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June 17, 2022 
 
Submitted via the Federal eRulemaking Portal: http://www.regulations.gov 

RE: Medicare Program; Hospital Inpatient Prospective Payment Systems for Acute Care Hospitals and 
the Long-Term Care Hospital Prospective Payment System and Proposed Policy Changes and Fiscal 
Year 2023 Rates; Quality Programs and Medicare Promoting Interoperability Program Requirements 
for Eligible Hospitals and Critical Access Hospitals; Costs Incurred for Qualified and Non -qualified 
Deferred Compensation Plans; and Changes to Hospital and Critical Access Hospital Conditions of 
Participation  [CMS-1771-P] 
 
Dear Administrator Brooks-LaSure: 
 
The College of Healthcare Information Management Executives (CHIME) welcomes the opportunity to 
submit comments in response to the Centers for Medicare & Medicaid Services ' (CMS) hospital 
inpatient prospective payment system (IPPS) proposed rule for fiscal year (FY) 2023 as (put on display 
in the Federal Register on April 18, 2022.  
 
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 over 5,000 members, CHIME provides a highly interactive, trusted 

environment enabling senior professional and industry leaders to collaborate; exchange best pr actices; 

address professional development needs; and advocate for the effective use of information 

management to improve the health and healthcare in the communities they serve.  

I. Key Recommendations 

We make the following recommendations: 

1. Readiness for October 6th Deadline: We strongly recommend that CMS afford providers 

an extra year to comply with the October 6 th deadlines for the updated definition of 

electronic health information (EHI). 

2. Timeline to Switch to 2015 CEHRT Cures Update: We ask CMS to ensure that hospitals 

using an electronic health record (EHR) vendor that does not meet the deadline for the 

Cures Update have access to the Promoting Interoperability Program (PIP) decertification 

hardship exception for the 2023 reporting year.  

3. Query of the Prescription Drug Monitoring Program (PDMP): CMS should finalize their 

proposal to require PDMP queries and to expand it to include Schedule III and IV 

medications. 

4. Public Health and Clinical Data Exchange Objective:  

a. Antimicrobial Use and Resistance (AUR) Surveillance Measure: CHIME urges 

CMS to delay requiring this measure by at least one year to give hospitals, 

particularly lower resource hospitals, time to implement the  infrastructure and 

processes necessary to report this measure. 

b. Revisions to “Active Engagement”: CHIME strongly opposes this proposal to limit 

the amount of time a hospital can be in Pre-production and Validation. The move 

from Pre-production and Validation to Validated Data Production is not only hospital -

dependent, but also clinical data registry and public health agency-dependent as the 
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registry or agency must qualify the data. Due to limited and constrained resources, 

many states are unprepared and ill-equipped – consequently, they cannot onboard 

providers in a timely fashion. 

5. Public Health Reporting and Information Blocking: CHIME strongly urges CMS to wait to 

enact any information blocking disincentives until the HHS Office of the Inspector General 

(OIG) publishes the final rule on Information Blocking investigation and enforcement.  

6. Trusted Exchange Framework and Common Agreement (TEFCA) Request for 

Information (RFI) 

a. TEFCA is still in its infancy and CHIME recommends against requiring TEFCA 

participation at this time. More time and effort should be given to education and 

orientation, particularly to health information exchange (HIE) entities and related 

actors/participants as to how to prepare, execute and comply. CHIME encourages 

CMS to consider releasing additional information, such as a more detailed roadmap 

or timeline.  

7. Continuing to Advance to Digital Quality Measures (dQMs) and the Use of Fast 

Healthcare Interoperability Resources (FHIR) in Hospital Quality Programs–RFI: 

CHIME asks CMS to convene stakeholders to develop a Roadmap to digital quality 

measurement containing concrete steps, timelines, and timeline progress reevaluation 

points. This will allow the timelines to be flexible to match progress and safe upgrades.  

Additionally, it is the same change management process that hospitals use to the hospital’s 

ability to remain operational and, most importantly, to protect patient life. 

