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June 25, 2014 
 
Ms. Pamela Hyde 
Administrator 
Substance Abuse and Mental Health Services Administration (SAMHSA) 
U.S. Department of Health and Human Services 
1 Choke Cherry Road 
Rockville, MD  20857 
 
RE: Response to 42 CRF Part 2 Listening Session 
 
Dear Administrator Hyde: 
 
Thank you for inviting Health IT Now to participate in the Public Listening Session on the 
Confidentiality of Alcohol and Drug Abuse Patient on June 11, 2014.  The following are our responses to 
the 42 CFR Part 2 Discussions Topics posted in the Federal Register on May 12, 2014 (4162-20-P). 
 
Health IT Now is a broad based coalition of patient groups, provider organizations, employers and payers 
that supports incentives to deploy heath information technology to improve quality, outcomes, and patient 
safety and to lower costs. The coalition works to promote interoperability standards to lower costs and 
improve health by establishing workable interoperability standards across providers and within facilities. 

According to uncontested testimony provided at the  June 11, 2104 Listening Session, virtually every 
Health Information Exchange (HIE) in the United States – with the exception of Current Care in Rhode 
Island – refuse to accept substance abuse and associated menthal health Electronic Health Records due to 
stringent Part 2 consent requirements.  As currently interpreted by SAMHSA and the HHS Office of Civil 
Rights (OCR), a patient with addiction disorders must execute a new consent every time a new health care 
provider joins a statewide, regional, or metropolitan HIE; resulting in multiple new consent forms daily, 
weekly, or monthly. The administrative burden and risk associated with this requirement are so great that 
HIEs have broadly opted out. 
 
The Accountable Care Workgroup of the Office of the National Coordinator for Health Information 
Technology (ONC) noted the Medicare Accountable Care Organizations (ACOs) have the same inability 
to share addiction and mental health EHRs because of HHS privacy interpretations.  The CMS Center for 
Medicare and Medicaid Innovation (CMMI) acknowledges that sharing Medicare claims data with 
Pioneer ACOs nationwide require it redact all addiction medical records due to Part 2 consent 
requirements. 
 
When the Drug Abuse Prevention, Treatment and Rehabilitation was enacted in 1972, the goal of 
stringent consent standards regarding substance abuse medical records was to encourage persons with 
major addiction disorders to seek outpatient and inpatient treatment.  In the era of technology-enabled 
care, the unintended consequence of Part 2 is inhibiting coordinated care in treating the whole person – 
mentally and physically - with substance use disorders across the behavioral health system, primary care, 
and specialty medicine. 
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Three key subjects highlighted in the SAMHSA Discussion Topics Document: 
 
Consent Requirements:  Health IT Now strongly urges a new 42 CFR Part 2 regulation to allow consent 
forms to include more general descriptions of the individual, organization or health care entity to which 
disclosure is to be made. This important change would ease the multiple consent requirements discussed 
earlier thereby facilitating the interchange of substance abuse treatment information across HIEs, 
Medicare ACOs, Medicaid Health Homes, and state-based Coordinated Care Organizations (CCOs).  In 
conjunction with this proposal, it is important to note that substance use EHRs would be covered under 
existing HIPAA privacy standards, which protect the confidentiality of sensitive medical information 
associated with stigmatized medical conditions including HIV/AIDS and Sexually Transmitted Disease 
(STDs). 
 
Re-disclosure:  Promulgate a new Part 2 rule revising the re-disclosure provision to clarify that the 
prohibition on re-disclosure only applies to information that would identify an individual as a substance 
abuser, and allows other health-related information shared by the Part 2 program to be re-disclosed.  This 
rule is required because almost 30% of people with an active substance abuse disorder have often life 
threatening comorbid chronic medical and surgical diseases including emphysema, COPD, cirrhosis, and 
heart disease.  Coordinated clinical management of these conditions with addiction treatment results in 
improved medical and surgical outcomes and better overall behavioral health.  Further, we see no conflict 
between this proposed re-disclosure rule and the DS4P data segmentation projects currently being 
pursued under the auspices of SAMHSA. 
 
Qualified Service Organization:  Issue a Part 2 regulation that expands the definition of qualified service 
organization (QSO) to explicitly include care coordination services and to allow a QSO Agreement 
(QSOA) to be executed between an entity that stores Part 2 information, such as a payer or an ACO that is 
not itself a Part 2 program, and a service provider.  In fact, the Coalition would go further by simply 
proposing that care coordination and population health management be made exempt from Part 2 
requirements analogous to similar exemptions in current HIPAA law. 
 
Over the past decade, on a bipartisan basis, Congress has authorized an array of Medicare and Medicaid 
initiatives with the goal of improving care coordination for persons with multiple chronic medical 
conditions.  While Medicare Special Need Plans (SNPs), ACOs, and Medicaid Health Homes serve 
different patient populations, they are all designed to achieve two interrelated goals: reduce costs and 
enhance health care outcomes via improved care coordination.  In turn, the foundation of all these efforts 
is the interoperability of medical records and the rapid, vigorous exchange of clinical information in the 
context of secure digital systems. 
 
We urge that information be available across the care continuum that allows physical and mental care 
providers to treat the whole patient.  Segmenting data was originally designed to protect patient 
confidentially, now it inhibits care by cloaking essential care and medication information from providers 
and potentially harming the patient.  If you ask patients, they will say combine the information and make 
it available for care.  If used illegally, enforce the rules rather than restrict access. 
 
Thank you for the opportunity to comment on this important issue of treating the whole person. 
 
Regards, 
 
 
 
Joel C. White 
Executive Director 


