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September 2, 2014 
 
Marilyn Tavenner 
Administrator 
Centers for Medicare and Medicaid Services 
Department of Health and Human Services 
Washington, DC 20201 
 
Dear Administrator Tavenner: 
 
On behalf of the Healthcare Information and Management Systems Society (HIMSS), we are 
pleased to provide written comments to the Centers for Medicare and Medicaid Services (CMS) 
on [CMS-1612-P] Revisions to Payment Policies Under the Physician Fee Schedule, Clinical 
Laboratory Fee Schedule, Access to Identifiable Data for the Center for Medicare and Medicaid 
Innovation Models & Other Revisions to Part B for CY 2015, published in the Federal Register 
on July 11, 2014.  
 
HIMSS is a cause-based, global enterprise producing health IT thought leadership, education, 
events, market research and media services around the world. Founded in 1961, HIMSS 
encompasses more than 57,000 individuals, of which more than two-thirds work in healthcare 
provider, governmental and not-for-profit organizations across the globe, plus over 615 
corporations and 400 not-for-profit partner organizations, that share this cause.  HIMSS, 
headquartered in Chicago, serves the global health IT community with additional offices in the 
United States, Europe, and Asia. 
 
HIMSS welcomes the opportunity to contribute to this dialogue, and is appreciative of CMS’ 
continued efforts to promote health IT-enabled quality improvement in healthcare. Our public 
comments focus on critical provisions in the proposed alignment between the electronic 
reporting of the Stage 2 of the CMS EHR Incentive Program, the Physician Quality Reporting 
System, and the Medicare Shared Savings Program. 
 
Certification of CEHRT and Clinical Quality Measures 
 
CMS has proposed that beginning in CY 2015, EPs would not be required to ensure that their 
CEHRT products are recertified to the most recent version of the electronic specifications for the 
CQMs. Although (in this proposal) CMS is not requiring recertification, EPs must still report the 
most recent version of the electronic specifications for the CQMs. 
 
While we recognize the burden on both providers and EHR developers to implement the annual 
measure updates given the substantive nature of the updates, HIMSS believes disconnecting 
CEHRT from the eCQM implementation, calculation and transmission process is problematic. In 
past comments to CMS regarding the annual measure updates, HIMSS noted the insufficient 
time created by this process for vendors to develop, test and certify the updates, and providers to 

http://www.himss.org/
https://www.federalregister.gov/articles/2014/07/11/2014-15948/medicare-program-revisions-to-payment-policies-under-the-physician-fee-schedule-clinical-laboratory
https://www.federalregister.gov/articles/2014/07/11/2014-15948/medicare-program-revisions-to-payment-policies-under-the-physician-fee-schedule-clinical-laboratory
https://www.federalregister.gov/articles/2014/07/11/2014-15948/medicare-program-revisions-to-payment-policies-under-the-physician-fee-schedule-clinical-laboratory
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implement the software and accommodate the workflow changes introduced. We recommended 
that updates to the measures consist of minimal changes, and that any major changes to the 
measure, logic or value sets be avoided.  
 
HIMSS continues to recommend that, prior to introducing any eCQMs, the government should 
allow adequate time for comprehensive testing and piloting of the measure specifications, as well 
as the certification process. This will alleviate much of the need to introduce expansive changes 
in the annual measure updates, resulting in a welcome easing of the burden on providers, as well 
as the necessity to recertify the measures.  
 
As the community gains more experience with eCQMs, advances will continue to be made in the 
development and testing of the measure specifications. In order to achieve these improvements, 
HIMSS recommends:  
 

1) As the eCQM development process and standards are improved, the certification process 
will also require improvement to accommodate the testing needed. This testing will 
ensure that EHRs and other health IT solutions are developed to take advantage of these 
improvements, as well as to meet usability requirements by clinicians.  

2) eCQMs must be sensitive to clinical workflow, as well as truly feasible data capture to 
avoid unrealistic requirements and unnecessary, duplicative work on the part of clinicians 
to support measure reporting. This feasibility testing is a critical component of the eCQM 
development process prior to CMS including the eCQM in a federal program.  

 
To prevent unanticipated differences, which could undermine end user acceptance, HIMSS urges 
alignment between the certification requirements of EHRs and expected eCQM transmission and 
results.  CMS’s future focus must include feasibility and usability, actionable data reporting, and 
simplification of clinician workflow. 
 