 

II. Electronic Health Information  

Our members have been working very diligently towards meet ing the new Information Blocking 

requirements and compliance deadlines, and they strongly support patients’ needs for accessing 

their information in a digital format. However, based upon feedback from our members that 

continues to build, it is evident that both healthcare providers and vendors are not prepared for the 

October 6th deadline. On this date, CMS is proposing that the definition of EHI expands from what is 

contained in the United States Core Data for Interoperability (USCDI) to electronic protected health 

information (ePHI) – which amounts to what is contained in a provider’s designated record set.  

Providers continue to make every feasible effort both from a vendor readiness standpoint, as well as 

from a comprehension standpoint. However, there is still much confusion around how best to 

comply, and they are struggling to secure clarifications on how to navigate certain pieces of the rule. 

We are very concerned that without more time to comply, that the Information Blocking policies as 

proposed would fall victim to the same challenges experienced by providers and vendors under the 

early Meaningful Use program. Given the great importance of these policies – we want to ensure 

they are implemented as smoothly and successfully as possible.  

A few examples of challenges our members are experiencing include: 

• Not yet receiving all the code from vendors needed to comply so it’s hard still to determine if 

they what their capabilities are and if they will be ready 

• Designated record set definitions vary by provider so how one provider is complying may be 

entirely different from the next provider.  

• How images should be handled. Some consider this to be part of their legal medical record 

and others do not. Some providers include just the imaging report but not the image.  

• The ability to ensure ePHI that is in ALL affected systems is available continues to be a 

challenge (i.e., billing that is outside the EHR). 

• Questions continue to abound around lab reports and whether all results must be made 

available immediately including sensitive ones. Based upon the Office of the National 
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Coordinator’s (ONC) frequently asked questions, the decision is fact-specific and there is no 

hard and fast answer. 

• In a recent poll to our members around the most pressing question or concern they have 

with the Information Blocking mandates, here is a sample of the feedback we received: 

o To understand the new requirements; 

o What are the requirements for post acute care orgs; 

o Clarity on definition of full EHI; 

o Addressing EHI in legacy systems, such as old EHRs; 

o Knowing truly what can and cannot be blocked; 

o Keeping up; 

o Being sure we have included all the data, getting all the work done by the deadlines; 

and 

o Image sharing. 

Given the aforementioned challenges, we are respectfully requesting that CMS give providers to an 

extra year to comply with the October 6 th deadlines for the updated definition of EHI. 

III. Promoting Interoperability Program (PIP) 

 

A. Timeline to Switch to 2015 Cures Update CEHRT 

CMS previously finalized the policy requiring providers to transition to 2015 Cures Update Certified 

Electronic Health Record Technology (CEHRT) by the beginning of the 2023 Promoting 

Interoperability Program (PIP) performance period of the hospital’s choice during the 2023 

performance year. This policy was finalized to dovetail with the Office of the National Coordinator’s 

(ONC’s) finalized timeline for EHR vendors to update their products to the new criteria for continued 

certification which is required by December 31, 2022. 

Comment: While CMS has said that providers can wait as long as the last 90-day reporting period 

of 2023 to attest using the 2015 CEHRT updated for the 21 st Cures Act changes, CHIME 

nonetheless is extremely concerned that not all providers will have access to these updated 

products by then. We strongly urge CMS to monitor the progress of EHRs receiving the Cures 

Update certification. As of now, only a few major vendors have received full Cures Update 

certification, while a majority of vendors have not. This fact was shown starkly in the March 3 

HealthITBuzz blog post1 written by ONC officials Jeff Smith, Tony Myers, and Papia Paul:  

“There are several other important Cures Update certification criteria where 

considerable progress will need to occur throughout the year to meet the December 

31, 2022, deadline, including the new standardized FHIR application programming 

interface (API) for patient and population services,”  

The post also contained the chart below showing the percent of products currently certified to each 

of the Cures Update criteria that are, at present, required by December 31, 2022.  

