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Dear MacKenzie: 

 

The Health IT Now Coalition is pleased to respond to the Health IT Policy Committee’s 

(HITPC) Request for Comment Regarding the Stage 3 Definition of Meaningful Use of 

Electronic Health Records (EHRs) published in the Federal Register on November 26, 2012. 

 

Health IT Now (HITN, www.healthitnow.org) is a diverse coalition of 65 organizations, 

including health care providers, patient advocates, consumers, employers and payers, who 

support the adoption of health IT to lower costs while improving quality, safety and clinical 

outcomes.  

 

We are encouraged by the approach that the HITPC has taken and hope that many of the 

proposals contained in the recommendations will be retained through the next stage of 

rulemaking.  Because Stage 3 is not effective until 2016, however, we encourage the HITPC to 

look beyond what has been defined as attainable in Stage 1 and 2 and to consider a health care 

environment in which: 

 

 More than 20 million Americans may be newly insured in health benefit exchanges; 

 Demand for provider services will outstrip supply; 

 Health costs will continue to strain public and household budgets; 

 Newly minted doctors will begin their practices having never experienced a world 

without Internet access or mobile devices (more than 80 percent will use a tablet and 

mobile app to access patient information when delivering care); and 

 Hundreds of millions of consumers will use mobile health apps daily to manage their care 

and health. 

 

With these likely realities in mind, we challenge the Policy Committee to construct a 

framework that more aggressively advances technology solutions for the anticipated future needs 

of patients and providers and the challenges we as a country will soon face.  HITN encourages 
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the Policy Committee to take an expansive view of what is possible, rather than focus on the 

merely attainable.   

 

To this end, we recommend that you not only strengthen requirements for 

interoperability, query, and exchange but also consider patient engagement and clinical quality 

measures in the context of what standards will need to be in place by 2016 to support team-based 

care coordination models in traditional and mobile technology enabled environments.  Our 

comments that follow curate the various workgroup recommendations into the following 

categories: 

 

1. Interoperability, Query, and Exchange; 

2. Engaging Patients and Coordinating Care; 

3. Expanding the Use of Registries and Clinical Research. 

  

Program requirements must be concise; where specificity is warranted we ask that the 

Policy Committee provide detail; and for where the vendors and Meaningful Users have yet to 

find consensus, that you define parameters that will allow the EHR market to evolve naturally 

without implementing standards that may force the leading edge to regress.  Health IT Now is a 

firm believer in the promise and potential of the Meaningful Use program and we are eager to 

work with the Policy Committee to guarantee that robust recommendations made for Stage 3 are 

made a reality. 

 

1. Interoperability, Query, and Exchange 

 

Interoperability and information exchange are the cornerstones to achieving most care 

coordination, quality improvement or patient engagement goals.  Without the ability for patients 

and providers to easily locate and securely exchange health information, we believe the 

effectiveness of the Meaningful Use program will be limited. What follows are our comments on 

the workgroup recommendations that HITN believes will be most impactful to promoting 

interoperability and information exchange. 

 

IEWG 101 - Query 

 

EHR systems should be able to query another entity for outside records and to respond to 

such queries, but we believe that both public and private HIEs as well as certified EHRs and the 

NwHIN Exchange should be allowed to satisfy the denominator for this measure.  While public 

HIEs are still evolving, private HIEs are the backbone of existing public and private Accountable 

Care Organizations (ACOs).  We believe that Meaningful Use should do more to incentivize use 

of HIEs, not only as a trusted source that providers query to find relevant health information, but 

also as a secure location to store health information that may be needed across multiple providers 

and treatment settings to better coordinate care. 

  

Query functionality is integral to creating bilateral exchange in the Meaningful Use 

program.  In the Stage 2 Final Rule, ONC recognized that “walled gardens” are still significant 

barriers to interoperability.  While requiring EHR systems to demonstrate query functionality 

will bolster interoperability we do believe that further clarification is needed for when queries 
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must be allowed to take place. More specifically, we recommend that the query measure be 

considered in tandem with the Receipt Acknowledgement measure (SGRP305), and that queries 

only be counted towards the numerator if they are completed successfully or if a failed query is 

reported to a PSO or ONC-ATB.  We believe this will help break down the walled gardens ONC 

has indicated are a matter of concern, while improving patient safety.   