If CMS discovers errors in the most recently updated electronic measure specifications for a 
certain measure, CMS would use the version of electronic measure specifications that 
immediately precedes the most recently updated electronic measure specifications 
 
HIMSS is concerned that this proposal does not consider the interdependency of the data 
elements and value sets across all of the eCQMs utilized with each version of specifications. 
Using a previous version of an eCQM specification would also require the use of the previous 
version of value sets and data elements, which may conflict with the updated versions. We 
recommend that, if substantive errors are found, the measure should be retired for use for the 
reporting period, and the provider should not be required to report the results. We also reiterate 
our previous recommendation of focusing on thoroughly piloted and tested eCQMs prior to their 
release, thus ensuring validity and reliability. 
 
Successful Meaningful User Checkmarks on Physician Compare 
 
HIMSS is supportive of CMS’s efforts to incentivize participation in EHR-based electronic 
quality measurement reporting.  We observe that the inclusion of a notation highlighting a 
Meaningful User on Physician Compare may be an incentive to encourage electronic reporting. 
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However, we note that the barriers that currently make EPs hesitant to choose electronic 
reporting are not addressed in this proposed rulemaking.  
 
HIMSS supports this direction of program alignment, as well as the recognition of those who 
report CQMs using an EHR through the posting of a notation and green checkmark on Physician 
Compare. However, the NPRM does not address the currently-unresolved challenges associated 
with eMeasures producing comparable and consistent results with their chart abstracted 
counterparts, and the maturity of the QRDA I and QRDA III transmission standards. It also does 
not address the additional requirements that CMS has introduced in its QRDA implementation 
guides.  
 
We observe that there has been no experience to-date with the electronic submission of data 
using the QRDA, as CMS is not yet able to accept such submissions. HIMSS expresses concern 
that electronic reporting of quality measures across programs and public reporting of EHR-
generated quality data may not produce a true reflection of the quality of care delivered until 
many of the challenges noted with eCQMs are resolved. The standards used for expressing 
measures and reporting are not ready; some of the patient data required by the measure 
specifications are not naturally collected in the clinical documentation workflow and are 
therefore not feasible at this time. Additionally, the standardization of information management 
within EHRs does not yet exist. Measure developers, vendors, and providers have all identified 
major challenges for end users, especially in data capture workflows.  
 
Finally, we note that often standards are not aligned with the tools being used to develop CQMs, 
such as clinical decision support.  To take the next step towards true alignment and universal 
electronic reporting, HIMSS recommends that CMS publicly propose a data validation strategy 
to ensure that all eCQMs produce equivalent and consistent results as their counterparts, and 
ensure that all eCQMs utilized in federal reporting programs be validated, tested, and field 
tested. 
 
Allowing EPs to Successfully Electronically Report Less than 9 CQMs if Medicare Data is 
Not Available 
 
As CMS and stakeholders continue work to create a system of incentivizing the meaningful use 
of EHRs and effectively measuring and reimbursing for improved care quality, HIMSS supports 
flexibility in reporting requirements that encourages more EPs to electronically report their 
measures.  However, we note that, particularly for specialists, there are challenges with the 
limited number of relevant measures. Such EPs may not have Medicare patient population data 
required to electronically report nine CQMs.  
 
Provided the EPs do not have Medicare data on other measures available to report, HIMSS 
supports CMS allowing EPs and provider groups to report zeroes as numerators and 
denominators. For example, an EP cannot select one CQM with data, and then report eight 
CQMs as zeroes if the EP has Medicare data on any of the other 45 possible CQM measures., 
HIMSS found the following language in the NPRM, specifically the statement around “all the 
measures”, to be confusing.  We encourage CMS to clarify its intent. 
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The eligible professional would report 9 measures covering at least 3 of the NQS domains. If an 
eligible professional's CEHRT does not contain patient data for at least 9 measures covering at 
least 3 domains, then the eligible professional would be required to report all of the measures 
for which there is Medicare patient data. An eligible professional would be required to report on 
at least 1 measure for which there is Medicare patient data. 
 
