October 6, 2020
Noon – 4:15 PM ET
Join Zoom Meeting
https://himss.zoom.us/j/98395827695

AGENDA
Noon – 12:15 pm

Call to Order and Welcome

12:15 pm – 1:00 pm

Privacy & Security Implications of Telehealth during COVID-19

1:00 pm – 1:45 pm

Registries & the Response to the Global Pandemic

Jessica Peterson, Chair, PEHRC

Anita Samarth, CEO & Co-Founder, Clinovations

Moderator: Dr. Charles Alessi, Chief Clinical Officer, HIMSS

Panelists:
Esther Freeman, MD, PhD, Director MGH Global Health Dermatology, Director,
COVID-19 Dermatology Registry, American Academy of Dermatology
Etta Pisano, MD, Chief Research Officer, American College of Radiology (ACR)

1:45 pm – 2:00 pm

Break

2:00 pm – 2:45 pm

Workgroup Updates & Discussion

2:45 – 3:30 pm

Hot Topics/Member Questions

3:30 – 4:00 pm
4:00 – 4:15 pm

•
•
•

Direct Trust
Clinical Practice Guidelines
Policy

The Blueprint for Digital Health Transformation

Dr. Charles Alessi, Chief Clinical Officer, HIMSS

Closing Remarks

Jessica Peterson, Chair, PEHRC

Save the Dates
November, 2020
Virtual

___________________________________________________________________________________________________
About PEHRC
The Physicians’ Electronic Health Record Coalition (PEHRC) is comprised of more than 20 medical societies representing
more than 600,000 physicians, who share information to support the use of health information technology (IT).
The PEHRC helps physicians–particularly those in small- and medium-sized ambulatory care medical practice–acquire and
use affordable, standards-based electronic health records (EHRs) and other health IT to improve quality, enhance patient
safety, and increase efficiency. PEHRC is committed to taking practical steps to educate physicians about the value and
best use of EHRs, help them select systems, and focus the market on high-quality and affordable products.

COVID registry
Etta D. Pisano, MD
Physician EHR Coalition
October 6, 2020

Public Private Registries
Collaborations

Other things that you should know
 ACR handles 1,000,000 medical images a year
for various applications, including accreditation.
 TRIAD is installed at 18,000 US sites and is the
vehicle that provides anonymization and upload
of images.
 We have experience using automatic data feeds
from the EHR.
 Less labor-intensive for the sites
 Require maintenance
 Must be individualized per “use case”
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Required Steps to open our registry
 Legal - who owns what downstream, what can
be shared, what we can do with the data, what
sites have access to, protection of limited data
set (HIPAA)
 IRB/CIRB
 Installation of Triad for image download
 Set up of COVID use case
 Data desired
 Data dictionary standardization
 Translation of various EHRs into standard
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Where things are right now
 Supporting PETAL (pulmonary intensivist’s) image
collection for their COVID registry
 Supporting SCCM (Critical Care doctors/ER) image
collection for their COVID registry
 Supporting upload of images for rural hospitals in
Wisconsin under an NCATS-NOSI grant with U of
Wisconsin.
 Working with first 5-10 sites on contributing to ACR
registry. More sites waiting their turn.
 Plans to move all appropriate data into N3C for
CTSA collaboration, and into MIDRC for NIBIBfunded Collaborative.
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The Blueprint for Digital Health
Transformation

1

1

COVID-19: “flying blind”
• Supply Chain infrastructure unprepared
for surge in demand
• Single Source Supplier Model - China
• Workforce Safety: lack of PPE to support
safe work environments, 90,000 nurses
infected with COVID19 (ICN, 2020)
• Country level competition for supply
Variation in Public health decisions for use
of PPE by the public, “hoarding”
• Global Shortages of Products: 36,009
critical products required to manage
COVID-19 care (Symmetic, 2020)

Complexity: challenge of comorbidities

6 in 10

4 in 10

Adults in the US have
A chronic disease

Adults in the US have
two or more

Chronic disease is responsible for 75% of total healthcare costs in the U.S...existing care delivery models not
well constructed to manage chronic illness effectively. (Milani, et al, 2016)
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Rapid emergence of virtual care

Nurses best suited to lead Virtual care, focused on outcomes and proactive interventions
that support health and wellness.

