
 

 

 
 
 

 

June 27, 2016 

 

 

Andrew Slavitt 

Acting Administrator 

Centers for Medicare & Medicaid Services 

Department of Health and Human Services 

7500 Security Boulevard 

Baltimore, MD 21244-1850 

 

Dear Acting Administrator Slavitt: 

 

Health IT Now (HITN) is pleased to submit our comments on the Merit-Based Incentive Payment System 

(MIPS) and Alternative Payment Model (APM) Incentive under the Physician Fee Schedule, and Criteria for 

Physician-Focused Payment Models proposed rule. HITN is a diverse coalition of health care providers, 

patient advocates, consumers, employers, and payers who support the adoption and use of health IT to 

improve health outcomes and lower costs. 

 

General Comments 

 

Health information technology has the potential to revolutionize the health care market in many of the same 

ways that it has every other sector. From platforms that facilitate data use and transmission among clinicians 

and other providers to delivery mechanisms for patients in need, such solutions can engage patients in their 

own health care like never before.  

 

Therefore, we applaud CMS for recognizing such potential in the proposed rule. In particular, we believe that 

CMS’ recognition of the role that data registries and third-party vendors can play in supporting provider 

feedback and performance while reducing burden on CMS for such services is a critical step in the successful 

implementation of the law.  

 

Our comments therefore will focus on a few areas of the proposed rule where we believe more can be done 

to leverage health IT to improve engagement in measure and model development and adoption.  

 

Specific Comments 

 

Attestation 

 

HITN supports the proposed requirement for providers to demonstrate that they haven’t knowingly or 

willfully taken action to limit or restrict the compatibility or interoperability of the certified EHR technology 

(CEHRT) via a three-part attestation. HITN strongly supports once and for all ending information blocking 

in a taxpayer-funded program that is intended to exchange information. 

 

Interoperability is no longer a technical issue; rather, information blocking comes in the form of business 

practices, such as contracts and licensing. In the end, when providers want to exchange information, they end 

up having to pay an exorbitant amount of money or the administrative process is so long that it is easier and 
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cheaper to not exchange information. Information blocking can take many forms and ending it will require 

efforts on multiple fronts – providers, vendors, CMS, and ONC. We look forward to working with all 

stakeholders to meet this goal. 

 

HITN does not support the requirement that providers attest that they have cooperated with the surveillance 

of certified EHR technology under the ONC Health IT Certification Program. The HITECH Act provides 

ONC the authority to oversee technology certified through the voluntary Certification Program, but does not 

grant oversight of the customers of such technology. While HITN supports field surveillance of CEHRT, this 

should be a requirement on vendors, not on providers. 

 

In addition, more can be done to reduce provider reporting burdens under the law as intended by Congress. 

Specifically, CMS should put the onus for performance under the MIPS program on the use of certified 

technology via administrative actions in lieu of measure reporting.  

 

Virtual Groups 

 

HITN is disappointed that CMS is proposing to not move forward with the statutorily required virtual groups 

on the timeline set out in the law. Currently, many individual and specialty providers face difficulties with 

reporting, mainly due to lack of quality measures that accurately reflect their practice and patients. 

Congressional intent was to establish virtual groups as a means of facilitating robust reporting for such 

providers. We believe the provision should be viewed as Congress intended – a mechanism that also supports 

areas where measure availability is not as advanced and reporting may be difficult. If CMS moves forward 

with virtual groups, it could help restore provider confidence in the program by allowing additional reporting 

tools. We urge CMS to hasten their work on virtual groups in order to facilitate full engagement in the MIPS 

program. 

 

Use of CEHRT to Support Quality Performance Category Submissions  

 

HITN fully supports CMS’ proposal to incentivize MIPS eligible clinicians to use CEHRT for end-to-end 

electronic reporting. We applaud CMS for giving electronic reporting bonus points to providers who 

electronically report quality measures beyond the limited measures included in the eCQM measure set, 

including QCDR measures electronically reported and calculated using data derived from CEHRT. We 

believe that the use technology can greatly impact the health care system and individual practices, and 

commend CMS for proposing to maximize the benefits of CEHRT and clinical data registries under 

MACRA.  