 

In addition, we would note that patient authorization is not required under current HIPAA 

standards for treatment, payment and health care operations.  We believe the recommendation 

should be modified to add a category that clarifies that patient authorization is not required 

because the request is made by a covered entity for HIPAA allowed disclosures.  As is, the 

recommendation suggests patient authorization would be required in these instances.   

 

SGRP 303 – Transitions of Care 

  

The summary of care document is central to the effective coordination of care across 

multiple providers that will lead to reductions in costly and often dangerous duplicative medical 

interventions.  While we support the concepts and content outlined by the Policy Committee for 

this measure, it is still unclear why by Stage 3, a summary of care document must be sent for just 

65% of transitions or referrals.   Further, we find it disconcerting that, in an electronic health 

record incentive program, only 30% of total summary of care documents must be sent 

electronically to satisfy the measure.  We recommend increasing the 65 percent threshold to at 

least 80 percent, the level where HITPC considers a measure to have “topped out.” We 

additionally suggest that the measure be amended to indicate that summary of care documents 

will only count towards the numerator if they are sent electronically.   

 

We believe the burden can be reduced for providers if the Policy Committee constrains 

the denominator for this measure to only include EHR systems that have been certified as able to 

complete the required exchange.  In addition, we suggest that the Policy Committee recommend 

that ONC expand exchange options available to vendors and providers by allowing transport 

standards that are backwards compatible to the Direct standard.  This will allow much-needed 

flexibility in certifying technologies to the measure, particularly EHR systems that were 

established before the beginning of the program or where functionality requires something more 

robust than Direct.  We also believe there should be a continued effort to define structured data 

elements and to avoid free text fields.  This effort might be driven by existing S&I Longitudinal 

Coordination of Care Work Group. 

 

Finally, we would recommend adding a requirement that summary of care documents 

sent electronically also be copied to an HIE or a NwHIN partner —if the provider participates in 

such an entity— in addition to being sent to the next setting of care.  

 

SGRP 305 – Receipt of External Information Acknowledgement 

   

We strongly support the Receipt Acknowledgement measure, but believe it should be 

better defined.  As mentioned previously in the Query (IEWG101) section, the Receipt 

Acknowledgement should be expanded to include a notification to the sending or querying 

provider when an exchange has failed —including information about the error— and should also 
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be shared with the ONC-ATB that certified the product.  In the Stage 2 interim final rule, CMS 

indicated that it was eliminating the requirement that 10 percent of transitions of care must be 

accompanied by electronic transmission of structured data across vendor boundaries.  In its 

place, CMS required providers to attest to a single test of their system to exchange data with a 

different vendor.  In the final rule CMS justified the change and stated that the Agency would 

“monitor the ease with which EPs, eligible hospitals, and CAHs engage in electronic exchange, 

especially across different vendors EHRs.”  We believe the Receipt Acknowledgement is an 

important policy lever that will allow CMS and ONC to better observe barriers to interoperability 

and exchange.  If the Receipt Acknowledgement measure is structured to include why an 

exchange failed and includes a feedback mechanism to the ONC-ATB that certified the product, 

ONC will be able to better inform their revisions to the rulemaking or certification processes to 

identify and eliminate walled gardens, among other issues. 

 

SGRP 204A - View, Download & Transmit 

 

A patient’s ability to view, download, and transmit health information from their 

provider’s EHR system is an important patient engagement tool.  We strongly support the Policy 

Committee’s proposal to strengthen how patients can use their information to better coordinate 

or improve their care.  

