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The Honorable Andy Slavitt    
Acting Administrator    
Centers for Medicare & Medicaid Services    
Department of Health and Human Services   
200 Independence Avenue, S.W.    
Washington, DC 20201    
  
 

Submitted electronically at: www.regulations.gov     

 

Dear Acting Administrator Slavitt: 

The College of Healthcare Information Management Executives 
(CHIME) welcomes the opportunity to submit comments to the 
Centers for Medicare and Medicaid Services (CMS) regarding, 
“Medicare Program:  Hospital Outpatient Prospective Payment 
and Ambulatory Surgical Center Payment Systems and Quality 
Reporting Programs; Organ Procurement Organization 
Reporting and Communication; Transplant Outcome Measures 
and Documentation Requirements; Electronic Health Record 
(EHR) Incentive Programs; Payment to Nonexcepted Off-
Campus Provider-Based Department of a Hospital; Hospital 
Value-Based Purchasing (VBP) Program; Establishment of 
Payment Rates under the Medicare Physician Fee Schedule for 
Nonexcepted Items and Services Furnished by an Off-Campus 
Provider-Based Department of a Hospital,” published November 
14, 2016 in the Federal Register. 

As an organization representing more than 2,100 chief 
information officers (CIOs) and other senior information 
technology executives at hospitals and clinics across the 
nation, CHIME members are responsible for the selection and 
implementation of clinical and business information technology 
(IT) systems that are facilitating healthcare transformation.  As 
such, our members are deeply engaged with the 
implementation of technology that can facilitate better outcomes 
and value. 
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Overview 

CHIME enthusiastically supports the flexibility offered by CMS for Medicare hospitals in the OPPS rule including a 
shorter reporting period for Meaningful Use program participants. We were extremely pleased that CMS heeded our 
call for putting this policy into place for 2016 and 2017. We also support CMS’ decision to reduce the thresholds 
and number of measures Medicare hospitals must meet in order to meet the Meaningful Use program requirements. 
Nonetheless, we believe that a number of challenges will persist unless further changes are made.  We offer the 
following feedback and recommendations for consideration:’ 

1. Strong support for: 
a. A 90-day reporting period in 2016 and 2017 for all Meaningful Use providers; and 
b. Fewer requirements and lower thresholds for Medicare hospitals. 

2. Significant concern with the following policies: 
a. Lack of alignment among different reporting programs and providers; 
b. Significant complexity associated with navigating three sets of Meaningful Use requirements 

starting in 2017 (Medicare hospitals, Medicaid providers, and Merit-based Incentive Payment 
System (MIPS) Advancing Care information (ACI)); 

c. 90-day reporting ending after 2017 for all Meaningful Use providers; 
d. Overlapping reporting requirements for different years and programs;  
e. Vendor readiness for delivering certified EHRs (CEHRT) Version 2015; 
f. A full year of electronic clinical quality reporting (eCQMs) starting in 2017; and 
g. A persisting need for interoperability rooted in the use of a single set of standards. 

 

Support for Flexibility 

We strongly support CMS’ decision to adopt a 90-day reporting period in 2016 and 2017, something CHIME has 
long championed. The shorter reporting period, as opposed to the previously required full year, allows providers to 
navigate complex EHR installations; reorient clinical workflows, testing and training associated with the use of new 
technology; and devote significant time and energy to reporting data, including clinical quality data. Many of our 
members either started major software upgrades in 2016, or plan to do so in 2017. Upgrades of this magnitude 
typically have a ripple affect across the entire organization. Meeting a full-year reporting period would have caused 
many of our members to seek a hardship exception, but a 90-day reporting period allows them to not only continue 
to meet the regulatory requirements, but also further optimize their IT systems to improve patient care. 

Our members also support CMS’ decision to reduce several of the reporting thresholds of many measures (i.e. 
patients viewing, downloading or transmitting their information), as well as the decision to remove clinical decision 
support (CDS) and computerized physician order entry (CPOE). This will help ameliorate some of the regulatory 
burden imposed by many of the Meaningful Use reporting requirements. These new flexibilities will free up time and 
resources so providers can explore innovative and different uses of technology in ways best deemed helpful to 
improving care for their respective patient populations. 