We interpret this language to mean that any EP who cannot report nine CQMs from three 
domains must report the maximum number of CQMs for which they have data, versus having 
EPs only report on one CQM and eight zeroes. We raise a concern that some EPs may read this 
as being required to submit zeroes for any of the 64 CQMs for which they do not have data. 
HIMSS requests clarification in the final rulemaking. 
  
In addition, HIMSS requests clarity on whether this language indicates that if a CMS provider 
does not have Medicare patient data to populate nine CQMs over three domains, would the 
provider electronically report on one measure and then meet the CQM requirement for 
Meaningful Use and PQRS? Or, does it mean that the EP must report on every CQM for which 
they have data, which could mean eight or fewer OR more than nine but not covering three 
quality domains? HIMSS requests clarification on this proposal language.  
 
Continuing Alignment of Meaningful Use, Physician Quality Reporting System, and the 
Medicare Shared Savings Program 
 
Core to HIMSS’s mission is harnessing the power of IT to improve the quality of care delivery, 
while ensuring that data collection is not burdensome. HIMSS applauds the effort to align quality 
measurement across CMS programs, and supports CMS exploring ways to align the Medicare 
Shared Savings Program (MSSP) with the EHR Incentive Program and the Physician Quality 
Reporting System (PQRS) in the future. In many previous comments submitted to CMS, HIMSS 
has provided detailed recommendations on the additional requirements needed to support 
alignment across multiple programs, including the technical alignment of quality measure 
specifications, reporting periods, and reporting methods, formats and standards.  
 
As CMS and ONC work to align the quality programs, these improvements are critical to 
ensuring the reliability, accuracy and validity of the eCQMs programs. Given that this work is 
ongoing, it is premature to consider implementing EHR-based reporting of quality measures in 
the Shared Savings program.  
 
HIMSS supports the proposal to incorporate three clinical quality measures (Diabetes Measures 
for Foot Exam and Eye Exams and Coronary Artery Disease: Symptom Management) to the 
Medicare Shared Savings Program reporting requirements. HIMSS also supports CMS’s 
proposal to allow Medicare Shared Savings Program EPs to meet both EHR Incentive Program 
and PQRS clinical quality measure reporting requirements by successfully submitting MSSP 
CQMs via the CMS GPRO web interface using CEHRT.  
 
HIMSS raises a concern that adding new process measures for ACOs simply because those 
measures are available may add burden for the provider and the measurement process, and 
actually delay or encumber the care coordination and collaborative process improvements ACOs 
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need to accomplish. CMS should continue to learn from ACOs regarding which process 
measures are valid, but seek to move towards more outcome-based measures.  When the NPRM 
for Meaningful Use Stage 3 is released, we anticipate that the CQM measure set will include 
more outcomes-based measures driven by the lessons learned on care coordination and 
collaborative process improvements from the Medicare Shared Savings Program.  
 
Updates to the Quality Measure Specifications and Titles 
 
HIMSS supports CMS’s efforts to align measure specifications and titles across programs 
whenever possible. To ease the reporting burden of EPs and continue CMS quality reporting 
program alignment, HIMSS recommends that the PQRS eCQM reporting set align with the CMS 
EHR Incentive Program Stage 3 2017 edition eCQM set. As CMS updates the eCQM menu set 
for Meaningful Use Stage 3, HIMSS recommends that any measure selected meet the following 
criteria.1 
 

• The selected eMeasures specifications are accurate, with the correct clinical category 
defined and mapped to the correct vocabulary standards (taxonomy) and codes, along 
with the correct attributes and state(s). 

• The selected eMeasures are tested for validity and reliability against the measures 
intent and eMeasures replacing existing quality measures are tested for comparability 
of performance results. 

• Required data elements for selected eMeasures can be efficiently and accurately 
gathered in the healthcare provider workflow, if at all possible using data elements that 
are already collected as a byproduct of the care process and stored in the EHR. 

• Clinical Quality Measure reports based on eMeasures accurately reflect the care given 
by the applicable healthcare provider(s). 

 
General Comments on Telehealth 
 
HIMSS supports the enablement of telehealth and mobile technologies to expand access to care, 
help control costs, and improve quality for rural and underserved populations. The Affordable 
Care Act provided a number of pathways to advance changes in healthcare by implementing 
technology.  We need to shift telehealth away from fee for service models and usher in an era of 
patient centric continuity of care under the mantle of telehealth.  This includes the increased use 
of technology to provide chronic care management (CCM) alongside other existing telemedicine 
interventions.  
 
