree with CMS’ assessment of the need to 
incentivize high achievers with additional bonus points to ensure their continued success in the 
program. 
 