 

 

 
1 https://www.healthit.gov/buzz-blog/healthit-certification/an-upcoming-milestone-in-our-interoperability-
journey  

https://www.healthit.gov/buzz-blog/healthit-certification/an-upcoming-milestone-in-our-interoperability-journey
https://www.healthit.gov/buzz-blog/healthit-certification/an-upcoming-milestone-in-our-interoperability-journey
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Progress of Certification to the 2015 Edition Cures Update Criteria Required to be Available by 
December 31, 2022 (as of March 2022) 

 
It is clear that significant progress needs to be made in the next six months in order for all hospitals 

to have access to the Cures Update on their current vendor. If a vendor is unable to receive 

certification by the deadline, this presents a costly, time-consuming issue for hospitals. Not only is 

adopting, upgrading, or switching EHRs expensive, but they also take a long time to implement. 

Before the first day of use of a new EHR at a hospital ( i.e., a go-live), there is generally up to a year 

of preparation. This includes – but is not limited to – preparing old records for transition, training 

staff, and other data-merging activities. EHR go-lives are the last and shortest step, yet still incur 

significant expense and require weeks to complete due to bugs, missing records, missing diagnos es 

codes, improper access designations, inability to transmit electronic prescriptions, and other 

significant issues that prevent or significantly impair patient care. When these concerns are coupled 

with the widely documented staff shortages across the healthcare industry as a result of our nation’s 

workforce being further decimated by the pandemic, it is imperative that providers be given 

adequate time to install these new updates before being required to use the updated software for 

the PIP. 

Given the low percentage of vendors certified to the vast majority of the criteria, including 

only 0.54% certified to the API criterion, we ask CMS to ensure that hospitals using an EHR 

vendor that does not meet the deadline for the Cures Update have access to the PIP 

decertification hardship exception for the 2023 reporting year.  

B. Query of the Prescription Drug Monitoring Program (PDMP) 

CMS is proposing to make the Query of the PDMP PIP measure required and to expand it to include 

Schedule III and IV prescription medications, in addition to Schedule II.  

Comment: CHIME strongly supports this proposal. We have long supported policy levers that 

will help address the opioid epidemic including the e-prescribing of controlled substances mandate. 

CHIME’s Opioid Task Force was founded in 2018 to address the scourge that that is this epidemic 

through the use of technology-based solutions. COVID-19 has created a “crisis on top of a crisis” 

with the opioid crisis worsening following the start of the pandemic. 

According to data from the Centers for Disease Control and Prevention (CDC), over the past decade 

(1999-2020) more than half a million people in our country died as a result of an opioid overdose. 2 

 
2 Understanding the Opioid Overdose Epidemic | CDC's Response to the Opioid Overdose Epidemic | 
CDC 

https://opioidactioncenter.com/
https://www.cdc.gov/opioids/basics/epidemic.html
https://www.cdc.gov/opioids/basics/epidemic.html
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Healthcare providers, policymakers, and others need more tools in their arsenal to fight the opioid 

epidemic. 

Requiring the use of this important tool should not be a heavy lift for most hospitals.  Many states 

already require providers to check the PDMP before prescribing controlled substances. In fact, per 

DrFirst, only six states, the District of Columbia, and Puerto Rico do not currently require PDMP 

use, as displayed in the map from DrFirst below.3 

 

 

Recommendation: CMS should finalize their proposal to require PDMP queries and to expand it to 

include Schedule III and IV medications. 

 

C. Technical Update to the e-Prescribing Measure 

CMS is proposing to make a technical change to the e-Prescribing measure for 2022 onward to 

remove the requirement to query the drug formulary as this certif ication criterion was retired by ONC 

on January 1, 2022. 

 
3 https://drfirst.com/resources/regulatory-mandates/  

https://drfirst.com/resources/regulatory-mandates/
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Comment: CHIME supports this proposal. This proposed change will make the e-Prescribing 

measure feasible under current and Cures Update certification.  