We applaud the work accomplished by the Center for Medicare and Medicaid Innovation 
(CMMI) awards and urge careful consideration of interventions using remote patient monitoring 
to achieve goals and objectives outlined within the Affordable Care Act.  HIMSS also highlights 
the opportunity to align the Physician Fee Schedule with the Bundled Payment for Care 
Improvement (BCPI) Initiative administered by CMMI to include a focus telehealth and remote 
patient monitoring in the four models of care. If there is an opportunity to continue to foster 
                                                 
1 HIMSS Letter on eMeasure Recommendations; January 2012: 
http://www.himss.org/files/HIMSSorg/content/files/20120112_HIMSS_FINAL_HHS.pdf.  

http://www.himss.org/files/HIMSSorg/content/files/20120112_HIMSS_FINAL_HHS.pdf
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innovative models of healthcare using remote and wireless technology by combining efforts, 
HIMSS would support this cause.  
 
General Comments for Clarification of Chronic Care Management 
 
HIMSS notes ambiguity in defined health IT which includes the definition and use of terms “care 
plan” and “summary care plans.” With regard to eligibility requirements for transitional care 
management, there is an opportunity to expand eligibility criteria for all patients with chronic 
disease states.  We note the significant advances in which customized digital care plans can be 
administered to patients under the existing regulatory framework associated with the Medicaid 
home health benefit. Accordingly, treatment of transitional care and chronic care through digital 
health interventions and care plans should not be limited to individuals with multiple co-
morbidities (for example, congestive heart failure and diabetes).   
 
To this end, consideration should be given to increases the Relative Value Unit (RVU) for CCM 
conducted in non-face-to-face environments. This includes time spent on non-face-to-face care 
management services in order to bill for CCM. Given the improvements in technology and 
current business models associated with a free market, there is often an ongoing cost and burden 
with employing digital CCM tools by providers. We recommend that RVUs be adjusted upwards 
accordingly, and note the opportunity to expand CPT codes 99495 and 99496 to include 
capabilities for Rural Health Clinics and Federally Qualified health centers to provide chronic 
care management in the absence of a face-to-face encounter.     
 
HIMSS General Comments Regarding Telemedicine Payment Structures Proposed in the 
NPRM 
 
Geographic limits: In early 2014, CMS’s definition for eligible originating site was expanded to 
include rural census areas within metropolitan statistical areas. However, the current definition 
still limits access to telemedicine services for patients who lack transportation options in urban 
areas. HIMSS notes the opportunity to further assess the impacts of telemedicine and telehealth 
interventions within various models established under the Bundled Payment for Care 
Improvement initiative. HIMSS encourages and supports policies and payment models that foster 
technology adoption or use that improve the access to and quality of care for all constituencies.   

 
Eligible Originating Site: Eligible originating sites can only be at approved medical facilities, 
which limit the reach of telemedicine into patient homes. Those patients who receive care 
primarily in the home would benefit from access to telehealth services at their residences. 
HIMSS notes the opportunity to include the patient home or residence as an extension of an 
originating site.  Given the broad advances in technology, focus on patient centered care, and the 
concept of the medical home, we have an opportunity to assess technology and consumer access 
to such advances.  By including other appropriate sites within the definition of originating sites, 
CMS sets the stage for continuity of care; not just episodic fee-for-service models.  
 
Additionally, HIMSS suggests adding first responder vehicles with appropriate medical training 
to originating sites so that patients can receive best in class care within the home or during 
transport.  As noted earlier, the CMMI awards could provide a useful policy lever to investigate 
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the efficacy and impact of this request. The use of telemedicine technology has already 
documented itself to be efficacious as a tool for early intervention.2  By expanding the scope and 
definition of originating sites; an increased number of citizens and patients have access to high 
quality healthcare.  

 
Store and Forward: The store and forward stipulation 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.  Many recent technological developments rely on 
discrete and structured data elements which can enhance a telemedicine encounter.3 Many new 
platforms that enable remote patient monitoring rely on store and forward practices.  There is an 
opportunity to gain better historical information and patient outcomes by relaxing 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.  

