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August 12, 2019 
 
 
Seema Verma  
Administrator   
Centers for Medicare & Medicaid Services   
U.S. Department of Health and Human Services   
200 Independence Avenue, S.W.   
Washington, D.C. 20201 
 

 

 
Dear Administrator Verma: 
 
The College of Healthcare Information Management Executives (CHIME) welcomes the 
opportunity to submit comments regarding the Request for Information; Reducing Administrative 
Burden to Put Patients Over Paperwork published June 11th in the Federal Register.  
 
CHIME is an executive organization dedicated to serving chief information officers (CIOs), chief 
medical information officers (CMIOs), chief nursing information officers (CNIOs) and other senior 
healthcare IT leaders. With more than 2,900 members, CHIME provides a highly interactive, 
trusted environment enabling senior professional and industry leaders to collaborate; exchange 
best practices; address professional development needs; and advocate the effective use of 
information management to improve the health and healthcare in the communities they serve. 
 
We support the Administration’s efforts to push forward with policies that will foster better 
information sharing among clinicians and between patients. The digital healthcare ecosystem is 
exploding with innovation and new ways to engage patients and clinicians alike. We appreciate 
that CMS is committed to reducing regulatory burdens on the provider community and has 
continuously sought input on how this can be accomplished. We believe there are some important 
lessons that can be learned from the past decade involving health IT adoption policies . The next 
several years will usher many more changes and with that challenges that will need to be 
overcome in order to fulfill the Administration ’s vision for better patient access to care and overall 
interoperability. We believe using past lessons will help facilitate success. 
 
Need for Predictable Policy  
 
As CMS considers policy changes to support a more regulatory climate, the single greatest 
barrier our members report is uncertainty around an ever-changing regulatory climate. Our 
members appreciate changes CMS has announced over the past few years to the Promoting 
Interoperability program that have been aimed at aligning measures, removing measures, and 
making other policy changes with the ultimate intention of reducing burdens for providers. We also 
appreciate that CMS has reduced the number of measures that must be reported under the 
Inpatient Quality Reporting Program (IQR) and the attention the agency is giving under their new 
Quality Summit to further align measure reporting with private payers.  
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Years of health IT policy changes – many occurring within the same year under multiple rules –
have created tremendous uncertainty for providers around costs, development, workflow changes 
and in some cases patient safety when changes have been made too quickly. Unfortunately, 
making policy changes too close to a compliance deadline can render the change nearly 
meaningless or it can create unplanned for costs. For instance, CMS finalized a full year reporting 
policy under the Promoting Interoperability for 2016. Providers expressed much concern about the 
need for continuing the shorter, 90-day policy and CMS changed it. However, while we were very 
pleased that the reporting period was shortened, the policy change was made on November 14, 
2016 in the OPPS rule with less than two months left in the year. 
 
In the past few years, the number of health IT policy changes and pace of changes made by CMS 
have been staggering. For example, the Promoting Interoperability measures differ among the 
Medicaid, Medicare hospital and Merit-based Incentive Payment System (MIPS) clinicians. For 
years the differences were vast and extremely complicated to navigate. In fact, for years CHIME 
has maintained an updated chart to help our members keep track of the changes.  In 2017 the 
overview was 18-pages in length; a more recent chart published in 2019 is 4 pages long and it is 
clear to see there is far more measure alignment. We are grateful for these policy changes and 
hope that the lessons learned over the course of the Promoting Interoperability Program will be 
considered as we move into a world with new rules, deadlines and policies stemming from the 21st 
Century Cures Act (Cures). 
 
The pace of change has made it hard for even CMS to keep up. It continues to be a challenge to 
receive information needed to comply with CMS health IT policies. For example, the Promoting 
Interoperability measure specifications for 2019 were not available until mid-January of this year. 
And, providers began being required to submit Promoting Interoperability information blocking 
attestations beginning in 2017 (for 2016 reporting), far ahead of any detailed guidance on this 
topic. 
 
As we move into a world that increasingly relies on third-party apps and application programming 
interfaces (APIs), we anticipate more challenges. While our members anticipate APIs will foster 
better information sharing, they are not going to solve interoperability alone and several 
implementation challenges have already been raised by our members. As CMS moves forward 
with policies intended to foster better patient access to their medical information in a digital format 
and their efforts to improve interoperability across the care continuum through the use of APIs, it 
will be important that providers have access to policy clarifications and information in a timely 
manner. We still have several outstanding questions and concerns regarding API implementation. 
We outlined these extensively – especially those related to privacy and security – in our 
interoperability letter we sent CMS in May. However, our concerns go beyond just privacy and 
security. Below are some challenges conveyed by one of our members concerning implementing 
CMS API policies: 
 

• Even with education, patients don’t know what we are talking about.  

