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August 28, 2013 
 
Marilyn Tavenner 
Administrator 
Centers for Medicare and Medicaid Administration 
US Department of Health and Human Services 
7500 Security Boulevard  
Baltimore, MD 21244 
 
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) 
regarding its Medicare Program; Revisions to Payment Policies under the Physician Fee 
Schedule, Clinical Laboratory Fee Schedule & Other Revisions to Part B for CY 2014, 
specifically in regards to changes within electronic quality reporting requirements, and 
alignment between the Physician Quality Reporting System and the EHR Incentive Program 
[CMS1600-P].  
 
HIMSS is a global, cause-based, not-for-profit organization focused on better health through 
information technology (IT). HIMSS leads efforts to optimize health engagements and care 
outcomes using information technology. HIMSS is a part of HIMSS WorldWide, a cause-based, 
global enterprise producing health IT thought leadership, education, events, market research and 
media services around the world. Founded in 1961, HIMSS WorldWide encompasses more than 
52,000 individuals, of which more than two-thirds work in healthcare provider, governmental 
and not-for-profit organizations across the globe, plus over 600 corporations and 250 not-for-
profit partner organizations, that share this cause.   
 
General Observations 
 
HIMSS strongly emphasizes that health IT can make it possible to measure and report quality and 
performance, leading to improved clinical outcomes and lower costs. Federal quality 
measurement programs should feature quality criteria that enhance clinical workflow and 
usability, reflect care delivery, reduce the reporting burden, and are defined in a way that will not 
interfere with provider and practice efficiency and workflow. We note that, where possible, 
measures and reporting should be captured and transmitted automatically by technology as part of 
care delivery workflows, and should limit the need for additional human data abstraction. Finally, 
we note that patient-centered clinical decision support (CDS) should be delivered to providers in 
a manner that consistently optimizes workflow during the process of care delivery. 
 
Providers have often noted that they must develop multiple workflows for capturing quality data 
in order to meet 1) their own priority metrics for quality reporting, 2) those required by private 
and public payers on patient-centered medical home, accountable care organizations, or pay for 
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performance contracts, and 3) those required for federal quality reporting incentive programs. 
The resources required for multiple workflows negate much of the value derived from incentive 
payment programs by increasing costs through duplicative reporting efforts. Further, the time 
requirement exacerbates overcrowding in providers’ schedules, especially as they assume care of 
an influx of new beneficiaries entering the healthcare system under the provisions of the 
Affordable Care Act. Flexible electronic health record (EHR) quality reporting modules, 
configurable to fit different local workflows, will be vital in meeting these resource challenges. 
 
Alignment of the Physician Quality Reporting System (PQRS), the EHR Incentive 
Program, and Other Quality Programs 
 
HIMSS applauds CMS’ plans to align quality measurement across multiple dimensions in order 
to reduce provider burden. The alignment of quality reporting programs - including measure sets, 
patient populations, and priorities - is essential in order to achieve improved clinical outcomes 
and realize the benefits of pay for performance programs. HIMSS encourages CMS to continue 
to seek alignment in other areas of quality measurement and reporting, such as the technical 
specifications and data reporting methods. We suggest CMS consider ways to continue to 
increase the alignment of PQRS with other regulatory programs in order to reduce provider 
burden. Physicians already view the PQRS program as extremely complex with multiple options 
to participate and report. We are concerned that CMS is proposing two new reporting 
mechanisms to the PQRS program, which could add to that complexity.  
 
We applaud the proposed removal of the option for the individual eligible professional (EP) to 
submit measure groups via claims. We suggest that CMS consider streamlining the program even 
further, and provide a signal in the 2014 MPFS Final Rule as to which reporting methods may be 
removed in future years. In addition, our members have noted confusion in the differences 
between the criteria for satisfactory reporting for the 2016 PQRS payment adjustment (which 
would require reporting in 2014), and satisfactory reporting for the 2014 PQRS incentive, as 
outlined in CMS in section III.H.5. of this NPRM. 
 
Recently, HIMSS called on the government to amend the Meaningful Use Stage 2 attestation 
period so that that Year 1 of the Stage 2 attestation period extends through April 2015 and June 
2015 for eligible hospitals (EHs) and EPs, respectively. HIMSS supports the alignment of the 
EHR Incentive Program’s quality reporting requirements with other federal reporting/incentive 
programs.1 We recommend that providers should only have to provide data for one quarter for 
Meaningful Use to also be deemed as successfully meeting PQRS requirements. We support the 
government’s original intent to synchronize the Meaningful Use and PQRS programs, and 
further, providing that Meaningful Use CQMs are successfully met, providers should be 
considered as successfully meeting PQRS requirements, rather than requiring separate data 
collection for a full year for PQRS, and one quarter for Meaningful Use. 
  