Need for Further Change 

While our members strongly support the changes CMS made in order to make the Meaningful Use program more 
flexible, we still have a number of ongoing concerns we feel must be addressed in order to help providers succeed 
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in payment and delivery reform. Namely, the complexity of the overall reporting requirements Medicare providers 
and clinicians must meet is degrading their ability to optimize use of technology and has put them in a constant 
state of churn directed at meeting government requirements. We believe the reporting requirements established by 
CMS are well-intended, yet we fear the growing complexity invites unnecessary burdens for providers and may 
achieve the intended results of better care. 

Navigating Three Sets of Meaningful Use Requirements 

One of our overarching concerns is that starting in 2017, providers will be faced with three different sets of 
reporting requirements.  In order to depict this complexity, we have appended a chart that demonstrates the 
different requirements.  First, Medicaid providers will be required to continue meeting the original set of Modified 
Stage 2 / Meaningful Use Stage 3.  Second, Medicare providers will be held to the changes adopted in the OPPS 
final rule. Finally, MIPS-eligible physicians will be required to meet the ACI performance category of MIPS modeled 
after Meaningful Use. And, if you contrast the different thresholds that eligible professionals have to meet 
compared to eligible hospitals there are even more requirements to navigate. We also question why Medicaid 
providers who service some of the most disadvantaged populations in the country and who are often under-
resourced themselves, will be held to the highest set of thresholds under Meaningful Use?  Payment and delivery 
system reforms are also pushing us toward a more coordinated delivery model. Creating a web of complex health 
IT regulations will hinder our ability to focus on more coordinated care across the continuum. Finally, we worry 
about how three sets of different rules will impact health care organizations who are experiencing consolidation in 
their markets. Our members report substantial hurdles when it comes to integrating different software or moving to 
a unified platform.  If you couple that with multiple sets of reporting requirements the complexity becomes daunting. 
We recommend CMS reduce the variability among the reporting programs and better synchronize the 
reporting requirements. 

Reporting Periods 

We are also very concerned that the reporting periods will be out of sync for Meaningful Use providers and MIPS 
clinicians. Meaningful Use providers have been granted a 90-day reporting period for 2016 and 2017, but MIPS 
clinicians have been granted 90-days for 2017 and 2018.  We have already received a number of questions around 
the reporting periods and it is clear from member feedback that several are confused. We strongly recommend 
that CMS: 1) synchronize the reporting periods; and 2) institute a 90-day reporting period in perpetuity. If 
nothing else, we believe more education on these polices will be helpful for providers. 

Health care providers and vendors have been increasingly challenged by a cascading set of overlapping 
requirements and deadlines that strains their ability to not only comply with CMS reporting mandates, but focus on 
leveraging technology in the best possible ways to meet patient and clinician needs. As such, another issue 
brought to our attention by our members the immense volume of IT demands generated solely by compliance with 
federal programs. In 2017, our members will be: a) wrapping up the current year reporting period for Meaningful 
Use for 2016 and submitting attestations; 2) a full year reporting period as required under the inpatient prospective 
payment system final rule for electronic clinical quality measures (eCQMs) for 2017; 3) upgrading and implementing 
new technology for a full-year reporting period which is supposed to begin on January 1, 2018 for Stage 3; and 4) 
contending with the  launch of a new payment system and associated reporting requirements for clinicians under 
MIPS. The ability to meet the reporting requirements in one year alone calls for substantial preparation; 
meeting all four will therefore be a staggering responsibility.  



 

4 
 

We urge CMS to take into account the existing burden on providers to meet data collection and reporting 
requirements.  The burden to report quality measures alone is quite staggering.  According to the National 
Academy of Medicine (“Observations from the Field: Reporting Quality Metrics in Health Care,” Discussion Paper, 
July 22, 2016), “Health systems reported on average 50 to 100 individuals (collective full-time equivalents) involved 
in this process (range 12 to 120). The number of individuals varied somewhat by the size of the organization and 
the integration of continuous process improvement into the workflow of the organization. The range in cost of 
personnel was estimated to be from $3.5 to $12 million with most health systems reporting $5 to $10 million. 
Additionally, institutions may spend substantial sums to recruit and train these individuals.” Additional data reported 
in Health Affairs also points to added costs for quality reporting (“US Physician Practices Spend More than $15.4 
Billion Annually to Report Quality Measures,” March 2016).  For instance, they found that more than 40% of 
practices studied reported a significant or extreme burden associated with requirements they must meet to report 
multiple, similar measures. We worry that we will see comparable, if not additional challenges by asking providers 
to have to meet multiple Meaningful Use measures. Given these concerns, we request CMS keep in mind that 
2017 is a year of transition for ALL providers and that our members are working with their vendors and their 
clinicians to prepare for Stage 3 in 2018, which warrants a significant upgrade in technology in addition to 
testing and training for users.  