  

Patients should be Meaningful Users as much as providers.  We believe that it is not 

enough that they simply have access to their health information but also that they be able to 

exchange that information with another provider either in continuation of their care or in a new 

episode of care.  We support the measure that EPs should make the information available within 

24 hours but we believe there should be an increased emphasis on ensuring this information will 

be computable by the next provider.  This concept will be increasingly important if patients are 

able to send their health information from their provider to their PHR as suggested by Policy 

Committee in this measure.    

  

In addition to computability, we believe the Policy Committee should increase their focus 

on the kind of information available to the patient within 24 hours.  We believe that the measure 

should be amended to include test results that are most commonly duplicated among Medicare 

and Medicaid beneficiaries and should be expanded to include all digital imaging study results. 

 

SGRP 113 – Clinical Decision Support Interventions  

 

 We support the HITPC approach in expanding clinical decision support interventions 

from 5 to 15, and aligning those interventions with relevant clinical quality measures as well as 

to the provider’s specialty.  We also support the inclusion of drug-drug and drug-allergy checks.  

In the rulemaking process for the first two stages of the program, providers have consistently 

voiced concerns that CDS requirements have been poorly defined or process-based operations 

instead of a constructive tool that adds value to their clinical workflows.   

 

In addition, we suggest checking the CDS intervention against a patient’s individualized care 

plan, not only the health record, as part of the numerator for this measure.  Doing so would 

capture the patient’s clinical history but also takes into account their health goals. 
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2. Engaging Patients and Coordinating Care 

 

Much like interoperability is foundational to quality and efficiency gains, data fluidity is 

central to improvements in coordinated care.  We recommend that the approach to care 

coordination in Stage 3 not only focus on the availability of health information but its portability 

and the context for why it will be important to subsequent providers.  

 

SGRP 130 – CPOE for Transitions of Care 

  

We support the new measure to use CPOE for transitions of care and referrals, but 

suggest it be better aligned with related measures, such as through linking the CPOE measure 

with, at a minimum, the electronic requirement for the transitions of care measure (SGRP303).  

Using CPOE for transitions of care or referrals creates an electronic trail that will link providers 

to patients and make it easier for subsequent providers to locate and query relevant information.  

In the current environment, providers are only required to share summary of care documents via 

Direct to qualify for incentives.  The point-to-point nature of the standard does not always allow 

for the context necessary to understand why certain care decisions have been via a longitudinal 

care history.  CPOE for transitions of care will create an electronic link between the referring 

provider and the summary of care delivered at that time in a patient’s treatment.  This 

information will be valuable if a provider needs to access additional information about the 

patient for treatment or in the event that the patient is not responsive.  This measure will also be 

valuable in Stage 3 when considering proposed future measures such as:  

 

 Cross-setting care team member lists for inclusion in Transitions Care Plan Documents 

(SGRP304) 

 Collaborative Problem Lists (SGRP127); and 

 eNotification of significant healthcare events (SGRP308). 

 

We encourage the Policy Committee to retain the measure in its final recommendations.   

 

SGRP 208 – Communication Preferences 

 

Understanding a patient’s communication preferences is central to engaging them on an 

ongoing and significant basis.  We believe that this preference should be folded into the measure 

for collecting demographic information (SGRP104) and included in the certification criteria for 

that measure.  The Policy Committee has indicated that demographics collection has “topped 

out” at 80 percent.  We believe the robust collection of this information indicates its value and 

the ease with which it is collected, and encourage the committee to not retire the measure.  We 

believe this information will assist population health and comparative research, and will lessen 

the burden on providers for related measures that rely on this information such as patient 

reminders (SGRP116) and secure patient messaging (SGRP207).  This measure will also be 

beneficial as telemedicine grows as a standard of care as understanding a patient’s 

communication preference will provide insight into whether or not a telemedicine intervention 

will be effective.  
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SGRP119 – Family History 

  

We strongly support the inclusion of Family Health History as structured data into patient 

records.  Recording a family history is a low cost and highly effective diagnostic test to 

determine a patient’s risk factors for inherited conditions and inform clinical decision-making.   