 

D. Health Information Exchange (HIE) Objective: Addition of Alternative Measure for 

Enabling Exchange Under the Trusted Exchange Framework and Common Agreement 

(TEFCA) 

CMS is proposing to establish a new optional TEFCA measure within the HIE objective which, if 

reported on, would satisfy the HIE category points. This new measure, Enabling Exchange Under 

TEFCA, would require hospitals to attest to the following:  

• Participating as a signatory to a Framework;  

• Enabling secure, bi-directional exchange of information to occur, in production, for all unique 

patients discharged from hospital inpatient or ED (POS 21 or 23), and all unique patient 

records stored or maintained in the EHR for these departments, during the EHR reporting 

period; and 

• Using the functions of CEHRT to support bi-directional exchange of patient information, in 

production, under this Framework Agreement. 

Comment: CHIME supports the move to TEFCA, but we believe this measure is premature.  

TEFCA is still in its infancy, with the Common Agreement and Qualified Technical Framework only 

released a few months ago. Much work must be done before this measure is fully executable, 

including QHINs joining TEFCA and state HIEs joining QHINs. As such, we urge CMS to maintain 

this measure as optional in future years and during the growth of the TEFCA-HIE network. 

Additionally, CHIME respectfully requests clarification from CMS on the requirements for providers 

participating in multiple state HIEs (e.g., hospitals near state borders). For example, if one state’s 

HIE is a TEFCA signatory and the other state ’s HIE is not, would the hospital qualify for a “yes” 

attestation under this new proposed measure? 

E. Public Health and Clinical Data Exchange Objective: Antimicrobial Use and 

Resistance (AUR) Surveillance Measure 

Proposal: CMS proposes to add an additional, required measure to the Public Health and Clinical 

Data Exchange objective. This measure would consist of reporting to the Center for Disease Control 

and Prevention’s (CDC) National Healthcare Safety Network (NHSN) Antimicrobial Use and 

Antimicrobial Resistance modules.  

Comment: CHIME urges CMS to delay requiring this measure by at least one year. This 

measure is an important public health step but is burdensome to set up. In this proposed rule, CMS 

states that, “Compared to the hospitals that have not reported AUR data, those that reported were 

more likely to be larger and teaching hospitals.”  

Hospitals that have not yet set up reporting AUR are the hospitals which generally have limited 

resources and staff available to do so and, as such, will require a longer timeline to ensure that they 

are fully ready to report. Though this data may be easy to collect for many hospitals, it is difficult to 

aggregate for federal and state agencies. Doing so requires annual retesting – furthermore, every 

year the formats are changed and need to be remapped and retested, creating added burden.  

Given the burdensome set-up coupled with the fact that the hospitals that have not yet 

implemented the infrastructure and processes necessary to report this measure are lower 

resource hospitals, caring for the most vulnerable patients, CHIME respectfully requests that 
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CMS delay requiring this measure by at least one year to allow hospitals sufficient time to 

ensure correct implementation and accurate measurement for this important public health 

measure. 

Proposal: CMS also proposes to require this measure be calculated using all patient records, not 

just those maintained using CEHRT. 

Comment: CHIME opposes this proposal as the NHSN does not all manual data entry for the 

Antimicrobial Use option4 nor the Antimicrobial Resistance option5 “due to the amount of 

data submitted each month.” 

F. Public Health and Clinical Data Exchange Objective: Proposed Revisions to Active 

Engagement 

Proposal: CMS is proposing to consolidate active engagement option 1 (completed registration to 

submit data) and option 2 (testing and validation) into a new option 1 (pre-production and validation) 

for the Public Health and Clinical Data Exchange objective. If finalized, current option 3 (validated 

data production) would become the new option 2. 

Comment: CHIME requests clarification on the consolidation of options 1 and 2. Will this 

require hospitals to have completed registration AND be in the process of testing and validation, or 

will having completed registration alone satisfy this new consolidated active engagement option? 