Proposed Qualified Clinical Data Registry 
 

                                                 
1 HIMSS 2013-2014 Public Policy Principles: http://himss.files.cms-plus.com/FileDownloads/HIMSS-Public-
Policy-Principles-2013-2014.pdf 

http://www.himss.org/files/HIMSSorg/Content/files/20130815_HIMSSLettertoHHS_CalltoActiononStage2MUExtension.pdf
http://himss.files.cms-plus.com/FileDownloads/HIMSS-Public-Policy-Principles-2013-2014.pdf
http://himss.files.cms-plus.com/FileDownloads/HIMSS-Public-Policy-Principles-2013-2014.pdf
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HIMSS supports the CMS proposal to allow EPs to satisfy PQRS requirements by participating 
in a “qualified clinical data registry.” In HIMSS’ April 2013 response to CMS on its request for 
information on the “Use of Clinical Quality Measures Reported Under PQRS, the EHR Incentive 
Program, and Other Reporting Programs,” we provided recommendations on the attributes of 
such an entity, and are pleased that CMS has proposed many of those same attributes.  
 
Specifically, we applaud CMS for considering that a Clinical Data Registry (CDR) is “qualified” 
if it: 
 
 Has mechanisms in place for transparency of data elements and specifications, risk models, 

and measures; 
 Requires the submission of data from participants with respect to multiple payers; 
 Provides timely performance reports to participants at the individual participant level, and; 
 Supports quality improvement initiatives for participants. 
 
However, there is concern regarding the following areas of the proposed structure and 
organization of the proposed Qualified Clinical Data Registry, as listed below. 
 
• CMS proposes that the data a qualified CDR would submit to CMS for purposes of 

demonstrating satisfactory participation would be quality measures data on multiple payers, 
not just Medicare patients. HIMSS members expressed concern that this could compel 
providers to collect and submit to a qualified CDR patient data on multiple payers with no 
plan proposed for utilizing the non-Medicare data or informing other payers that quality 
measure data has been collected on their patients. 

• CMS proposes that in order for an EP to meet PQRS criteria, a qualified CDR must provide 
at least quarterly feedback on the measures for which the qualified CDR would report on the 
individual EPs behalf. There is concern that this could create confusion and potentially be 
burdensome for providers already facing competing submission time periods.   

• CMS proposes that claims and electronic PQRS reporting remain on a yearly submission 
schedule while CQMs are on a quarterly schedule. HIMSS supports the long-term goal of 
aligning these requirements, and encourages the government to work toward that aim. One 
challenge we recognize is the quality reporting and Meaningful Use Stage 2 requirements. 
We look forward to working with the government on an impactful solution. 

• CMS proposes to increase the number of measures eligible professionals would be required 
to report for the 2014 PQRS incentive from three to nine measures covering at least three of 
the National Quality Strategy domains. HIMSS recommends that data from six measures 
instead of nine be collected and transmitted. Many practices (especially specialties) are 
having trouble reporting on the three core or alternative core measures, and we recommend 
harmonization of the PQRS and other quality measures before increasing the number 
required to report.   

One of the primary requirements of the EHR Incentive Program is reporting electronic quality 
measures data from CEHRT. Meanwhile, the PQRS and a Medicare Shared Savings Program 
both continue to allow eligible professionals to report data generated from paper measures or 

http://www.himss.org/files/HIMSSorg/Content/files/20130408HIMSSResponseCMSRFICQMPQRS.pdf
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from third parties submitting claims data.  There is also a fair amount of subjectivity with the 
manual process of abstracting data from charts that may not be as objective as evaluating and 
collecting structured data collected electronically. We must make sure that quality data results 
are consistent in both collection and reporting, and that there is a minimization or elimination of 
subjectivity.   
 
In addition, claims submissions organizations are not currently certified. HHS receiving claims 
data from third parties may be very different from the data directly reported from an EHR. 
To ensure that reporting electronic quality measures data are comparable from all reporting 
entities (direct from EHR, registries, third party submissions), HIMSS recommends that all 
submissions for CMS incentive programs requiring electronic reporting (PQRS, Medicare SSP, 
Inpatient Quality Reporting, and EHR Incentive Program) must be directly reportable through 
CEHRT. Finally, HIMSS notes that creating a new market for third party reporting companies 
due to a mandatory submission requirement through a certified entity may create burden for 
providers and could further complicate the process of reporting data. 
 