• We have only been able to hook up ONE API to ONE EHR vendor (Apple connected to 
EHR vendor A).  That took months because of legal issues with the contract. 

• There is no HIPAA/privacy standards for the API’s so we are discouraging use.  

• There is no contact information for the API vendors. We call the different Apps vendors and 
they don’t have a clue what we are talking about.   Takes weeks or months to get to the 
right person. 

https://chimecentral.org/wp-content/uploads/2017/12/CIO-Cheat-Sheet-MACRA-OPPS-MU.pdf
https://chimecentral.org/wp-content/uploads/2019/04/Comparison-of-Final-IPPS-2019-with-proposed-QPP-2019-FINAL.pdf
https://chimecentral.org/wp-content/uploads/2019/05/CHIME-letter-to-CMS-and-ONC-on-interop-FINAL.pdf


3 | P a g e  
 

• The EHR vendors will not tell us who they have connected up to (probably because they 
don’t have any connected up). 

• There is no central list of API applications. 
 
Finally, providers must continue to navigate through thousands of pages of rules to locate changes 
to the Promoting Interoperability programs. More recently, CMS has published two different rules 
where changes to Promoting Interoperability measures are found – the Hospital Inpatient 
Prospective Payment System Rule (IPPS) and the Physician Fee Schedule / Quality Payment 
System rule. In years past changes have also been included in the OPPS, as noted earlier.  We 
expect as CMS finalizes their interoperability policies proposed in February, that there will be even 
more rules to keep track of. The evolving nature of the healthcare system - with its accountable 
care organizations (ACOs) and the overall movement to value - demands greater communication 
and understanding of measures across the different provider partners. A single annual rule on the 
Promoting Interoperability program could help facilitate that. 
 
We recommend CMS: 
 

1. Publish changes involving Promoting Interoperability measures and policies, as well 
as new policies related to compliance with forthcoming interoperability requirements 
in a single rule to reduce administrative burden. Ideally this would occur earlier in 
the calendar year to allow more time for providers to comply;  

2. Avoid making last-minute policy changes that can increase administrative 
complexity and added costs as much as possible; and 

3. Use lessons learned from implementation of the Promoting Interoperability programs 
and other reporting programs to inform CMS health IT policies moving forward.  

 
 
Managing Multiple Requirements 
 
Over the past decade the provider community has absorbed an unprecedented number of 
technology changes. From this, we have many lessons learned. As we enter an era of compliance 
with the 21st Century Cures Act, we urge CMS to be mindful of the ability of providers to meet 
overlapping regulatory requirements and a vastly new regulatory environment encompassed by 
the data blocking provisions.  
 
Study data points to now well-known burdens and costs faced by providers in meeting CMS’ 
reporting requirements.  The American Hospital Association (AHA) found that, “Meaningful use 
has spurred provider investment in IT systems, but exorbitant costs and ongoing interoperability 
issues remain. Specifically, the average-sized hospital spent nearly $760,000 to meet MU 
administrative requirements annually. In addition, they invested $411,000 in related upgrades to 
systems during the year, over 2.9 times larger than the information technology (IT) investments 
made for any other domain. Regulatory compliance has required extensive investment in health IT 
systems and process redesign.”1 Another report found that physicians spend more than $15.4 
billion annually to report quality measures.2 The complexity of meeting these programs should 
offer important lessons learned as we move into an era of compliance with Cures. 
 
In arriving at data blocking and interoperability policies and compliance deadlines (i.e. , the 
proposed admission, discharge and transfer mandate and use of APIs coordination within CMS, as 

                                                      
1 https://www.aha.org/guidesreports/2017-11-03-regulatory-overload-report 
2 https://www.healthaffairs.org/doi/10.1377/hlthaff.2015.1258  

https://www.aha.org/guidesreports/2017-11-03-regulatory-overload-report
https://www.healthaffairs.org/doi/10.1377/hlthaff.2015.1258
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well as with external agency partners, will be critical. Layered on top of these policies, providers 
are also contending with health IT-related mandates stemming from other statutes like PAMA, 
HIPAA, HITECH, Part 2 and DEA, to name of few. Navigating these series of mandates could 
create significant cost increases and burdens on providers if not appropriately synchronized.  
 