If the proposal is to, functionally, remove the option to have only completed registration, CHIME 

would oppose this proposal. The move from having completed registration to being in testing an d 

validation is not only hospital-dependent, but also public health agency-dependent.  

Proposal: CMS proposes to require hospitals to report their level of engagement in their Promoting 

Interoperability Program (PIP) submission. 

Comment: CHIME supports this proposal as it will allow CMS to more fully collect and 

evaluate national readiness trends, including the ability of public health agencies to onboard 

several hospitals in a timely manner. 

Proposal: CMS proposes to limit the amount of time a hospital can be in the Pre-production and 

Validation level of active engagement to one reporting year, after which they must progress to the 

Validated Data Production level for that measure. CMS also proposes that, should an eligible 

hospital or critical access hospital (CAH) choose to switch between one or more clinical data 

registries (CDRs) or public health agencies (PHAs), they would be permitted to spend an additional 

EHR reporting period in the Pre-production and Validation phase. 

Comment: CHIME strongly opposes this proposal to limit the amount of time a hospital can 

be in Pre-production and Validation. The move from Pre-production and Validation to Validated 

Data Production is not only hospital-dependent, but also CDR and PHA-dependent as the CDR or 

agency must qualify the data. It can take months, or longer, of work for a hospital to get their data 

qualified for a single registry, let alone multiple required registries.  

Limiting this to one reporting period would greatly increase burden to hospitals, particularly those 

with limited resources and in low-resource settings. This objective does not exist in a vacuum, but in 

a universe of other, competing, regulatory requirements. As such, hospitals need additional time to 

move from Pre-production and Validation to Validated Data Production or there must be an 

 
4 NHSN AU Option FAQ 
5 NHSN AR Option FAQ 

https://www.cdc.gov/nhsn/faqs/faq-au.html#:~:text=The%20NHSN%20AU%20Option%20does%20not%20allow%20manual%20data%20entry%20due%20to%20the%20amount%20of%20data%20submitted%20each%20month.
https://www.cdc.gov/nhsn/faqs/faq-ar.html#:~:text=NHSN%20does%20not%20allow%20manual%20entry%20due%20to%20the%20amount%20of%20data%20submitted%20each%20month.
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exclusion for hospitals unable to comply with this short timeline with the resources they have 

available. 

G. Public Health Reporting and Information Blocking 

CMS states that not submitting EHI to public health authorities could be considered information 

blocking. 

Comment: Although this section was solely informational and no proposals were made, CHIME 

strongly urges CMS to wait to enact any information blocking disincentives until the HHS 

Office of the Inspector General (OIG) publishes the final rule on Information Blocking 

investigation and enforcement.  

In addition, we wish to underscore that statute and regulation state that, a health care provider can 

only be considered to be engaging in information blocking if “such provider knows that such practice 

is unreasonable and is likely to interfere with the access, exchange, or use of EHI.”6 We understand 

and agree with the desire to encourage public health reporting, however, we note that many 

providers are still not familiar with the minutiae of information blocking policies and how they must 

comply. As a result, we continue to encounter basic questions about the policies across our 

membership. 

To improve provider understanding of this regulation, we strongly urge CMS, ONC, and the HHS 

OIG to engage in more education targeted to the provider community. Providers need best practices 

and implementation guides offered and published that they can reference as they strive to comply 

with the regulation. Without real-world guidance, providers will continue to struggle with 

implementing internal policies in order to avoid allegations of information blocking.  

Finally, as HHS considers how best to implement disincentives for providers found to be information 

blocking, we request that appropriate provider-based disincentives include an initial warning 

and corrective action letter prior to moving towards a penalty phase. This structure of warning 

and corrective action is utilized across multiple other programs throughout HHS.  

