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Dear Acting Administrator Tavenner: 

 

The Alliance of Specialty Medicine (Alliance) is pleased to submit written comments on the Department 

of Health and Human Services Notice of Proposed Rule Making (NPRM), named above, and posted in 

the Federal Register on March 7, 2012. The Alliance of Specialty Medicine (Alliance) is a coalition of 

12 national medical specialty societies representing more than 100,000 physicians and surgeons. Our 

mission is to advocate for sound federal health care policy that fosters patient access to the highest 

quality specialty care and improves timely access to high quality medical care for all. 

 

 

The Alliance appreciates the efforts of CMS to make changes in this proposed rule to simplify an 

eligible provider’s or hospital’s efforts in complying with these rules. In particular, the efforts toward 

standardization suggested in the proposed rule are helpful for many specialists. For example, the 

modifications in the Incentive Program measure denominator definitions should make it easier for 

vendors and providers to understand expectations under Meaningful Use. However, consolidation of 

measures in order to keep the number of required measures low may actually increase the burden on 

providers and vendors to retrofit databases to conform to the combination of measures.  

 

The following general recommendations are followed by specific comments for specific measures.  

 

We recommend that CMS engage the various medical societies in fielding a survey to determine 

common factors that participants found problematic and that non-participants saw as barriers to 

participation. Information obtained by such a survey would gain valuable information about unintended 

burdens of compliance, opinions about the value of certain data in improving the quality of care and 
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technological challenges in doing the measurement based on the new denominator definitions. With the 

postponement of compliance with Stage 2 until 2014, we believe there is adequate time to conduct this 

survey and compile the results to guide final adjustments in the Stage 2 measures.  

 

Reduce the performance standard increase for existing measures – We believe the incremental 

increases are too large for providers who may just be starting Meaningful Use in 2012.Many of the core 

measures increase from a performance standard of 50% to 80%. We recommend these percentages be 

reduced in Stage 2.  

 

Start with lower performance standards for new measures - CMS should continue the approach 

demonstrated in Stage 1 in regard to performance standards for new measures. This approach allows 

providers to gain some experience and understanding of the new measures with a low performance 

threshold. The numerator should begin low and be increased gradually. This recommendation should be 

extended to existing measures with major changes as well. For example, the data items required for Core 

measure for Computerized Physician Order Entry (CPOE) were tripled for Stage 2 and the numerator 

percentage was doubled from 30% to 60%. Adding new data items to the CPOE measure virtually 

creates a new measure. Such a dramatic increase in the performance standard seems unreasonable when 

systems must be programmed and tested to ensure that ordering functionality is accurate and safe.  

 

Eliminate any performance standard beyond the control of the provider - We understand the need 

to expand outreach of providers using EHR, thereby allowing their patients to leverage the technology. 

However, all of the proposed measures based on a patient’s willingness and motivation to interact with 

the system are not realistic. Among these are core measures for: 

• secure messaging 

• distribution of patient education materials 

•  patients viewing, downloading or transmitting of online data. 

 The Alliance agrees it is reasonable to expect that a Certified EHR system should be able to measure 

the number of patients who interact with the EHR but it is not reasonable to propose a percentage of 

patients since this behavior is outside the control of the provider.  

 

Implement structured data requirements only after the structured data item is standardized by 

the industry - A number of the recommendations for new measures that specify structured data are 

problematic because no standards have been adopted for the format of this data. For example, the menu 

measure for family history requires structured data. Cancer can be recorded using different 

terminologies such as SNOMED, LOINC or ICD. One lesson learned in the adoption of EHR 

technology is that a lack of standardization means that EHR vendors may develop different methods for 

gathering, storing and reporting data. Some specialists are using their second or third generation EHR 

system. Without standards for formatting structured data, there is little hope that the required data in one 

EHR system will properly transfer to a new system. This could result in providers who succeeded in 

qualifying for Year 1 incentives failing to receive Year 2 or 3 incentives despite their best efforts.   

Implement a formal appeals process - Establishment of a formal appeals process for providers who 

contend that they have met the requirements for Meaningful Use is essential. Because the timing of 

attestations, the appeals period should be defined from the time the provider receives a notice of 

determination of success or failure at earning the incentive for the year. We recommend an appeal 

window of six months.  