We recommend CMS: 

1. Consider the impact of overlapping health-IT requirements providers must meet; 
2. Work with our community and other federal agencies to ensure the pathway to 

compliance with Cures and other mandates is thoughtfully constructed, allows 
adequate time for compliance, and continues to foster a pathway to interoperability 
that creates stability; and 

3. Consider the implications for smaller, lesser resourced providers. 
 
A Tale of One Member 
 
We are concerned that even our most well-resourced members are frustrated by the complexity of 
rules they must navigate. We therefore are even more concerned about the impact that the various 
health IT policies that must be tracked and met will have on medium- and small-sized providers. 
 
In order to depict the types of challenges our members have encountered over the past few years 
meeting CMS reporting program policies, we are sharing the story of one of our members who is a 
CIO in a rural area of a system with one hospital owning about 10 physician practices. Over the 
past several years he has struggled to fight for resources to meet Promoting Interoperability 
requirements, electronic clinical quality measures (eCQMs), MIPS, and appropriate use, among 
others. They wrestled with multiple vendors, unending vendor cost increases, delays in receiving 
certified EHRs, missed CMS deadlines due to flawed software and unending fear of CMS 
penalties.  
 
In his words, here are some of the challenges he has had to overcome: 
 

November 4, 2016: eCQM / MACRA Update 
 
As we previously discussed, we had 2 options for eCQM compliance, using Vendor B or Vendor 
C.  However, since we weren't running the latest version of Vendor B code-level, using them 
turned out to really not be an option, since the way they were implementing eCQMs would 
require us to upgrade twice within a year (the second time to reach 2015 certified code level) 
and that expense is typically $400,000 to $500,000 per upgrade.  So, we chose to use Vendor 
C, since we were already using them for other Clinical Quality Measure submissions and we 
were contracted for enough measures through them so as not to incur additional costs.  The 
only expected cost to do this would be to pay Vendor B to develop the interface to Vendor C 
($38,000).  However, they underestimated this work effort and have already come back 
with a second $9,000 project to complete the work.  Now, Vendor C is coming back to us 
saying that while we may be contracted for enough measures, we aren't contracted for 
enough electronic measures and we will need to pay them an additional $60,000 for the 
additional 2017 required measures.  This doesn't even take into account the internal 
resources that have been devoted to the Vendor B/Vendor C project trying to ensure the 
interface is correct and accurately reflecting what is being documented in Vendor B.  It 
really has became a nightmare! 
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If I get time, I will also try to send you a second update detailing the MU3 preparations, as it's 
really worse than this.  Again, I appreciate your time and efforts in being our voice in 
Washington.  Please let me know if there is anything I can do to help! 
 
November 10, 2016: eCQMs Update 
 
We are still in negotiations with our submission vendor (Vendor C) and have got them down to 
$11,000 per year for the additional measures.  It is still another unbudgeted expense, but 
much less than the $60,000 first quoted. 

 
 December 21, 2016: Struggling to meet eCQMs, Meaningful Use 3 (MU3) and Medicare 

Access and CHIP Reauthorization Act of 2015 (MACRA)  
 

The multiple reporting requirements are quickly becoming unmanageable for our 
organization.  We are a small health system (1 hospital, along with 8-10 owned physician 
practices) and this combination means we are simultaneously dealing with preparing for MU3, 
trying to meet the changing needs of the eCQM requirements while also trying to move all of our 
physician practices from MU2 to MACRA requirements, all at the same time.  We aren't close 
to having enough resources to do this effectively.  On top of that, we have to find a way 
to deal with reduced or unfairly-held payments from x state’s Medicaid MCOs, which is 
severely limiting our cash flow, while finding a way to pay for the upgrades to 2015 
CEHRT versions and additional costs for the eCQMs. 
 
May 5, 2017: Note from Member A to their EHR vendor 
 
Member A:  
 
What version of Vendor D is being certified for 2015?  The current 10 release? Or will we 

need to upgrade to a newer version? 

Vendor: 
 

I checked this internally and was informed that the 2015 CEHRT certification will be 

obtained by Vendor D by the 4th quarter. As far as hardware specification goes, we have 

that available on the support portal. The hardware specifications should not be affected by 

the CEHRT certification.    