 

However, there is much work to be done to reach the statutory goal of widespread interoperability. For far 

too long ONC and CMS have set a performance floor for vendors and providers and have not provided 

enough of an incentive to perform higher than the floor. As a result, vendors build products to meet the 

minimum standards and providers become frustrated trying to use many technologies to meet the program 

requirements rather than their needs. While we appreciate CMS’ statement that “MIPS eligible clinicians will 

be using CEHRT and other tools that leverage interoperable standards for data capture, usage, and exchange 

in order to facilitate and enhance patient and family engagement, care coordination among diverse care team 

members, and, in continuous learning and rapid-cycle improvement leveraging advanced quality 

measurement and safety initiatives,” we would similarly caution that to date, business practices of vendors 

have impeded the effective exchange of information. It is increasingly clear that in order for the value of 

CEHRT to be realized and to reach the goal of widespread interoperability, CMS, ONC, and other partners 

need to better coordinate the requirements of the many programs that require the use of CEHRT, and also to 
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ensure that incentives are in place for vendors to innovate to meet the needs of their customers under new 

reporting systems. 

 

Non-Patient Facing MIPS Eligible Clinicians 

 

Technology has the ability to transform the health care system. Great potential, that is just beginning to be 

realized, lies in the utilization of technology as a mechanism to deliver care. By delivering care when and 

where patients need it, health outcomes improve and costs decrease. Given these principles, HITN was 

encouraged by CMS’ proposal to include telehealth services in the definition of patient-facing encounters. In 

the past, we have been frustrated by CMS’ hesitancy to acknowledge that technology can be utilized to 

substitute for in-person care (when appropriate and given standards of care are met) because we view such 

recognition as a means of improving care delivery for both the program and its beneficiaries. We therefore 

support CMS’ proposals to recognize the potential of technology in delivering care, and we look forward to 

working with CMS to further the ability of providers to substitute technology for in-person care.   

 

Clinical Practice Improvement Activities Performance Category 

 

HITN supports the CPIA Subcategory that allows for “care coordination, such as timely communication of 

test results, timely exchange of clinical information to patients and other MIPS eligible clinicians or groups, 

and use of remote monitoring or telehealth.” We believe these tools should be available to providers and that 

the use of technology can greatly aid in care coordination. We further applaud CMS for leveraging clinical 

data registries as a way to report clinical practice improvement activity data to CMS, and in counting 

participation in a clinical data registry as meeting several of the activities. 

 

Advancing Care Information Performance Category 

 

HITN was pleased to see the incorporation of many of our previous recommendations on modifications to 

the Meaningful Use program incorporated into the new advancing care information performance category. 

We have long called for the removal of burdensome and irrelevant requirements from the program in order to 

focus solely on interoperability. While we continue to believe CMS can do more to remove extraneous 

objectives and measures, we support the new focus on patient electronic access, coordination of care through 

patient engagement, and health information exchange, which could allow providers to earn additional points 

above the base score. We also support the removal of pass/fail standards and the incorporation of scoring 

based on a percentage of performance.  

 

Furthermore, HITN supports allowing MIPS eligible clinicians being able to track certain use cases or 

patient outcomes to tie patient health outcomes with the use of health IT. While we do not support this as a 

mandatory measure, HITN calls on CMS to coordinate with ONC and other relevant stakeholders to issue a 

Request for Proposals to develop the technology, measurement, and data analytics tools necessary to be able 

to track and measure such use cases in the future. We believe that not only will this data be extremely useful 

to CMS, it will be essential for providers moving forward with implementing new technologies in their 

practices.  

 

HITN is also pleased that CMS adopted our recommendation of allowing providers to electronically report 

advancing care information data. We support allowing MIPS eligible professionals to report data via 

QCDRs, qualified registries, or EHRs. We also support allowing health IT vendors, QCDRs, and qualified 

registries to have the capability to submit data for all MIPS performance categories. Allowing providers to 

report in the same systems that they are collecting data will greatly reduce provider burden. Again, we call 

upon CMS to ensure that these health IT products can perform these tasks with no additional burden or 
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significant expense on the provider. So often the business practices of vendor companies interfere with the 

technological capabilities of the product itself. While we know these systems are technologically capable of 

electronically reporting data, HITN cautions that this area is now ripe for business practice interference, as 

we have seen happen in the electronic exchange of information between providers and health systems. It is 

essential that the electronic reporting system is constructed in a way that does not allow vendors to extract 

exorbitant amounts of money from providers to fulfill the requirement.  

 

HITN appreciates CMS’ focus on paring down objectives and measures under the advancing care 

information performance category. We agree that removing reporting requirements on objectives that have 

achieved a median performance rate of over 90 percent for the last two years will reduce burden on providers 

and allow focus on more impactful objectives. We encourage CMS to continually review objectives under 

the category to similarly remove objectives that are either “topped out” or no longer relevant to improving 

care coordination and lowering costs.  