Public Reporting of Physician Performance Data and Physician Compare 
 
CMS proposes to post the quality scores of eligible professionals on Physician Compare websites 
in 2014—HIMSS suggests that it is too soon to have reporting entities publically post 
performance data from eCQMs. Additional work should be done to verify the validity and 
accuracy of the measure results, as the scores that CMS will post should reflect true quality of 
care delivered by the provider organizations. CMS should further outline clearly how 
performance measures data sources (abstracted or claims-based vs. eMeasures) will be displayed 
in the public reports and whether these data from these different sources will be comingled in the 
final reports spanning multiple time periods.  
 
HIMSS members have previously identified several challenges concerning electronic quality 
reporting and some of them have yet to be resolved. Vendors have identified numerous errors in 
the 2014 measure specifications, the Cypress certification software, and the certification test 
methods. Because of this, frequent updates and changes to the certification process have occurred 
in the past five months since the tools and measure specifications became available. In addition, 
new versions of EP and EH measures have been released since the December version of the 2014 
measure specifications, and CMS has encouraged the vendor community to adopt  the latest 
versions. This has resulted in challenges related to the timing of the updates, and time pressures 
for development, testing and implementation/roll out to customers. HIMSS therefore recommends 
that posting the performance scores of eligible professionals on Physician Compare for EPs not be 
required until some of the challenges identified with the eMeasure specifications, implementation 
and certification process are addressed. 
 
HIMSS applauds HHS support of the efforts to improve the eMeasures development, testing and 
implementation processes through the “Lean Kaizen” program. HIMSS strongly supports 
continued engagement of all stakeholders, including the provider and software development 
communities through these and other collaborative efforts. In addition, we note that both 
reporting standards required in 2014 (QRDA categories I and III) are still in draft format and are 
not yet widely used or tested. There is little, if any, experience with or testing of these standards, 

http://www.medicare.gov/physiciancompare/search.html?AspxAutoDetectCookieSupport=1
http://www.medicare.gov/physiciancompare/search.html?AspxAutoDetectCookieSupport=1
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and accordingly, all user documents and associated documentation are still in draft format. The 
QRDA standards must be fully tested in the field.  
 
This NPRM proposes that EP’s who choose to electronically report quality measures to PQRS 
and the EHR Incentive Program must use QRDA III as the electronic transmission standard for 
transmitting data. However, following the release of this NPRM, CMS published its Final Rule 
on CMS1599-F Medicare Program; Hospital Inpatient Prospective Payment Systems for Acute 
Care Hospitals and the Long Term Care Hospital Prospective Payment System and Final Fiscal 
Year 2014 Rates; Quality Reporting Requirements for Specific Providers, on August 19th 2013. In 
the IPPS Final Rule, CMS announced that that eligible hospitals and community hospitals 
choosing to electronically report quality measures must do so using patient level data via QRDA 
I. As stated earlier, QRDA I and QRDA III are both required reporting formats for certified EHR 
technology (CEHRT). According to this proposed rule, eligible professionals must utilize QRDA 
III (aggregate data) for PQRS and EHR Incentive Program Stage 2 reporting. Driving industry to 
support two different electronic reporting formats creates confusion for hospitals and ambulatory 
care, and could present a barrier that will drive both parties to attest for Stage 2 of the EHR 
Incentive Program and select chart abstraction for PQRS reporting. That result does not represent 
a positive step toward encouraging electronic reporting. 
 
ACOs, Pioneer ACOs and Electronic Reporting Challenges 
 
The Meaningful Use Stage 2 Final Rule states that “Medicare EPs participating in the Medicare 
Shared Savings Program and the testing of the Pioneer ACO model who use CEHRT to submit 
ACO CQMs in accordance with the requirements of the Medicare SSP would be considered to 
have satisfied their CQM reporting requirement as a group for the Medicare EHR Incentive 
Program.”  For measurement year (MY) 2012, Medicare Shared Savings and Pioneer ACO 
organizations were required to use the Group Practice Reporting Option (GPRO) Web Interface 
Reporting Method for submission of CQMs.   
 
The CY 2014 Medicare Physician Fee Schedule Proposed Rule continues to dictate that ACOs 
use GPRO for CQM reporting in order to also satisfy the EHR Incentive Program CQM 
requirements, and to avoid the downward PQRS payment adjustment for 2016.  However, those 
organizations designated as Pioneer ACOs have expressed concerns with prior CMS statements 
that they will no longer be reporting via the GPRO Web Interface for MY 2013, but instead will 
be required to report using the Quality Measures Assessment Tool (QMAT).  Since there is no 
mention of QMAT in this NPRM, clarification is needed for how Pioneer ACOs will be able to 
satisfy ACO and EHR Incentive Program CQM reporting requirements via a single submission 
using QMAT, and also how they will avoid downward PQRS payment adjustments. 
 