Digital Health

Digital health connects and
empowers people and populations
to manage health and wellness,
augmented by highly accessible
and supportive provider teams
working within flexible, integrated,
interoperable, and digitallyenabled care environments that
strategically leverage digital tools,
technologies and services to
transform care delivery.
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Building Blocks of
A Digital Health
Ecosystem
Enables people to manage
health, predicts risks
Transforms data into knowledge,
insights, and outcomes

Clinically
Integrated
Supply Chain

Mobilize and enable data exchange
across the journey of care

Data stewardship, privacy, security,
workforce integrity are foundational
6

Digital Health Indicator
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The Person-Enabled
Health System
• Personalized: people can connect
directly to provider teams, report
progress and outcomes
• Proactive: identifies and manages risk to
enable people to manage their health
and wellness
• Population Health: segment populations
based on risk, focus on prevention
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Advanced Analytics: System Transparency
* Personalized: track progress toward

individual’s personal health goals,
meaningfully engaged with provider
teams.

• Proactive: identifies risk and cues clinicians
to enable proactive intervention
to mitigate risks and keep people well.
• Outcomes driven: analytics track outcomes,
cue providers on prevention strategies
to optimize outcomes for people and
populations.

Data Driven Decision Making – Actionable
Analytics

Bubble Size: Complexity

Graphic Courtesy of Mercy
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Interoperable Healthcare: global learning
• Global data network: offers real-time
tracking of outcomes
• Creates a global data platform to
support country to country level
collaboration and learning
• Connects directly to people and
populations – can collect outcomes
data and push key messages to
population segments at greatest risk

WHO
Global
Network
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The Mature Digital Health System:
Data-driven, outcomes focused
• Population health outcomes tracked by
analytics, in real-time

Implement new models
of care/innovations in pilot test
sites, examine value and impact

Analyze
outcomes and
predict risk to
inform new
care models
and innovations

Digital Health
Learning System

Evaluate
evidence of
impact, value,
and relevance
across
populations

Populations

Mobilize Data
to track
population
outcomes across
the system

Scale
new models of
care/innovation
across health
system

• Outcomes inform the design, and
scalability of new solutions
• Data flow across the system enables
real time tracking
• Outcomes inform system accountability
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Beyond Tomorrow (Berwick, 2020)
Speed of Learning – faster
Value of Standards – reduced variation
Protecting the Workforce – supply chain
Role of Virtual Care – self management
Preparedness - resilience
Overcome Inequality – access
“Fate will not create the new
normal, choices will”

Take the free Rapid Assessment to see where
your organization stands and begin planning
your digital health transformation.
Please reach out to customerservice@himssanalytics.org with
questions.
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33 West Monroe Street, Suite 1700
Chicago, IL 60603
www.pehrc.org

October 5, 2020
Ms. Seema Verma, MPH
Administrator
Centers for Medicare and Medicaid Services
Department of Health and Human Services
7500 Security Boulevard
Baltimore, MD. 21244-1850

Re: CMS-1734-P; Medicare Program; CY 2021 Medicare Physician Fee Schedule and Quality
Payment Program Proposed Rule

Dear Administrator Verma,
The Physicians’ Electronic Health Record Coalition, PEHRC or the Coalition, is submitting our
comments on the Centers for Medicare & Medicaid Services (CMS) proposed rule regarding the
2021 Medicare Physician Fee Schedule and Quality Payment Program. The Physicians’
Electronic Health Record Coalition is comprised of 25 medical societies representing a
nationwide community of more than 600,000 physicians who share information to support the
use of health information technology.
PEHRC has been committed to providing a forum for members to collaborate and contribute to
the advancement of usable, safe, and responsible patient- and provider-facing health
information technology.
Provided below are PEHRC’s comments regarding the CMS Medicare Physician Fee Schedule
and Quality Payment Program Proposed Rule.

I.

Updates to Certified Electronic Health Record Technology (CEHRT)

Timelines
CMS is proposing to require that healthcare providers participating in the Promoting
Interoperability Programs or QPP use only technology certified under the ONC Health IT
Certification Program according to the timelines finalized in the Cures Act final rule. This would
require clinicians to use CEHRT that has been certified to the 2015 Cures Edition Update for a
measure action to count in the numerator during a performance period after Aug 2, 2022.
Although the 90-consecutive day performance period for PI allows for the first PI performance
period using the 2015 Edition Cures Update to be in 2023, PEHRC would like to underscore that
CEHRT is required by Dec 31 of the performance year for reporting eCQMs. Because of this
requirement, the update would have to be completed by Dec 31, 2021.
PEHRC strongly opposes the proposed application of the ONC health IT vendor deadline to
clinician implementation of these CEHRT updates. Requiring doctors to have new, updated
EHR versions up and running potentially the same day as or within a few months of the vendor
having the functionality certified is impractical and unsafe. We would also like to underscore
that not all EHR vendors will be able to update to the new version.
Implementing EHRs in clinical practice takes more time than allowed under this proposed
rule. Functionally, it is impossible to implement an EHR upgrade on the day it is released. EHR
implementation in clinical settings commonly takes 16-24 months.1 This includes preparing old
records for transition, training staff, working with the vendor to create the specific build to
optimize workflows, and other data-merging activities.
Moreover, many EHR vendors will likely charge high fees for this substantial update that must
be purchased at an appropriate fiscal time.
Given the massive impact of the COVID-19 pandemic on the financial stability of the
healthcare community, PEHRC is highly concerned about the ability of clinicians and practices
to pay update fees. The healthcare sector’s financial stability has been decimated by the drastic
reduction or even cessation of elective procedures and a sharp decline in outpatient care since
March.2 It will take years for healthcare to recover financially from the pandemic. Imposing
additional and potentially significant costs on clinicians during this time will worsen this crisis
and, likely, lead to further increased practice closure or practices leaving Medicare. This will
increase barriers to care for many patients.