 

The following comments are on the specific Core and Menu measure changes in the proposed rule: 

 

Stage 1 revisions 
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Denominator for the CPOE objective measure – The denominator changes from the number of 

unique patients to the number of medication orders. This is an alternative for 2013 and a permanent 

change in 2014. Adding complexity in the form of a pair of alternate denominators increases the burden 

on providers and societies endeavoring to educate their members about Meaningful Use. In addition, this 

requires reprogramming of this measure in certified EHR systems in each of the next two years. This 

will result in additional expense to providers already involved in Meaningful Use. We recommend 

postponing this denominator change until 2014.We also recommend that the Stage 1 and Stage 2 

objective for CPOE be restated to allow  medication orders to be directly entered by any licensed 

healthcare professional or an employee directly supervised by the licensed healthcare professional.  As 

the CPOE measure evolves to the ordering of labs and imaging studies, it is important to recognize that 

these studies are presently ordered by the provider’s employees as directed by the provider.  

 

Split exclusion in the measurement and recording of vital signs.  – We welcome this decision to 

make recording of vital signs more flexible to conform to the needs of providers in a particular patient 

care setting. We recommend language be added in the final rule that relieves the practices that elect to 

omit measurement of height and weight from the calculations of BMI. This was not mentioned in the 

proposed rule. 

 

Options of revision of information exchange testing. CMS offers four possible options: (1) eliminate 

the test (2) require a successful test (3) eliminate the measure but require specific menu set options (4) 

report one valid transmission of CCR or CCD. We support complete elimination. It is confusing, 

especially if you are in state that does not have this capability. 

 

 

Stage 2 measures 

 

Although the number of Core measures proposed increases only from 15 to 17, in reality the 

combination of multiple measures into single measures results in a much larger increase in required 

measurement responsibilities than implied by the number. The Alliance acknowledges the desire of 

CMS to eliminate the possibility of a provider selecting menu measures and then excluding themselves 

from meeting them, we believe that there are still valid reasons to keep the number of Core measures 

lower and expand the number of menu measures. This chance will to allow providers to meet the stated 

expectation of CMS which is to “focus solely on those objectives they can meet rather than those for 

which they have an exclusion”. 

 

 

Implement 5 clinical decision support (CDS) interventions & enable and implement functionality 

for drug-drug and drug-allergy interaction checks –According to the proposed rule, the CDS must be 

related to 5 or more clinical quality measures.  EPs, eligible hospitals, and CAHs must satisfy both 

measures in order to meet the objective. 

The two separate proposed measures are confusing in light of the statement in the overview section of 

the proposed rule that indicated that CMS was “proposing to make the objective for ‘Implement drug-

drug and drug-allergy checks’ one of the measures of the core objective for ‘Use clinical decision 

support to improve performance on high-priority health conditions.". Instead the proposed language 

increases the number of CDS measures required to 7 from 5. We believe drug-drug and drug-allergy 

interaction checks should count as two of the required 5 CDS. In addition, tying these CDS to the 

clinical quality measures approved and required to be reported in the final rule is punitive of providers in 

a specialty for which there are very few applicable clinical quality measures. We recommend 

eliminating this tie so that providers can select CDS that make the most sense in improving safety and 
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clinical decision making in the population of patients they routinely see. The clinical quality measure 

requirement is still much too nebulous at this point to create this questionable relationship.  

The confusion about this CDS requirement is evidenced by two sentences that seem to contradict each 

other: 

(1)“Finally, we propose that clinical decision support intervention must be related to 5 or more of the 

clinical quality measures that we will finalize for EPs and hospitals and on which they will be expected 

to report.” 

(2)“If none of the clinical quality measures are applicable to an EP's scope of practice, the EP should 

implement a clinical decision support intervention that he or she believes will be effective in improving 

the quality, safety, or efficiency of patient care.” 

 

Clinical summaries provided to patients within 24 hours for 

greater than 50 percent of office visits. It is clear from the language in the Stage 2 proposed rule that 

CMS’ intent is to encourage every certified EHR to have patient portal capability by 2014 and every 

Meaningful Use provider to allow online access. We question the wisdom of modifying the current 

Stage 1 requirements for clinical summaries until the electronic access pathway is required. The 

shortened time requirement for this measure means that a patient seen twice in the office within a three 

day period would receive two summaries. This duplication is confusing and unnecessarily burdensome. 