 
New Telehealth Services: HIMSS observes that all of the newly-approved telemedicine services 
in the NPRM fell under category 1 (procedures that were sufficiently similar to an already 
approved Medicare telehealth service). We recommend that, to continue to expand telehealth, 
new procedures and technologies should be approved under category 2 (not similar to currently 
approved services). By 2025, chronic diseases will affect half of the U.S. population, an 
estimated 164 million Americans4.  Early intervention for people at risk of congestive heart 
failure (CHF) - the leading cause of hospitalization in the U.S. - could save from $5 to $7 billion 
per year by expanding telehealth services.   
 
In a recent case study of 44 patients using Remote Patient Monitoring Systems (RPMS) at St. 
Michael Health System, the average cost of care equaled $12,937 prior to enrollment.  After 
RPMS enrollment, the average cost plummeted to $1,231.5  Clearly, there is an opportunity to 
expand telehealth assessments within the context of the CMMI awards to assess the expansion of 
bundled payments and the inclusion of telehealth services. 
 
Two-way audio/visuals: The two-way audio/visual requirement, as proposed in the NPRM, 
restricts the range of telehealth interactions that can occur between physician and patients (it 
rejects e-mail, phone conversations, and other modes of telecommunication relying only on real-
time/active audio and video interactions).  Further, the two-way visual/audio requirement may 
make telehealth services in rural areas inaccessible due to limited or unreliable broadband 
connectivity. HIMSS remains cautious about the narrow definition of interactive 

                                                 
2 Miley, Madeline L., et al. "The state of emergency stroke resources and care in rural Arizona: a platform for telemedicine." 
Telemedicine and e-Health 15.7 (2009): 691-699. 
3 Howie, Lynn, et al. "Assessing the Value Of Patient-Generated Data To Comparative Effectiveness Research." Health Affairs 
33.7 (2014): 1220-1228. 
4 Broadband, Expanded; January 2013 
http://www.broadbandexpanded.com/policymakerfiles/telemedicine/Telemedicine_Stats&Data.pdf  
5 Use Case Study: Christus Health - Improving Health at Home: Remote Patient Monitoring and Chronic Disease; September 
2013. http://www.himss.org/ResourceLibrary/genResourceDetailPDFReg.aspx?ItemNumber=22361  

http://www.broadbandexpanded.com/policymakerfiles/telemedicine/Telemedicine_Stats&Data.pdf
http://www.himss.org/ResourceLibrary/genResourceDetailPDFReg.aspx?ItemNumber=22361
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telecommunications system described in this NPRM, and requests further clarification on CMS’s 
intent to routinely assess the current state of technology and update definitions.  
 
More broadly, HIMSS supports the notion that states should be encouraged to specifically 
include telephone, email, and fax or other technological platforms in the definition of 
“telemedicine” or “telehealth” as a means of providing care.  Advancements in population health 
management platforms that utilize SMS text or digital notifications for the purpose of managing 
chronic disease states should be integrated into the definition.  For example, tools that use store 
and forward or other text based and digital forms of engagement to drive adherence to care plans 
or courses of treatment.6  

 
HIMSS appreciates the opportunity to submit comments on this NPRM.  We look forward to 
continued dialogue with CMS, and welcome any questions you may have. For more information, 
please contact Jeff Coughlin, Senior Director of Federal and State Affairs, 703.562.8824, or 
Stephanie Jamison, 703.562.8844, Director of Federal Affairs.  
 
Sincerely, 
  

      
 

Paul Kleeberg, MD, FAAFP, FHIMSS    H. Stephen Lieber, CAE  
Chief Medical Informatics Officer     President & CEO 
Stratis Health        HIMSS 

                                                 
6 Davis, Richard M., et al. "TeleHealth Improves Diabetes Self-Management in an Underserved Community Diabetes TeleCare." 
Diabetes Care 33.8 (2010): 1712-1717. 
 

mailto:jcoughlin@himss.org
mailto:sjamison@himss.org

	On behalf of the Healthcare Information and Management Systems Society (HIMSS), we are pleased to provide written comments to the Centers for Medicare and Medicaid Services (CMS) on [CMS-1612-P] Revisions to Payment Policies Under the Physician Fee Sc...

