
	

	

 
 
 
 
September 11, 2017 
 
 
Seema Verma 
Administrator 
Centers for Medicare and Medicaid Services 
Department of Health and Human Services 
7500 Security Boulevard 
Baltimore, MD 21244-1850 
 
RE: RIN 0938–AT02  
	
Dear Administrator Verma: 
 
Health IT Now (HITN) is pleased to submit our comments on the Medicare Program; Revisions 
to Payment Policies Under the Physician Fee Schedule and Other Revisions to Part B for CY 
2018; Medicare Shared Savings Program Requirements; and Medicare Diabetes Prevention 
Program 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 care and to lower costs. 
 
HITN supports the health IT measures in the proposed rule because the technology can help 
improve patient safety and healthcare outcomes by giving healthcare providers, patients, and 
their caregivers the tools they need to manage their health and wellness. Wide availability, ease 
of use, and familiarity with these technologies allow patients and their caregivers to integrate 
disease management and wellness activities into their daily routines. This technology increases 
adherence to care plans and reduces preventable hospitalization and associated costs. Health IT 
enables care providers to access necessary information at the point of care, which can improve 
the efficiency and quality of care delivery. 
 
Our comments on several specific policies included in the proposed rule are outlined below. 
 
Telehealth 
 
HITN strongly supports the proposed additions to covered telehealth services, and encourages 
CMS to go further. Specifically, HITN supports Medicare reimbursement for physical, 
occupational, and speech-language therapy services, as well as adding diabetes educators to the 
list of providers eligible to bill for telehealth services.  
 
We recognize that the Medicare requirements that allow for use of telehealth services are 
woefully out of date. Largely due to the restrictions enacted by Congress as part of the Balanced 
Budget Act of 1997, providers are not allowed the flexibility to design telehealth benefits in a 
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way that works best for them and their patients. The result is that in 2015, Medicare spent $28.75 
million out of $646 billion, or less than 1 percent, on services delivered via telehealth.1  
 
Outside of reimbursement issues, in order for telehealth to be useful for people with chronic 
conditions, CMS must address physician licensure barriers. Currently, physicians must be 
licensed in the state where their patient is located. While there have been recent efforts to address 
this problem, such as the Interstate Medical Licensure Compact, these efforts have fallen short. 
Many patients with chronic conditions require specialty care, and often specialists are few and 
far between. It is concerning that our current system requires patients to travel substantial 
distances when telehealth technologies can provide safe and effective care in patients’ homes or 
at their local clinic.  
 
In order to allow for effective coordinated care, Medicare physicians who see patients across 
state lines using telehealth should not be required to also obtain additional state licenses to 
provide care to participating beneficiaries. This would follow the model used by the Department 
of Defense and the U.S. Department of Veterans Affairs, which, like Medicare, are federal 
programs providing federally-funded services to beneficiaries.  
 
Reducing licensure barriers in Medicare would reduce costs for taxpayers and facilitate access 
and lower costs for beneficiaries. HITN believes that states should adopt mutual recognition 
agreements that would allow medical providers licensed in one state to practice in another state 
without having to obtain multiple licenses. We believe that the current physician licensure 
system unfairly restricts physicians and in doing so, impairs the ability of our health care system 
to be responsive to the access needs of patients. HITN supports policies that provide states with 
an incentive to adopt reciprocity agreements with other states. 
 
Appropriate Use Criteria for Advanced Diagnostic Imaging Services 
 
In general, HITN supports allowing providers the flexibility to utilize digital tools to improve 
care they are providing to patients. While we support the delay in implementation of the 
Appropriate Use Criteria (AUC) program, we remain concerned about the availability of tools 
for providers to successfully comply with the program. 
 
We are concerned with the lack of interoperability between electronic health records (EHRs) and 
clinical decision support mechanisms (CDSMs). Until the health IT marketplace is rid of 
disincentives for information sharing, HITN strongly objects to exacerbating the problem with 
additional requirements. Seemingly, CMS’ answer for a potential lack of interoperability is to 
allow providers to use stand-alone CDSMs; however, we do not believe this is a viable option as 
it requires providers to go outside of their workflow. CMS must allow the private sector to 
determine and implement the most appropriate standards in order for this model to be effective 
and forward thinking. 
 