1

Chapter "Preparation: Planning Your Project." EHR Implementation: The Definitive EHR Implementation Guide. N.p.: HCI
Group, 2015. pg 11.
2

https://www.commonwealthfund.org/publications/2020/jun/impact-covid-19-pandemic-outpatient-visitspractices-adapting-new-normal
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This timeline for clinician adoption of the 2015 Edition Cures Update should be separate from
health IT vendor timeline requirements. With the strain that COVID-19 has placed on healthcare
practices, PEHRC strongly urges CMS to provide a minimum of one year between the ONC
health IT vendor deadlines and the clinician deadlines.
Removing retired criteria
PEHRC supports CMS’s common-sense proposal to remove any retired criteria from the
functionality requirements of the 2021 PI measures. This proposal will allow early-adopter
clinicians to succeed under PI.
Adding optional new criteria
PEHRC supports CMS’s proposal to add any new criteria appropriate to a PI measure as an
option for functionality that can be used to fulfill the measure. This proposal will also allow
clinician early-adopters to succeed under PI and get credit for their measure actions.

II.

MIPS Promoting Interoperability Category
i.

Proposed New Promoting Interoperability Measure

CMS proposes to add an optional alternative measure to the two current health information
exchange (HIE) objective measures. This optional alternative measure, HIE Bi-Directional
Exchange, would require the clinician to participate in bi-directional exchange through an HIE
for every patient seen by the eligible clinician and for any patient record stored or maintained in
their EHR.
PEHRC strongly encourages CMS to maintain this measure as an optional alternative in all
future years. While the Coalition supports adding flexibility to PI and reducing reporting burden
generally, we are concerned about the potential cost and burden for performing the actions
required by this measure. HIE use can be expensive.
The high connectivity fees imposed by the HIE and the practice’s EHR vendor can act as
important deterrents to connectivity. Particularly in light of the new financial challenges
associated with the COVID-19 public health emergency, practices participating in MIPS should
not be penalized for having insufficient financial resources to meet an overly prescriptive
Health Information Exchange measure. This impact may further drive consolidation in
healthcare.
PEHRC also asks CMS for clarification on the content of information included in bi-directional
exchange. It is unclear if, for example, portal messages must be included in the information
exchanged with the HIE. If so, we ask for guidance on how this can be implemented for
practices on a portal that does not connect to an HIE.
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Attestation Statements
CMS requested comment on the attestation statements. Specifically, CMS asked if the
statements reflect appropriate expectations about information exchange capabilities for
eligible clinicians that engage with HIEs capable of facilitating widespread exchange with other
health care providers.
The first attestation statement would require clinicians reporting this measure to attest to
100% performance to get any credit for this measure. This means that the clinician would have
to exchange not only every patient seen by the eligible clinician during the performance period,
but also every patient record stored or maintained in their EHR. As described above, due to the
way fees are levied by HIEs, this requirement could be prohibitive for many clinicians or groups.
If CMS’s goal is to encourage participation in an HIE, PEHRC suggests that CMS impose a lower
threshold for performance for this measure’s first year in MIPS PI.
The second attestation statement requires the clinician or group to attest that the “HIE that I
participate in is capable of exchanging information across a broad network of unaffiliated
exchange partners including those using disparate EHRs, and does not engage in exclusionary
behavior when determining exchange partners.” Attesting to this statement will be difficult for
many clinicians to do with confidence. There are not sufficient standards to allow clinicians to
choose HIEs and attest to this statement with certainty.
Moreover, the HIE ecosystem is variable based on geographic location. Not all states have
state-wide HIEs available or connect to a national network. In addition, some geographic
locations have only regional or county-based HIEs. This wide variation in HIE networks and
availability can also make it difficult and confusing for clinicians to evaluate and choose
appropriate HIEs. PEHRC encourages CMS to remove this attestation statement until there is
more widespread connectivity and available information in the HIE space.
ii.