We urge CMS to stick with the three-day turnaround requirement.  

 

Inclusion of new fields in clinical summaries. The number of required fields in the clinical summary is 

already burdensome. We recommend that CMS modify the list of fields to require only updates since the 

last encounter to all of the specified lists (problem, meds, etc.). In addition, the new fields proposed 

should be eliminated until the patient portal requirement takes effect. The costs of programming this 

report are prohibitive and the additional information (with the exception of the care plan) is information 

the patient is completely aware of. In an era where patients are encouraged to become more active in 

their own care, providing all this content to a patient is wasteful.  

 

Patient reminder – CMS has proposed that more than 10 percent of all unique patients who had an 

office visit within the 24 months prior to the reporting period should be sent a reminder, per patient 

preference. We urge CMS to return this to a menu measure. Specialists, particularly surgical specialists, 

often treat patients with an acute problem and return them to their primary care physician. Therefore the 

reminder requirement often does not apply. In addition, language should be added to this measure to 

exclude the time period before the provider adopted certified EHR from the 24 months.  

 

Formulary checking – The requirement to compare 65% of all permissible prescriptions to a formulary 

assumes that all providers participate in sufficient payer plans requiring formularies. It also assumes that 

all formularies are up to date or are available online. The Alliance contends that this is not an accurate 

assumption. In addition, providers who write most of their prescriptions for narcotics simply cannot 

meet this high a standard. We urge CMS to return this to a menu measure or reduce the percentage to 

10%.  

 

Provide patients the ability to view, download and transmit their health information online. – 

There are two parts to this measure. We believe the objective of access for patients described in Part A is 

reasonable. Unfortunately, many EHRs currently do not have a patient portal option. Therefore the 

capability is costly to purchase, implement and maintain. CMS proposes to allow patient portals to be 

certified as modules. Some providers will likely assume their certified system will meet the Stage 2 

requirements when they may need to buy an additional certified module.  

More importantly, requiring the provider to somehow ascertain that any percentage of patients has 

accessed the portal is unreasonable. CMS should eliminate Part B. Otherwise; the measure should be 
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modified so that the provider attests to the traffic on the patient portal during the reporting period. Long-

established institutions that have provided patient portals for years still have very low patient usage 

rates. Expecting providers in small practices to achieve and verify a 10% usage is unrealistic.  

 

Patient-specific education resources – EHR systems are not designed for this function. The Alliance 

acknowledges that educating the patient on the treatment or disease is important, but it should be at the 

discretion of the physician to determine which resources are best suited for the patient and if they are 

needed. The Alliance believes that a performance standard requiring the EHR to identify and provide 

education resources automatically is unrealistic. This measure should be eliminated or at least shifted to 

a menu measure for those providers who utilize online educational resources regularly.  

 

Secure electronic messaging – Electronic messaging is a valuable addition in conjunction with the 

establishment of electronic information pathways for patients. However, providers have very little 

influence over patients to convince them to use email to communicate. The challenge of two-way secure 

messaging is far greater than that of a physician to send one-way secure messaging.  

 

Medication reconciliation upon transitions of care – CMS should add language to this measure to 

indicate that over-the-counter and homeopathic medications are not included in the definition of 

“medication”.  An individual provider may deem one or more of these substances to be relevant to the 

treatment but because these medications are not comprehensively modeled against other drugs for 

complications, reconciling them is simply busy work.  

 

Summary of care record upon transition of patients – A jump from requiring a one-time test of the 

ability to exchange information electronically to a requirement that 65% of all transitions of care include 

a summary of care is inappropriate. We understand the intent of these measures is to begin the exchange 

of health information electronically, but for some specialties, transitions that fall within the denominator 

are not enhanced by providing a summary of care. For example, surgeons who admit a patient to an 

inpatient facility for a procedure should not be expected to issue a summary of care. The surgeon is still 

actively involved in the patient’s care and record keeping. However, since for some surgeons, this 

activity comprises the bulk of patient transitions, they would be expected to carry out this activity in 

order to meet such a high percentage. We urge CMS to drastically reduce the percentage for this 

standard in Stage 2 or provide exclusions for the denominator.  