CMS has yet to acknowledge the role of the private sector in operationalizing the AUC program. 
In fact, the lack of clinical decision support mechanisms (CDSMs) on the marketplace is due in 
																																																								
1	Medicare Spending on Telehealth Continues to Climb. (2017, August 8). Retrieved September 6, 2017, from 
https://www.politicopro.com/f/?id=0000015d-c3db-da7a-a5df-dbfbba880001 
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part to strict requirements placed on AUC development by CMS. The exclusion of third-party 
developers from the AUC program creates a system that is wholly separate from how providers 
and payers currently operate. Across the commercial market, providers and payers routinely 
consult third-party clinical criteria to authorize care and ensure that treatments and procedures 
are medically necessary and clinically appropriate. In contrast, the AUC program creates a 
parallel system in which, for one population and for one set of studies, clinicians must break 
from workflow and consult an entirely separate set of criteria. This is an unnecessarily 
complicated system that will make compliance with the AUC program challenging and time 
consuming for providers. Congressional intent in passing the Protecting Access to Medicare Act 
of 2014, which established the AUC program, was to allow for private market developers of 
AUC. That is why the statute states that AUC must be "developed or endorsed by national 
professional medical specialty societies or other provider-led entities.” CMS has not established 
an endorsement system, thereby effectively barring private sector developed AUC from the 
Medicare program. 
 
To further reduce the burden on clinicians and vendors alike, CMS should also clarify and 
simplify the appropriateness rating system. This should be refined to incorporate a yes or no 
response, and not a varied set of scales. This simplification will improve information exchange 
and also supports the larger goal that CMS require CDSMs to attest that they do not block 
information in order to qualify for the program. We suggest that HHS also consider this scenario 
when implementing the information blocking provisions of the 21st Century Cures Act.  
 
It is clear that before implementing the AUC program, CMS must work with providers and 
vendors to not only ensure readiness, but also the state of interoperability and other factors that 
will affect the technology required to comply with the program. 
 
Diabetes Prevention Program 
 
HITN appreciates CMS’ commitment to lower diabetes rates among Medicare beneficiaries; 
however, we do not agree with CMS’ proposal to not cover provisions of the Diabetes 
Prevention Program (DPP) via technology. Innovators continue to find new ways to bridge the 
distance in order to provide needed care to patients, and CMS will continue to lag behind all 
other health payers – including Medicaid, the private sector, the Department of Veterans Affairs, 
and the Federal Employees Health Benefits Program – in recognizing the promise of utilizing 
technology to deliver healthcare should the proposal not be amended.  
 
Studies continue to show the effectiveness of delivering DPP virtually. A study in the Journal of 
Aging and Health published in January 2017 found that individuals who participated in a digital 
DPP program had weight loss that exceeded the CDC’s benchmark.2 Further, according to the 
Institute for Clinical and Economic Review (ICER), in-person individual coaching has the lowest 
scalability probability and highest cost, followed by in-person group coaching.3 According to 

																																																								
2 Sweet, C. M., Chiguluri, V., Gumpina, R., Abbott, P., Madero, E. N., Payne, M., . . . Prewitt, T. (2017). Outcomes 
of a Digital Health Program With Human Coaching for Diabetes Risk Reduction in a Medicare Population. Journal 
of Aging and Health,089826431668879. doi:10.1177/0898264316688791 
3,4 Tice, J. A., MD, Chapman, R., PhD, MS, Seidner, M., BS, Ollendorf, D. A., PhD, Weissberg, J., JD, & Pearson, 
S. D., MD, MSc. (2016, July 25). Diabetes Prevention Programs: Effectiveness and Value(Rep.). Retrieved 
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ICER, virtual programs have the highest probability of scalability and lowest costs.4 Given that 
studies show that virtual DPP outcomes exceed CDC benchmarks, is easier to scale, and costs 
less, it is only commonsense that CMS should cover virtual DPP as it covers in-person DPP 
services.  
 
Conclusion 
 
We appreciate the opportunity to share our comments with you on these important issues and 
look forward to working with you to ensure the optimization of health IT in the Medicare 
program. 
 
Sincerely, 
 
 
 
Joel C. White 
Executive Director 
 
 
 
 

																																																								
September 6, 2017, from Institute for Clinical and Economic Review website: https://icer-review.org/wp-
content/uploads/2016/07/CTAF_DPP_Final_Evidence_Report_072516.pdf 
 