Future Direction of the PI Performance Category

Alignment with Medicare Promoting Interoperability Program
CMS states that they will consider changes to PI which support alignment with the Medicare
Promoting Interoperability Program for hospitals. PEHRC asks CMS to recognize the important
differences between the MIPS PI performance category and the Medicare PIP.
If a hospital earns at least 50 of 100 points in the program, they pass and avoid a penalty. The
MIPS Promoting Interoperability category, on the other hand, comprises 25% of the MIPS Final
Score. An EC may be able to achieve 50 points in the category and, given the high projected
future MIPS performance thresholds, still fail MIPS. In other words, hospitals have a much
larger margin for error than do ECs. We urge CMS to allow for more flexibility in scoring the
MIPS PI category. For instance, to match the hospital PIP, clinicians that achieve 50 points in
the MIPS PI performance category could be given full credit for the category.
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Alignment with the 21st Century Cures Act
The timeline for physician adoption of the 2015 Edition Cures Update should be separate from
health IT vendor timeline requirements. With the strain that COVID-19 has placed on healthcare
practices, PEHRC strongly urges CMS to provide a minimum of one year between the ONC
health IT vendor deadlines and the providers deadlines.
In regard to additional future changes to further algin with the 21st Century Cures Act, PEHRC
urges CMS to take into account the financial viability of practices and functional ability of
practices to implement future proposed changes. For instance, CMS could create a multistakeholder technical expert panel or clinical committee composed of practicing MIPS
clinicians to discuss and evaluate future alignment prior to further proposed changes.
Advancing Interoperability and the Exchange of Health Information and Promoting Innovative
Uses of Health IT
The field of health information exchange (HIE) is still evolving and full interoperability has yet to
be achieved. As such, PEHRC strongly urges CMS to evaluate the cost to practices, particularly
in light of the COVID-19 PHE, and the functional ability of clinicians and practices to
implement future proposed changes and to allow sufficient time for clinicians to implement
any proposed future changes. As suggested above, one option is for CMS to create a multistakeholder technical expert panel or clinical committee composed of practicing MIPS
clinicians to discuss and evaluate future interoperability and HIE requirements prior to
further proposed changes.

III.

Third Party Intermediaries
i.

QCDR Measures in MVPs

The PEHRC is concerned with CMS’s proposal that a QCDR measure must be fully tested at the
individual clinician level to be considered for inclusion in an MVP beginning in performance year
2022. Full measure testing, as currently defined by CMS is extremely expensive and, thus, often
not possible.
QCDRs are predominately run by non-profit organizations such as medical societies. Non-profit
medical societies already dedicate substantial resources to quality measure development.
We would also note that this requirement is inconsistent with the proposed timeline for QCDR
measures under MIPS which requires face validity for performance year 2022 and full testing
for performance year 2023. The PEHRC strongly urges CMS to make full measure testing for
QCDR measures in MVPs by 2022 optional, and also to modify the definition of full measure
testing using the template put forth by the Council for Medical Specialty Societies (CMSS).
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Given that QCDR measures are submitted for self-nomination after the publication of the
proposed rule, the PEHRC strongly supports CMS’s proposal to make QCDR measures in MVPs
finalized in the final rule eligible for 2-year QCDR measure approval.
ii.

QCDR Measure Testing

The PEHRC applauds CMS’s decision to have a one-year delay in the previously finalized
measure testing requirements in light of the COVID-19 PHE.
In this proposed rule, CMS is proposing, that beginning with the 2022 performance period, all
QCDR measures submitted at the time of self-nomination must be face valid. The PEHRC
appreciates and supports this proposal. We believe this proposal will allow QCDR measures to
fill gaps in MIPS quality measurement if the measure makes sense without requiring expensive
testing for the first year.
CMS also proposes that, beginning with performance year 2023, all QCDR measures must be
fully tested at the clinician level, as defined by the CMS Blueprint for the CMS Measures
Management System. Measure testing, as defined by the CMS Blueprint for the CMS Measures
Management System, is very time-consuming and expensive and would place significant burden
on QCDRs. As such, PEHRC strongly opposes the proposal to require full QCDR measure
testing.
QCDRs are often run by non-profit specialty societies without the resources required to
complete measure testing for all measures. If full testing, as defined by the CMS Blueprint and
Measures Management System methodologies, is required, many QCDRs will not be able to
afford to meet this new requirement without imposing or increasing participation fees on
clinicians and practices. We believe that imposing requirements that would generate this
outcome is counter to the statutory mandate under MACRA to encourage the use of QCDRs.
Instead, the PEHRC proposes that CMS consider alternatives to the measure testing process
such as any of the following:
• Opening the measures for public comment
o This will allow for evaluation of data element reliability
• Using the template put forth by CMSS, or
• Providing funding to QCDRs for measure testing.