The second part of this measure (10% of summaries of care are sent electronically to a different EHR) is 

unrealistic in many instances. As providers merge into larger and larger groups and as they form 

collaborative networks, one of the advantages is uniting in their choice of an EHR system. We recognize 

the need to stimulate electronic transfer of data but suggesting it must be to different EHR systems 

simply places a barrier upon providers trying to meet Meaningful Use as to whom they refer their 

patients. We recommend eliminating the requirement for a different EHR.  

 

Ongoing submission of electronic immunization data - As these activities do not universally apply to 

many specialists, we recommend moving this measure back to the menu item list. Although there are 

exclusions, placing this measure in the Core group requires providers who would never give 

immunizations (or only give flu shots to their own employees as a benefit) to go through the extra effort 

to claim exclusion.  

 

Images ordered via CPOE must be saved in EHR – The exclusion for this menu measure is any EP 

who does not perform diagnostic interpretation of scans or tests that result is an image during the EHR 

reporting period. The definition of “diagnostic interpretation” is unclear. It could be interpreted as 

whether or not a provider submitted a Medicare claim with a CPT code that includes a supervision and 
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interpretation component in it. We do not believe this distinction can be recognized by most EHR 

systems. We recommend this menu measure be removed and completely reworked.  

 

Entering family history as structured data – This information is typically supplied by the patient at 

their first encounter. In situations where the patient can provide this data through a patient portal or a 

check-in kiosk, this may be possible, but in other situations (which we believe to be the majority among 

specialists) this requires providers and their employees to interpret a wide variety of patient descriptions 

so that it fits in a structured data field. We suggest this measure be revised to require entering only one 

data item for first degree relatives in Stage 2, namely, whether the first degree relatives are alive or 

deceased.  

 

Capability to report cases to a cancer registry or a specialty registry – Since a number of specialty 

societies are engaged in creation of registries, this measure holds some appeal. Physicians should make 

the decisions about the data that is valuable to accumulate for their specialty. We recommend that 

physician participating in a clinical registry simply be required to attest to this activity to receive credit.  

 

Reporting clinical quality measures – Since the outset of Meaningful Use and the EHR Incentive 

Program, CMS has stated that the long-term objective was to align quality reporting with other existing 

programs such as PQRS. However, the proposal in this rule seems to go in the opposite direction. In 

many specialties, the ability to select and report on 12 quality measures is not helpful. Many physicians 

will be forced to report zero values for many of the measures which undermine the utility of this process 

and continue to communicate a message that quality reporting is a box checking exercise rather than a 

genuine effort to improve knowledge and outcomes. Quality improvement is an incremental process and 

to force physicians to report 12 measures and take actions to improve on those measures when they are 

not relevant to the provider’s practice is not meaningful change. The measures proposed for Stage 2 

were based on HIT Policy Committee recommendations. There was minimal opportunity for the 

physician community to weigh in with more appropriate measures for their specialty.  

The second option of satisfying the requirements of the PQRS EHR reporting option is a helpful 

alternative. Again, however, the applicability of the measures included in the EHR reporting option 

under PQRS doesn’t universally apply to all specialists. We recommend that this option be revised to 

allow eligible providers to report in accordance with the PQRS specifications for EHR reporting, but 

that the 80% success standard is waived under Meaningful Use for Stage 2. This moves in the direction 

of achieving alignment of quality reporting between the two programs and provides specialists the 

ability of becoming more adept at EHR reporting of PQRS over the next two years before payment 

adjustments come in to play under PQRS.  

 

Thank you for your attention to our concerns and to the unique needs and contributions of specialty 

medicine. We would be happy to discuss the issues raised in further detail. Please contact Richard 

Rutherford, Director – Practice Management at 410-689-3713 or rrutherford@auanet.org with questions. 

 

Sincerely, 

 

American Urological Association 

Society for Cardiovascular Angiography and Interventions 

American Society of Plastic Surgeons 

American Association of Neurological Surgeons/Congress of Neurological Surgeons 

American Society of Cataract and Refractive Surgery/American Society of Ophthalmic Administrators 

Coalition of State Rheumatology Organizations 

North American Spine Society 