 
 September 15, 2017: Update on moving to 2015 CEHRT, HIPAA, Shrinking Resources 
 

Short version, we are live on 2015 CEHRT in the hospital and have 6 active projects with 

Vendor B building out the individual components required for MU Stage 3 (of which, 1 might 

be beneficial to end users or patients, which would make a good discussion).   Physician 

offices are not, as Vendor D still hasn't released, nor can consistently communicate 

what version and when they will be 2015 certified. 

We are doing nothing with appropriate use, since it was delayed, simply too many other 

items to deal with. 

Yes, we have multiple employed physician groups and are dealing with implementations 

required for MIPS as well. 



6 | P a g e  
 

I am our HIPAA Security Officer and have spent much time and resources dealing 

with cyber security over the last year… 

Overall, my shrinking staff of now 6 are completely overwhelmed just trying to keep 

up with regulatory requirements and have little to no resources left to dedicate to 

what should be our real strategic priorities… 

 
April 17, 2018: MIPS story 
 
Historically, our Urologist has used a different EMR than our other physician practices, due 

to the requirements for Urology specific documentation he needs in the EMR.  In late 2016, 

the vendor, Vendor E, reached out to us stating that because they had 2 Urology specific 

EMRs (due to acquisitions), only one of them would be developed and certified moving 

forward.  So, during 2017, we were forced to migrate from Vendor E Product 1 to Vendor E 

product 2 just to maintain regulatory compliance.  They gave us some discounts for the 

migration, but we still encountered migration & training costs, downtime while the 

practice built and converted to a new EMR and issues moving existing interfaces to 

the new environment.  We also added Patient Portal & Direct Messaging to ensure 

compliance (at additional costs). 

When it came time to attest for 2017 MIPS, we were able to produce reports showing 

where we stood for both ACI & Quality Measures, but only in PDF format.   Our staff, 

working with Vendor E support, were told there were bugs in the software preventing 

us from downloading either XML or JSON versions necessary for submission to 

CMS.  Hospital system staff were literally on the phone with Vendor E support until 8pm on 

April 3 trying to get the reports before the deadline, but were unsuccessful.   Ultimately, we 

received an email at 10:12am on April 4 saying the XML file was available.   Obviously, 

this was too late for us to use for submission. 

I have been told that we did go ahead and submit our improvement activities for this 

provider, which should prevent us from being penalized.  However, based on the reports we 

were seeing, we were expecting a positive payment adjustment in the range of 2%-4%, to 

hopefully cover some of the costs incurred to migrate to 1 CEHRT certified version.   We will 

not know for sure where we stand until this summer, but the whole experience is yet 

another example of regulations standing in the way of patient care, causing undue 

burden and cost for small, rural providers. 

 
 July 30, 2019: Hospital being sold 
 
 We are … finalizing (Member A hospital system) sell to another facility. 
 
Interoperability Rule 
 
As we have continuously expressed to CMS, we are strong champions for moving our nation 
toward a system that is interoperable and where patients have easy access to their medical 
records in a digestible format, and where the struggle for providers to both send and receive data 
is obviated. We would like to reiterate some of the comments we made in our comment letter to 
CMS in response to the proposed rule, Medicare and Medicaid Programs; Patient Protection and 

https://chimecentral.org/wp-content/uploads/2019/05/CHIME-letter-to-CMS-and-ONC-on-interop-FINAL.pdf
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Affordable Care Act; Interoperability and Patient Access for Medicare Advantage Organization and 
Medicaid Managed Care Plans, State Medicaid Agencies, CHIP Agencies and CHIP Managed 
Care Entities, Issuers of Qualified Health Plans in the Federally-facilitated Exchanges and Health 
Care Providers (referred to hereafter as the Interoperability rule). 
 

Patient Matching 
 
First, we are delighted that CMS is taking such a strong interest in the topic of patient matching 
and that the agency has recognized the importance of being able to match patients with their 
records. The lack of a unique patient identifier is the single largest barrier to interoperability. In the 
absence of the removal by Congress of the appropriations ban which prohibits the U.S. 
Department of Health & Human Services (HHS) from adopting a unique patient identifier, pursuing 
patient matching policies is the next best option.  
 
We recommend CMS push ahead with policies that will advance patient matching. CHIME 
continues to support CMS expanding the use of the Medicare ID number. 
 
 

Provider Directories 
 
We would like to reiterate our support for provider directories. The Cures Act emphasizes the 
importance of making provider digital contact information available through a common directory 
which CMS has proposed to accomplish by having providers update their digital contact 
information in the National Plan and Provider Enumeration System (NPPES). Our members are 
often wrestling with multiple directories; therefore, they believe having a single directory could help 
reduce regulatory burdens. However, we are concerned about the burdens associated with 
managing multiple direct addresses as we discuss on page 20 our May 15 th letter to CMS. 
 