IV.
i.

MIPS Value Pathways
Proposal: Apply MVP Framework Starting with the 2022 Performance Year

The PEHRC applauds CMS’s decision to delay the implementation of MVPs to performance year
2022 in light of the COVID-19 public health emergency (PHE).
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ii.

Availability of MIPS

In this proposed rule, CMS states that they “expect that in the future we [CMS] may propose
that all eligible clinicians would be required to participate in MIPS either through an MVP or an
APM Performance Pathway (APP).” The PEHRC strongly urges to maintain the current process
of MIPS reporting for all eligible clinicians and groups in all future years.
The PEHRC would like to underscore that the MVP process should be voluntary; we are
strongly opposed to mandatory assignment of MVPs for several reasons. The first of which is
that we do not believe there is a reliable way for CMS to determine a clinician’s practice mix or
subspecialty for MVPs. Second, the PEHRC is concerned that there is no reliable way for CMS
to determine appropriate measures to assign to clinicians. Lastly, assigning MVPs will further
disadvantage certain specialties and small and rural practices with regard to topped out
measures. By requiring clinicians to report on specific measures, CMS may directly
disadvantage particular specialties and types of practices.
iii.

Proposed Changes to MVP Guiding Principles

PEHRC opposes CMS’s proposal to add the following to the MVP Guiding Principles: “MVPs
should support the transition to digital quality measures.”
Many small and rural practices operate on narrow margins and cannot afford EHR costs,
especially when combined with the IT and cybersecurity staff required to maintain electronic
health record security. CMS has previously acknowledged this disparity and addressed it
through the small practice hardship exception under the Promoting Interoperability category of
MIPS. This hardship exception allows small practice clinicians to participate in MIPS and provide
quality care to those who need it most. By requiring or prioritizing eCQMs over other
collection types, CMS would impose a new and substantial burden on many clinicians,
particularly those in small and rural practices. We strongly urge CMS to maintain manual
forms of quality measure reporting to accommodate small and rural practices.
iv.

MVP Development Criteria

Below is a selection of the proposed MVP development criteria with the PEHRC response
following each proposed development criterion listed:
•

MVPs should include the entire set of Promoting Interoperability (PI) measures.

PEHRC does not support this criterion as proposed. Many small and rural practices operate on
narrow margins and cannot afford EHR costs, especially when combined with the IT and
cybersecurity staff required to maintain electronic health record security. At minimum, PEHRC
strongly urges CMS to maintain the MIPS PI small practice hardship under MVPs.
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•

For Quality measures: To the extent feasible, does the MVP include electronically specified
clinical quality measures?

PEHRC opposes this criterion. Please see our discussion of the proposed MVP guiding principle
related to the transition to digital quality measures (pg. 7).
•

For Improvement Activities: To the extent feasible, does the MVP include improvement
activities that can be conducted using CEHRT functions? The use of improvement activities
that specify the use of technologies will help to further align with the CEHRT requirement
under the Promoting Interoperability performance category.

PEHRC opposes this proposed criterion. As discussed above, this has the same problem of
disadvantaging small and rural practices that cannot afford an EHR or cannot afford to update
to the new 2015 Cures Update Edition CEHRT. In addition, this criterion would require increased
screen time from clinicians without any evidence of decreased burden or improved quality. As
such, PEHRC believes that this criterion is counter to the CMS Patients Over Paperwork
Initiative.
v.

QCDRs and the MVP Framework

PEHRC strongly urges CMS to not require full measure testing for QCDR measures in MVPs by
2022, or to modify the definition of full measure testing using the template put forth by the
Council for Medical Specialty Societies (CMSS). For further discussion, please see our Third
Party Intermediaries section on QCDR Measures in MVPs (pg. 5).
*****
We appreciate the opportunity to comment on the CMS Medicare Physician Fee Schedule and
Quality Payment Program Proposed Rule. If you have questions or need any additional
information regarding any portion of these comments, please contact Dr. Jessica Peterson,
PEHRC Chair, at jpeterson@aao.org or via phone at 202-737-6662.
Sincerely,

Jessica L. Peterson, M.D., M.P.H.
Chair of the Physicians’ EHR Coalition
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