Finally, our members continue to express concern with CMS’ decision to implement a full year reporting of eCQMs 
in 2017. While outside of scope for this regulation, we nonetheless urge CMS to revisit this policy and adopt 
a 90-day reporting period for 2017 instead. Providers’ ability to meet this cannot be divorced from the other 
challenges they are experiencing in meeting CMS’ other program requirements. Our members report that making 
adjustments to their systems to meet new program requirements often creates a domino effect, forcing them to alter 
their systems elsewhere. Working this out takes time. A 90-day period for eCQMs will alleviate some of these 
challenges. 

Vendor Readiness 

As reflected in our recent letter in response to the MIPS final rule with comment, some of our members have 
indicated they do not expect to obtain their Version 2015 CEHRT prior to the start of 2018. As CMS considers what 
changes are needed to the Meaningful Use program at large, and the impact the delay of Version 2015 CEHRT 
could have on other CMS programs which require providers to use this, we urge them to consider the following 
issues. First, that we are getting reports from the field that not all providers – particularly smaller or less resourced 
providers – expect to receive the upgrades needed to comply with CMS requirements until well into 2018, placing 
them at jeopardy for missing the full reporting year as required by CMS. Building on this, we are also hearing that 
some software builds are being delayed as vendors turn their full attention to Version 2015 CEHRT. 

Second, providers typically need six or more months to test and implement new versions once installed by the 
vendors. This includes testing code, changing processes, physician documentation screens, training users, then 
ramp-up and clean-up after implementation to ensure things are working as intended. 

Third, not only are providers required to meet Meaningful Use requirements using CEHRT, there are a growing 
spate of programs for which CMS has made the use of CEHRT mandatory compromising providers’ ability to also 
meet these program requirements.  For instance, the Comprehensive Primary Care Plus (CPC+) requires this. CMS 
has said it plans on incorporating a like-minded requirement into the Comprehensive Care for Joint Replacement 



 

5 
 

Payment in the future. And, under MACRA certain APMs will require clinicians to use certified EHRs.  
  

And finally, a quick review of the Office of the National Coordinator for Health IT’s (ONC) Certified Health IT 
Product List (CHPL) reveals that as of December 16, only 33 products have been certified for Version 2015 and 
almost half are those are from one particular vendor.  Compared with the 4,069 certified products for Version 2014, 
this represents 0.6% of all products. Even if some vendors don’t seek certification for Version 2015, the low 
number calls into question vendors’ ability to deliver products in time for providers to meet Stage 3 and 
Stage 3-like measures in 2018 let alone do so voluntarily in 2017 as envisioned by CMS. CHIME again urges 
CMS postpone requiring the use of Stage 3 / Stage 3-like measures until no earlier than 2019. 

Interoperability 

CHIME has continuously advocated for the need for improving the state of interoperability.  Without this, we fear 
that benefits that are expected to come from payment and delivery reform will be hindered. Interoperability 
challenges continue to plague our health system yet, CMS is moving forward with Stage 3 and Stage 3-like 
measures in 2018 which demand a higher state of interoperability than presently exists. We do not believe requiring 
providers to exchange more data will achieve the intended outcome. Rather, we recommend CMS work with ONC 
to ensure that a single set of standards are adopted to facilitate more seamless data exchange and offer 
support to private sector initiatives focused on improving patient identification at a national level. CHIME 
will continue to take the lead to identify a solution to accurately and securely matching patients through 
our one-million-dollar challenge, a pivotal issue to improving interoperability. 