It is an effective mechanism for getting patients engaged in their health.  We believe the measure 

should be constrained to one or more first-degree relatives that have been affected by inheritable 

chronic conditions such as cancer, heart disease and type II diabetes.  Many providers are already 

collecting family health history as a part of their intake forms and we believe that it is a 

minimally burdensome process.  We recommend that the HITPC incorporate this measure into 

the collection of demographics information (SGRP104). 

  

We also urge the Policy Committee to encourage use of this functionality by also 

amending SGRP 113 to allow identifying a patient who may be at risk for a condition, based on 

their collected family history, to be counted toward the numerator for the Clinical Decision 

Support intervention measure. 

 

3. Expanding the Use of Registries and Clinical Research. 

 

SGRP209 – Clinical Trials 

   

Health IT Now strongly supports the inclusion of Clinical Trials matching into the 

Meaningful Use program because it will promote patient recruitment and retention in clinical 

research.  Clinical trial participation in the United States has been historically low due to lack of 

public awareness as well as difficulties in recruiting and retaining patients.  These barriers have 

led to delays in time-to-market for lifesaving drugs, increased costs for drug development, and 

stalled innovation for drugs and therapies for common and rare conditions alike.  

  

EHRs can analyze and evaluate patient data instantly to determine eligibility for a clinical 

trial without ever compromising an individual’s privacy.  By examining clinical indicators for 

potential participation in research, providers will be able to easily identify, as well as provide 

information on, relevant trials that may be beneficial to an individual’s care. EHRs can enable 

clinical decision support functionality when a patient exhibits certain diagnostic factors that 

match pre-trial eligibility requirements for relevant clinical trial opportunities.  Patients and 

doctors could then decide whether participation in a trial makes sense for them. 

 

The technology to achieve this already exists and would be minimally burdensome for 

providers to implement as a clinical decision support tool.   We believe that this measure can be 

strengthened if it is considered in tandem with the Educational Resources (SGRP206) quality 

measure.  We believe that querying relevant clinical trials enrollment systems including 

clinicaltrials.gov should count against the 10 percent measure in SGRP206.   

   

We urge the Policy Committee to also amend SGRP 113 to allow matching a patient to a 

clinical trial for a high-priority condition to be counted toward the numerator for the Clinical 

Decision Support intervention measure.  We strongly urge the HITPC to include these changes in 

Stage 3 and not wait until future stages.   
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SGRP404 & SGRP405 - Cancer & Other Registries 

  

We support the inclusion of the measures but request clarification on how registries will 

be defined.  We also request that HITPC give additional definition around how these registries 

will be tracked over time as well as how providers will be able to identify the most appropriate 

registry for their patient. 

 

4. Other issues 

 

SGRP408 - Adverse Event Reporting to FDA 

  

We agree that EHRs should have the ability to report adverse events related to FDA 

regulated devices and drugs to the Agency.  Currently, however, the FDA does not regulate 

EHRs.  While we support the notion of this measure we do not believe that the FDA should be 

evaluating adverse events related to EHRs since they do not regulate the technologies causing the 

event.  We believe the most appropriate process for reporting adverse events is through Patient 

Safety Organizations (PSOs) created for this exact purpose by the Patient Safety and Quality 

Improvement Act of 2005 (Pub.L. 109-41) and the ONC-ACBs that have certified the products 

for use in the program.  

  

We believe the Policy Committee should offer more clarity about what constitutes an 

adverse event, and suggest defining an event in this regard as failures of EHR systems to 

function as-certified.  This definition creates a clearer pathway for regulation and corrective 

action.  Further, we agree that these adverse events need to be reported to a database, but the 

FDA MAUDE database is not appropriate for non-medical devices.  We recommend that a 

similar database be made publicly available on the ONC website.  

  

5. Conclusion 

 

We appreciate the opportunity to provide you with our comments on the proposed 

modifications to the Meaningful Use program. We stand ready to work with the HITPC to help 

ensure that your valuable recommendations are carried into the final rule.   

  

Sincerely, 

 

 

Joel White 

Executive Director 