The QMAT Technical Specifications documents for Pioneer ACO Performance Year 2013 state 
that QRDA Category 1 quality measure reports will have to be generated from the EHR either by 
the EHR vendor or by the ACO itself. However, EHR vendors are not required to be able to 
generate QRDA 1 documents for CQMs until MY 2014.  Finally, not all Pioneer ACO CQMs are 
included in the EHR Incentive Program, and for those that are, in many cases the code sets are 
not aligned. HIMSS notes that this could create undue burden for vendors and Pioneer ACO and 

http://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/AcuteInpatientPPS/FY-2014-IPPS-Final-Rule-Home-Page-Items/FY-2014-IPPS-Final-Rule-CMS-1599-F-Regulations.html
http://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/AcuteInpatientPPS/FY-2014-IPPS-Final-Rule-Home-Page-Items/FY-2014-IPPS-Final-Rule-CMS-1599-F-Regulations.html
http://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/AcuteInpatientPPS/FY-2014-IPPS-Final-Rule-Home-Page-Items/FY-2014-IPPS-Final-Rule-CMS-1599-F-Regulations.html
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may not meet CMS’s stated goal of aligning its quality measurement programs. We request 
further guidance on these issues. 
 
Updated Measures Specifications Proposed Requirements 
 
In this NPRM, CMS has proposed to require the most updated version of the measure 
specifications in order for the meaningful use measures to be utilized in other programs, such as 
PQRS. CMS has also proposed that the updated (June 2013) version of measure specifications 
must be used for the EHR Incentive Program in order to report the CQMs electronically. HIMSS 
notes that this is a variation from previous CMS guidance that vendors would not have to update 
from the December 2012 version of the measures this year.  
 
CMS has invited public comments on whether there is sufficient time for EHR technology 
vendors to update their systems and distribute the updated CQM versions to EPs. HIMSS has 
concerns about this proposal, as the six month window from the release of the updated 
specifications to actual use in an EHR – for both the EP and EH measures – may not allow 
enough time to accommodate some of the changes that were made to the most recent updated 
specifications. HIMSS recommends that updates be minimal; for example, the addition of a new 
medication code in a value set to accommodate newly released medications during the year. Any 
major changes to the measure itself, the measure logic, or the value sets would require additional 
time to address all necessary steps in the implementation process, and should be avoided.  
 
In addition, most of the major updates necessary in the April release of the EH measure 
specifications and the June release of the EP measures were a result of errors in the original 
measure specifications released in December 2012. HIMSS recommends that prior to introducing 
any new electronic quality measures, adequate time is devoted to fully testing all new CQM 
specifications along with thorough testing of the Cypress certification tool, test methods, and 
testing bundles prior to their release. Providing fully tested, accurate specifications and 
certification testing tools and methods will help alleviate the need for numerous updates to both 
the measure specifications and the Cypress certification tool. 
 
Timing of Reporting and Reporting Periods 
 
HIMSS notes that current EHR technology appears to support a wide range of reporting periods. 
At the same time, reporting for multiple federal programs and private pay for performance 
initiatives has left the user community feeling overwhelmed with multiple reporting periods. 
HIMSS recommends that the reporting period for any quality measure should be uniform across 
CMS quality incentive programs requiring electronic reporting. We also note that new CQMs 
should be given at least an 18-month lead time for implementation, as described by HIMSS 
Public Policy Principle 3.92: 
 

3.9 Ensure that eligibility requirements for meaningful use are clear and realistic. Ensure 
that all Final Rules and associated changes and new standards are published at least 18 
months before the beginning of the required implementation period to allow adequate 

                                                 
2 HIMSS 2013-2014 Public Policy Principles: http://himss.files.cms-plus.com/FileDownloads/HIMSS-Public-
Policy-Principles-2013-2014.pdf 

http://himss.files.cms-plus.com/FileDownloads/HIMSS-Public-Policy-Principles-2013-2014.pdf
http://himss.files.cms-plus.com/FileDownloads/HIMSS-Public-Policy-Principles-2013-2014.pdf
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time for developers to make the needed technology changes, for the industry to develop 
its response, for certification, to occur, and for providers to plan and implement required 
software and process changes 

 
HIMSS appreciates this opportunity to provide public comment and looks forward to continuing 
the dialogue on these complex topics.  For more information, please contact Thomas M. Leary, 
Vice President of Government Relations, 703.562.8814 or Stephanie Jamison, Director of 
Government Services, 703.562.8844. 

 
Sincerely, 
  

      
 

Scott T. MacLean, MBA, CPHIMS, FHIMSS   H. Stephen Lieber, CAE  
Chair, HIMSS Board of Directors     President/CEO 
Deputy CIO, Director of IS Operations     
Partners HealthCare in Boston, MA 
 

mailto:tleary@himss.org
mailto:sjamison@himss.org