We recommend CMS clarify expectations for inclusion of Direct Addresses in the provider 
directory. 
 

Admission, Discharge and Transfer (ADT) 
 
We have a number of questions about how CMS plans to operationalize their ADT proposal, which 
we discuss extensively on page 21 of our previously referenced letter. Specifically, CMS proposed 
to require Medicare-participating hospitals to send electronic patient event notifications of a 
patient’s admission, discharge, and/or transfer to another healthcare facility. And, hospitals would 
have to convey, at a minimum, the patient’s basic personal or demographic information, as well as 
the name of the sending institution, treating practitioner’s name, and, if not prohibited by other 
applicable law, the diagnosis. We agree with the intent and spirit of what the agency is aiming to 
achieve but we have several questions about how this can be accomplished and worry about the 
burdens of compliance if the questions we raise are not addressed. 
 
We recommend CMS: 

1. Identify solutions to minimize the administrative burden the ADT proposal will place 
on providers, particularly small and rural provider; 

2.  Allow adequate time for compliance – at least three years. 
 

Enforcement 
 

https://chimecentral.org/wp-content/uploads/2019/05/CHIME-letter-to-CMS-and-ONC-on-interop-FINAL.pdf
https://chimecentral.org/wp-content/uploads/2019/05/CHIME-letter-to-CMS-and-ONC-on-interop-FINAL.pdf
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The policies being established to ensure compliance with information blocking will take time for 
providers to understand. Given the complexity of these policies, we believe it will be very important to 
offer providers as many examples and details as possible about prohibited actions. In order to foster 
compliance, we believe a learning period will be needed where there is enforcement discretion. Prior to 
any corrective actions, providers should be offered an opportunity to come into compliance. Financial 
penalties should be the last resort. Finally, there must be an appeals process. 
 
We recommend CMS give providers a two-year learning period to adapt to the new regulatory 
requirements being established under information blocking rules and a pathway to appeal. 

 
Privacy and Security of Third-Party Apps 

 
Our members strongly support patient access to their medical data. However, we continue to have 
significant privacy and security concerns associated with the transfer of this data to third parties. 
Worrisome is that patients may not understand: 1) that Health Insurance Portability and 
Accountability Act (HIPAA) no longer applies once they release their data from a provider to a 
third-party app; and 2) how the app intends to use their data. We outlined our concerns in detail in 
our recent interoperability comment letter (page 39) to CMS.  
 
Additionally, we continue to have concerns that there is a lack of clarity around how providers are 
expected to know what types of risks they are undertaking in connecting to third party apps. 
Challenges persist around providers validating the scope of access to patient data via a third -party 
app and there is no certification process apps must undergo and no requirement that app 
management companies must sign business associate agreements. We outline these concerns in 
detail in our May letter. In addition to the security and privacy concerns, these outstanding 
questions and concerns inject a substantial amount of burden onto providers.  
 
We recommend CMS: 

1. CMS should work closely with ONC, OCR, and the FTC to ensure that appropriate 
safeguards and adequate oversight of third-party apps occur, especially relative to 
the new requirements for providers to facilitate access to patient data via APIs;  

2. Establish a robust information and education campaign for patients so they 

understand both the risks and benefits of using a third-party app; and 

3. Work with ONC to require that all certified APIs include minimal mechanisms to 
strengthen patients’ control over their data—such as checking for privacy notices, 
transparency statements (including whether their data will be sold) and adherence to 
industry-recognized best practices. 

  
 
Conclusion  
 
We appreciate the opportunity to offer our suggestions and recommendations for improving the 
regulatory climate for providers, especially as it pertains to health IT policies.  We are committed 
to furthering interoperability in our nation and accelerating access to medical records and data for 
patients and providers alike. Should you have any questions about our letter, please contact Mari 
Savickis, Vice President of Federal Affairs, at msavickis@chimecentral.org.  
 
Sincerely, 
 

https://chimecentral.org/wp-content/uploads/2019/05/CHIME-letter-to-CMS-and-ONC-on-interop-FINAL.pdf
https://chimecentral.org/wp-content/uploads/2019/05/CHIME-letter-to-CMS-and-ONC-on-interop-FINAL.pdf
mailto:msavickis@chimecentral.org
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