Conclusion 

CHIME appreciates the opportunity to comment and stands ready to work with CMS to ensure health IT continues 
to be deployed and used in a manner that best supports patient care while minimizing provider burden. Should you 
have any questions about our comments please contact Mari Savickis at msavickis@chimecentral.org.  

 

Sincerely, 

 

 
Russell Branzell, FCHIME, CHCIO 
CEO & President, CHIME  

 
Marc Probst, CHCIO 
Chairman, CHIME Board of Trustees & CIO, Intermountain Healthcare 
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 Meaningful Use Measures MACRA Measures 
 Modified Stage 2 

(2017 ONLY) 
Stage 3 (2017 & 2018) OPPS Final Rule Stage 2 

(2017) 
OPPS Final Rule Stage 3 
(voluntary in 2017 and 
mandatory in 2018) 

MIPS ACI in 2017 
ONLY 

MIPS ACI in 2018 
(optional for 2017) 

Applies to: 
 
 
 
Reporting 
Period: 
 
Objectives:  

Medicaid EPs and 
EHs and CAHs attesting 
under state Medicaid MU  
 
90 days 

Medicaid EPs and 
EHs and CAHs attesting 
under state Medicaid MU  
 
2017: 90 days 
2018: Full year 

Medicare EHs and CAHs 
 
 
 
90 days 

Medicare EHs and CAHs 
 
 
 
2017: 90 days. 
2018: Full year.  

MIPS eligible clinicians 
 
 
 
90 days 

MIPS eligible clinicians 
 
 
 
90 days 

Protect 
Patient 
Information 

Security risk analysis: 
Required 

Security risk analysis: 
Required 

Security risk analysis: 
Required 

Security risk analysis: 
Required 
 

Security risk analysis: 
Required Base score 
only 

Security risk analysis: 
Required Base score 
only  

eRx EP: >50% 
EH: >10% 

EP: >60% 
EH: >25% 

>10%  >25% Required Base score 
only 
 
At least one script is 
queried for a drug 
formulary and 
transmitted 
electronically using 
CEHRT. 

Required Base score 
only  
 
At least one script is 
queried for a drug 
formulary and 
transmitted 
electronically using 
CEHRT. 

CDS 1. 5 CDS  
2. Enabled drug/drug & 

drug/allergy  
 
 

1. 5 CDS related to 4 or 
more CQMs 

2. Enabled drug/drug & 
drug/allergy  

 

Not required 
 
 
 
 

Not required  
 
 
 

Not required Not required 
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 Meaningful Use Measures MACRA Measures 
 Modified Stage 2 

(2017 ONLY) 
Stage 3 (2017 & 2018) OPPS Final Rule Stage 2 

(2017) 
OPPS Final Rule Stage 3 
(voluntary in 2017 and 
mandatory in 2018) 

MIPS ACI in 2017 
ONLY 

MIPS ACI in 2018 
(optional for 2017) 

Applies to: 
 
 
 
Reporting 
Period: 
 
Objectives:  

Medicaid EPs and 
EHs and CAHs attesting 
under state Medicaid MU  
 
90 days 

Medicaid EPs and 
EHs and CAHs attesting 
under state Medicaid MU  
 
2017: 90 days 
2018: Full year 

Medicare EHs and CAHs 
 
 
 
90 days 

Medicare EHs and CAHs 
 
 
 
2017: 90 days. 
2018: Full year.  

MIPS eligible clinicians 
 
 
 
90 days 

MIPS eligible clinicians 
 
 
 
90 days 

CPOE 1. >60% meds 
2. >30% lab 
3. >30% rad. orders 
 
 

1. >60% meds 
2. >60% lab 
3. >60% diag. images 
 
 

Not required Not required 
 
 
 
 

Not required. Not required 

Patient 
Electronic 
Access to 
Health 
Information 

1. >50% patients have 
timely access to VD 
&T their info; AND 

2. >5% patient use VD 
OR T 

 
 

1. Patients have timely 
access to VD&T and 
info available using app 
of choice using API: 
>80% 

2. Identify and use 
resources via CEHRT for 
patients: >35% 
 

 

1. >50% of patients 
have timely access 
to VD&T their info; 
AND 

2. At least one patient 
VD OR T’s their info 

 
 
 
 
 