H. Proposed Changes to PIP Scoring for the 2023 Reporting Period 

Beginning with CY 2023 EHR reporting period, CMS proposes to change the points distribution in 

the following ways: 

• Increase the Public Health and Clinical Data Exchange Objective from 10 to 25 points ;  

• Increase the points associated with the Electronic Prescribing Objective from 10 to 20 ; 

• Reduce the points associated with the Health Information Exchange Objective from the 

current 40 points to 30 points; and  

• Reduce the points associated with the Provide Patients Electronic Access to Their Health 

Information from the current 40 to 25 points. 

Comment: CHIME supports this proposed scoring change.  

 

I. Proposed Public Reporting of Medicare PIP Data 

CMS proposes to publicly report on Care Compare, Medicare Promoting Interoperability Program 

data submitted by eligible hospitals and CAHs beginning with the EHR reporting period in CY 20 23. 

Specifically, CMS proposes to report the total points a hospital or CAH receives in PIP.  

 
6 42 USC § 300jj-52(a)(1)(B)(ii) 
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Comment: CHIME opposes the proposal to publicly report the total points a hospital or CAH 

receives in PIP. We believe that understanding what the point totals mean in the context of the 

regulations and hospital ability to perform would require an excessive amount of patient education 

and is too much to ask of the general public.  

The nuances of these regulations are complex and the context in which data is submitted (including 

issues due to down time or unforeseen circumstances) can cause results to be misleading. Despite 

this, we do agree that performance in PIP is important. As such, CHIME strongly suggests that 

CMS publicly publish a hospital’s Medicare PIP pass/fail status, rather than point totals. We 

believe that this will provide a middle ground between wanting patients to be informed  and providing 

transparency – while not overwhelming patients with the regulatory context required to understand 

the point totals. 

IV. TEFCA Request for Information 

Questions:  

• How should CMS approach incentivizing or encouraging information exchange under 

TEFCA through CMS programs? Under what conditions would it be appropriate to require 

information exchange under TEFCA by stakeholders for specific use cases? 

• What concerns do commenters have about enabling exchange under TEFCA? Could 

enabling exchange under TEFCA increase burden for some stakeholders? Are there other 

financial or technical barriers to enabling exchange under TEFCA? If so, what could CMS do 

to reduce these barriers? 

Response: 

CHIME appreciates that CMS is requesting feedback from the public and stakeholders. We believe 

that the best way for CMS to help providers adopt and participate in TEFCA is to provide financial 

incentivization for providers beginning participation in TEFCA. CHIME does not recommend 

requiring TEFCA participation at this time. Participating in TEFCA may create challenges for 

hospitals in managing readmissions and other components of value-based care. Difficulties in 

readmission management under TEFCA would create decreases in productivity for providers and, 

with the current nationwide provider shortages, this could create significant problems – costing 

hospitals a significant financial burden due to reductions in reimbursement, and the need for 

additional support staff. Creating a TEFCA billing code could help ameliorate these problems.  

We would like to highlight that TEFCA remains in its infancy (the Common Agreement and Qualified 

Technical Framework were only released a few months ago) and pushing adoption at this stage  – 

during a Public Health Emergency (PHE) – will be inadvertently overly ambitious. However, 

encouraging providers to look into any potential benefits of participation through widespread, easy-

to-understand, multi-modality education would allow providers time to analyze workflows, costs, and 

benefits of participation. Currently, there remains much confusion about TEFCA in the provider 

community. Elucidating the program will drive participation without burdensome mandates or 

penalties. 

V. Continuing to Advance to Digital Quality Measures (dQMs) and the Use of Fast Healthcare 

Interoperability Resources (FHIR) in Hospital Quality Programs–Request for Information  

 

CMS seeks feedback: on refined definition of dQMs and feedback on potential considerations or 

challenges related to non-EHR data sources.  
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Response: While we both appreciate the request for feedback, and in general, support the refined 

definition of dQMs and the movement to develop more comprehensive measures of care quality – 

CHIME is extremely concerned that the current state of uncertified technology will make digital 

quality measurement more difficult and pose potential electronic health information (EHI) privacy 

and security risks.  