 

While HITN supports the changes to the current Meaningful Use program that are included in the advancing 

care information performance category, we would like to highlight comments that we have previously made 

on the Meaningful Use Stage 3 proposed rule that are not reflected in the MACRA proposed rule. First, with 

regards to the View, Download, Transmit (VDT) measure, we believe that the burden should fall on health 

IT developers to produce portals that are valuable to patients. Therefore, HITN supports the removal of the 

threshold in this measure and supports a requirement that all providers must have an active portal available to 

their patients throughout the entire reporting period. Second, with regards to the Patient-Generated Health 

Data Measure, HITN supports the inclusion of patient-generated health data in electronic health information. 

However, we believe there should be a distinction between patient-generated and device-generated data and 

providers should have the ability to review data sources as part of the record similar to a track change 

function. Providers often do not include patient-generated health data in records because they are not able to 

authenticate the accuracy or authenticity of the data. This is a core issue that needs to be addressed before 

providers are measured on whether or not patient-generated health data are included in electronic health 

information and before potentially inaccurate information is included in an EHR. 

 

Also, HITN recognizes that there is an inconsistent timeline with the advancing care information 

requirements in the proposed rule and the timeline set by Meaningful Use Stage 3. In order to prevent 

disturbances in the market, HITN calls on CMS to address this inconsistency in a way that doesn’t penalize 

providers for not meeting the accelerated MACRA timeline. 

 

Further Leveraging Data Registries 

 

Congress intended that clinical data registries and other health IT platforms should be utilized when desirable 

to facilitate reporting under the MIPS program as a means of improving provider feedback opportunities in a 

way that does not overly burden CMS. As noted above, HITN commends CMS on its recognition of this fact 

but believe that even more can be done to encourage provider participation in these important quality 

improvement tools. For example, CMS could increase the weight of the clinical practice improvement 

activities which involve participation in a clinical data registry from medium to high. Further, CMS could 

allow providers using an EHR-based clinical data registry to earn full credit, or full base score points under 

the ACI section. As an alternative to those proposals, CMS could offer a more significant number of bonus 

points to providers participating in a specialized registry under the public health objective, such as 10 bonus 

points rather than just one.  

 

Additionally, we believe more can be accomplished by allowing data registries to further act as resources for 

Medicare providers. Registries can contain vast amounts of Medicare data that could be utilized to pre-test 
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measure and APM development before approaching CMS. Such a step can greatly improve efforts by the 

administration to implement the law successfully by giving providers greater tools to actively engage in the 

law. In order to realize such potential, a number of steps should be taken by CMS to recognize registries and 

the data they contain as viable tools in the process of measure and APM development not the least of which 

is creating a process for organizations to use registries to support the kinds of work detailed above.  

 

Hardship Exemptions 

 
HITN supports CMS’ proposal to carry the Meaningful Use hardship exemptions established in the Stage 2 

final rule into the advancing care information performance category. We believe this is in line with 

Congressional intent and is fair to providers who face significant hardships.  

 
Hospital-Based MIPS Eligible Clinicians 

 

HITN supports CMS’ proposed definition of hospital-based MIPS eligible clinician as a clinician who 

furnishes 90 percent or more of his or her covered professional services in inpatient hospital or emergency 

room settings. We recognize that the intent of Congress in exempting hospital-based clinicians from the 

application of Meaningful Use payment adjustments is because such providers rarely have control over the 

systems they use and for what purposes they are used. Therefore, it is reasonable to exempt such clinicians 

from being measured individually, and instead capture their actions within the hospitals’ Meaningful Use 

reporting requirements. While we do recognize that in the scenario that such provider is furnishing a Part B 

service, the objectives and measures identified in the proposed rule should still apply.  
 
Use of CEHRT in Advanced APMs 

 

While HITN supports the statutorily required use of CEHRT in Advanced APMs to realize the care 

coordination, cost savings, and patient engagement that Advanced APMs are supposed to bring to bear, we 

also recognize that other health IT products may be more beneficial to providers participating. We recognize 

that many CEHRT requirements are not in line with the needs of providers in the transition to value-based 

care. Therefore, HITN believes CMS should allow maximum flexibility for participants in Advanced APMs 

to use health IT that best suits their and their patients’ needs. This is fitting in the overall vision of Advanced 

APMs, which is to allow providers to practice and be reimbursed in ways that work best for them, as long as 

they show quality and value.  

 

Conclusion 

 

We appreciate the opportunity to share our feedback on the Merit-Based Incentive Payment System (MIPS) 

and Alternative Payment Model (APM) Incentive under the Physician Fee Schedule, and Criteria for 

Physician-Focused Payment Models proposed rule. We look forward to continuing to work with CMS to 

promote the use of technology in healthcare to improve health outcomes and lower costs.  

 

Sincerely, 

 

 

Robert James Horne 

Executive Director 

 

 

 