1. >50% of patients 
have timely access to 
VD&T and info 
available using app of 
patient’s choice using 
API 

2. Identify and use 
resources via CEHRT 
for patients for >10% 
discharged patients 

 

1. Timely access to 
info via VD&T 
 - Required for 

Base score;  
- Counts up to 

20% of 
Performance 
score; AND 

2. Patient uses VD or 
T  
-  Not required for 

Base score;  
-  Up to 10% for 

Performance 
score 

For at least one patient: 
1. Access to info via 

VD&T and available 
for access thru app 
of their choice via 
API  
- Required for Base 

score; 
- Counts up to 10% 

of Performance 
score; AND 

2. Identify and use 
resources via 
CEHRT. 
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 Meaningful Use Measures MACRA Measures 
 Modified Stage 2 

(2017 ONLY) 
Stage 3 (2017 & 2018) OPPS Final Rule Stage 2 

(2017) 
OPPS Final Rule Stage 3 
(voluntary in 2017 and 
mandatory in 2018) 

MIPS ACI in 2017 
ONLY 

MIPS ACI in 2018 
(optional for 2017) 

Applies to: 
 
 
 
Reporting 
Period: 
 
Objectives:  

Medicaid EPs and 
EHs and CAHs attesting 
under state Medicaid MU  
 
90 days 

Medicaid EPs and 
EHs and CAHs attesting 
under state Medicaid MU  
 
2017: 90 days 
2018: Full year 

Medicare EHs and CAHs 
 
 
 
90 days 

Medicare EHs and CAHs 
 
 
 
2017: 90 days. 
2018: Full year.  

MIPS eligible clinicians 
 
 
 
90 days 

MIPS eligible clinicians 
 
 
 
90 days 

 - Not required under 
Base score; 

- Up to 10% for 
Performance score 

 
Coordination 
of Care 
through 
Patient 
Engagement 

N/A 1. Patients VD OR T their 
info; OR Access their 
info app of their 
choice via API; OR 
Combo of both;  
- 2017: >5% 
- 2018: >10% 

2. Send or receive secure 
message to patients;  
- 2017: >5% 
- 2018: >25% 

3. Incorporate PGD from 
non-clinical setting for 
patients 
- 2017 & 2018: >5%  

N/A 1. At least one patient 
VD OR T their 
information; 

2. Secure messaging: 
>5% 

3. Patient generated 
health data: >5% 

 
 
 
 
 
 
 
 

N/A Not required for Base 
score. Only counts for 
Performance score. 
Each measure counts up 
to 10% of Performance 
score.  
For at least one patient: 

 
1. Patient VD OR T 

their info; access 
their info via API 
using app of their 
choice; or does 
combo of both; 
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 Meaningful Use Measures MACRA Measures 
 Modified Stage 2 

(2017 ONLY) 
Stage 3 (2017 & 2018) OPPS Final Rule Stage 2 

(2017) 
OPPS Final Rule Stage 3 
(voluntary in 2017 and 
mandatory in 2018) 

MIPS ACI in 2017 
ONLY 

MIPS ACI in 2018 
(optional for 2017) 

Applies to: 
 
 
 
Reporting 
Period: 
 
Objectives:  

Medicaid EPs and 
EHs and CAHs attesting 
under state Medicaid MU  
 
90 days 

Medicaid EPs and 
EHs and CAHs attesting 
under state Medicaid MU  
 
2017: 90 days 
2018: Full year 

Medicare EHs and CAHs 
 
 
 
90 days 

Medicare EHs and CAHs 
 
 
 
2017: 90 days. 
2018: Full year.  

MIPS eligible clinicians 
 
 
 
90 days 

MIPS eligible clinicians 
 
 
 
90 days 

 
NOTE: Providers must 
attest to the numerators 
and denominators of all 
three measures, but must 
only meet the thresholds 
for two of three measures. 
 
 
 

 
 
 
 
 
 
 

2. Sends or receives 
secure message 
from patient; 

3. PGD sent from non-
clinical setting 
incorporated into 
CEHRT. 

 
 

 
Health 
Information 
Exchange 

1. Use CEHRT to create 
SoC AND 

2. SoC sent to receiving 
provider for >10% 
patients. 

 
 

1. For >50% of ToC / 
referrals create & 
exchange SoC;   

2. Incorporate SoC for 
>40% patients 
received;  

3. Perform med., allergy 
& problem list 
reconciliation for >80% 
received patients 

Create SoC and send 
electronically for >10% 
of patients. 
 