Non-EHR Sources Will Increase Burden of Quality Measurement 

Uncertified technology is not required to communicate in a standard way with EHRs or other 

systems. Therefore, extracting, quantifying, and packaging this data would range from difficult to 

nearly impossible, depending on the data source.  

To address these issues, we recommend that CMS only include data from sources able to export 

the data required by any measure using the Fast Healthcare Interoperable Resources (FHIR®). 

Setting this standard across the board should encourage the digital health industry to begin the 

transition to machine-readable, standardized data. 

We also recommend that only data outlined in the USCDI be included in dQMs. Through the 

standards version advancement process (SVAP), this data set will grow over time as certified 

technology is able to standardize the data elements, allowing for an intentional transition to accurate 

digital quality measurement.  

Moreover, using only the data in the USCDI and encouraging the appropriate regulatory bodies to 

begin requiring digital health tools to have the ability to export USCDI data will create harmonization 

across regulations. This will lower the threshold and burden of delivering digital quality 

measurement for hospitals and technology developers. As the USCDI is currently required by ONC 

and has a defined SVAP, CHIME believes this is an appropriate data set for inclusion in future 

dQMs. 

Finally, non-EHR data sources present a problem with the ability of a clinician or hospital to monitor 

their performance during the year. Without the availability of performance feedback during the 

reporting year, it will be nearly impossible for providers to effectively identify deficiencies and 

execute any improvements.  

Potential EHI Privacy Security Risks 

Third party health applications are not required to abide by HIPAA. Although the Federal Trade 

Commission (FTC) clarified last year that the breach notification rule applies to these applications, 

there is no robust privacy or security requirement for these apps. Breaches from third -party vendors 

nearly tripled last year and third-party applications and data aggregators have been shown to be 

vulnerable to hackers.7 CHIME strongly encourages CMS to work with the FDA and FTC to 

ensure that all medical device manufacturers and third-party health vendors are required to 

meet appropriate privacy and security standards for handling EHI.  

CMS seeks feedback: on the use of FHIR for digital quality measurement.  

Response: We agree that the best path forward for digital quality measurement is through FHIR. 

Specifically, CHIME encourages the use of FHIR Release 4, as required by the ONC Cures 

Update API certification criteria.  

 
7 https://www.fiercehealthcare.com/tech/report-shows-patient-data-vulnerable-to-hacks-third-party-
aggregators  

https://www.fiercehealthcare.com/tech/report-shows-patient-data-vulnerable-to-hacks-third-party-aggregators
https://www.fiercehealthcare.com/tech/report-shows-patient-data-vulnerable-to-hacks-third-party-aggregators
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The path to getting third parties on FHIR R4 could very well be lengthy and financially burdensome 

for all involved. Furthermore, many vendors run their services on out-of-date software.  

CMS seeks feedback: on additional venues to engage with implementors during the transition to 

digital quality measurement? 

Response: Given the difficulties outlined above regarding non-EHR vendors and FHIR 

implementation, CHIME would appreciate and respectfully request that CMS convene 

stakeholders to develop a refined Roadmap to digital quality measurement containing 

concrete steps, timelines, and timeline progress reevaluation points.  This will allow the 

timelines flexibility to match progress and to permit the time required for safe upgrades. This is the 

same change management process that hospitals use to the hospital’s abi lity to remain operational 

and, more importantly, to protect patient life.  

VI. Conclusion 

CHIME and our members remain committed to seeing a successful implementation of the Promoting 

Interoperability program with strong and meaningful data exchanges, as well  as successful 

implementation of the Information Blocking policies. We appreciate the chance to share our input. If 

you have any questions related to our letter or would like to discuss further, please contact Mari 

Savickis, Vice President of Public Policy, at mari.savickis@chimecentral.org. 

Sincerely, 
 

 
 
    Russell P. Branzell, CHCIO, LCHIME  
    President and CEO CHIME  

 

 

mailto:mari.savickis@chimecentral.org