 

1. Send SoC: >10% 
2. Request / accept SoC 

: >10% 
3. Clinical information 

reconciliation (med., 
allergy & problem 
list): >50% 
 

Required for Base 
score. Counts up to 
20% of Performance 
score.  
 
Create SoC AND 
transmit SoC for at 
least one transition or 
referral.  

 

Required for Base score. 
Each measure counts up 
to 10% under 
Performance score.  
For at least one patient: 
1. Use CEHRT to create 

a SoC & 
electronically 
exchange it   
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 Meaningful Use Measures MACRA Measures 
 Modified Stage 2 

(2017 ONLY) 
Stage 3 (2017 & 2018) OPPS Final Rule Stage 2 

(2017) 
OPPS Final Rule Stage 3 
(voluntary in 2017 and 
mandatory in 2018) 

MIPS ACI in 2017 
ONLY 

MIPS ACI in 2018 
(optional for 2017) 

Applies to: 
 
 
 
Reporting 
Period: 
 
Objectives:  

Medicaid EPs and 
EHs and CAHs attesting 
under state Medicaid MU  
 
90 days 

Medicaid EPs and 
EHs and CAHs attesting 
under state Medicaid MU  
 
2017: 90 days 
2018: Full year 

Medicare EHs and CAHs 
 
 
 
90 days 

Medicare EHs and CAHs 
 
 
 
2017: 90 days. 
2018: Full year.  

MIPS eligible clinicians 
 
 
 
90 days 

MIPS eligible clinicians 
 
 
 
90 days 

 
 
NOTE: Providers must 
attest to the numerators 
and denominators of all 
three measures, but must 
only meet the thresholds 
for two of three measures. 
 
 

2. Receives or 
retrieves and 
incorporates SoC 
into the patient’s 
record;  

3. Perform info 
reconciliation for 
meds, allergy & 
problem list. 

Patient -
Specific 
Education 

Patient-specific resources 
via CEHRT provided to 
>10% patients 
 

See Patient Electronic 
Access 

Patient-specific 
resources via CEHRT 
provided to >10% 
patients 
 
 

See Patient 
Electronic Access 

Only counts for up to 
10% of Performance 
score. 
 
Use CEHRT to identify 
& provide patient 
resources to at least 
one patient. 

 

See Patient Electronic 
Access  



 

6 
 

 Meaningful Use Measures MACRA Measures 
 Modified Stage 2 

(2017 ONLY) 
Stage 3 (2017 & 2018) OPPS Final Rule Stage 2 

(2017) 
OPPS Final Rule Stage 3 
(voluntary in 2017 and 
mandatory in 2018) 

MIPS ACI in 2017 
ONLY 

MIPS ACI in 2018 
(optional for 2017) 

Applies to: 
 
 
 
Reporting 
Period: 
 
Objectives:  

Medicaid EPs and 
EHs and CAHs attesting 
under state Medicaid MU  
 
90 days 

Medicaid EPs and 
EHs and CAHs attesting 
under state Medicaid MU  
 
2017: 90 days 
2018: Full year 

Medicare EHs and CAHs 
 
 
 
90 days 

Medicare EHs and CAHs 
 
 
 
2017: 90 days. 
2018: Full year.  

MIPS eligible clinicians 
 
 
 
90 days 

MIPS eligible clinicians 
 
 
 
90 days 

Medication 
Reconciliation 

Perform med rec for >50% 
of ToC 
 

See HIE Perform medication 
reconciliation for >50%  
 
 

See HIE Only counts for up to 
10% of Performance 
score. 
 
Perform medication 
reconciliation for at 
least one patient’s 
ToC. 

See HIE 

Secure 
Electronic 
Messaging 

EP: 5% a secure message 
sent or received 
EH: N/A 
 

See Coordination of Care N/A  See Coordination of Care Only counts for up to 
10% of Performance 
score. 
 
A secure message was 
sent to at least one 
patient or in response 
to a patient message 
received. 

See Coordination of 
Care 
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