
 
 

 

April 22, 2013 

Submitted Electronically 

Department of Health and Human Services 

Office of the National Coordinator for Health Information Technology,  

Attention: Interoperability RFI 

Hubert H. Humphrey Building, Suite 729D, 200 

Independence Ave, SW 

Washington, DC 20201 

Docket Number: CMS-2013-0044 

We appreciate the opportunity to comment on the Department’s Request for Information on 

accelerating interoperability and information exchange across the care continuum.  The 

undersigned consumer organizations are members of the Consumer Partnership for e-Health 

(CPeH) and the Campaign for Better Care (CBC).  The National Partnership leads these two 

important coalitions of consumer organizations dedicated to changing the way health care is 

organized, financed, and delivered.  CPeH and CBC together include more than 150 consumer 

and patient groups working to ensure that implementation of both the HITECH Act and the 

Affordable Care Act result in higher quality, more patient-centered care, fewer disparities, and 

better outcomes for everyone. 

 

We agree that the nation is on the cusp of a new era of health care delivery, and we share your 

vision of a transformed system that is person-centered and value-based.  To get there, we need a 

robust health information technology (IT) and exchange infrastructure that supports care 

coordination and patient-centered care
1
 and promotes consumer engagement.   

 

As noted in the Request for Information (RFI), health IT is an essential foundation for delivery 

system and payment reforms.  New models of care require the ability not just to share data, but to 

integrate it across various sources (including non-EHR) and across various types of data (i.e., 

clinical, claims, and patient-generated data).  The challenge before us is how to ensure every 

provider in the country has health IT that is capable of coordinating with other providers, 

facilitating the safe and secure measurement of care quality, and giving patients and family or 

other designated caregivers the information they need to be active partners in care and in health.   

 

Our high-level recommendations for advancing interoperability and health information exchange 

are outlined below and focus on three key areas:  

 

                                                           
1
 For purposes of brevity, we refer throughout our comments to “patient’ and “care,” given that many HHS 

programs and initiatives are rooted in the medical model.  To some, these terms could imply a focus on episodes of 

illness and exclusive dependency on professionals.  Any effort to improve patient and family engagement must 

include the use of terminology that also resonates with the numerous consumer perspectives not adequately reflected 

by medical model terminology.  For example, people with disabilities frequently refer to themselves as "consumers" 

or merely "persons" (as opposed to patients).  Similarly, the health care community uses the terminology 

“caregivers,” while the independent living movement may refer to “peer support.” 



   

2 

 

 I. Bolster & Expand Key Infrastructure 

 II. Develop Better Quality Measures  

 III. Expand Coordination and Information Sharing Requirements 

 

Answers to the specific questions presented in the RFI are included in the appendix.   

 

I. Bolster & Expand Key Infrastructure:  

The “Meaningful Use” Electronic Health Record (EHR) Incentive Program is moving us towards 

a  more patient- and family-centered health care system enabled by health information 

technology (health IT), and is also serving as a springboard for continued innovation.  

Meaningful Use has facilitated the development of standardized data elements and transmission 

methods, which are critical for health information to be more uniformly collected and shared.  

For example, the policymaking and parallel certification process has produced standardized data 

elements for critical records and processes of care, including:   

 Summary of Care Record – The eligible hospital that transitions a patient to another 

setting of care or refers the patient to another provider of care provides a summary 

care record for 50 percent of transitions of care or referrals;  

 After Visit Summary – Clinical summaries are provided for patients following each 

office visit; and  

 View, Download, Transmit (V/D/T) – Patients have the ability to view online, 

download, and transmit their health information and specifies the types of information 

that must be made available.  

HHS should use its authority to encourage and/or incentivize more robust standards that 

foster information sharing across more participants in the system, including with non-

Meaningful Use eligible providers like nursing homes. 

Limited transport methods for these data elements are currently available; the most common are 

the Consolidated CDA standard for the electronic transfer of a Care Summary, and the Direct 

standard.  The Direct standard
2
 is an effective method of achieving health information exchange, 

particularly in cases where a receiving provider may not have a full EHR, such as many long-

term and acute care providers.  Direct allows participants to send authenticated, encrypted health 

information directly to known, trusted recipients over the Internet in a simple, secure, scalable, 

standards-based way.  While work remains to enable EHR systems to incorporate standardized 

data elements directly into the medical record, HHS should leverage the Direct standard to 

accelerate information exchange across diverse types of providers and patients.  For 

example, CMS should map National Provider Identifier (NPI) numbers to providers’ Direct 

email addresses and produce a directory to more seamlessly enable secure provider-to-provider 

communication.  HHS could also consider how to offer patients and family/designated caregivers 

Direct email addresses to encourage provider-patient secure communication.  While leveraging 

the Direct standard is an important first step, we encourage HHS to remain agnostic with respect 

to particular technical models used for health information exchange.  HHS should focus on 

                                                           
2
 http://wiki.directproject.org/file/view/DirectProjectOverview.pdf 
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facilitating an ecosystem that equally supports a variety of current and future technological 

approaches.  

A limitation of the EHR Incentive Program is that not all providers across the care continuum are 

eligible for incentive payments.  We encourage HHS to extend the influence of the 

Meaningful Use program, both by advancing necessary requirements that create 

standardization in the marketplace for a range of data and functions, and by exploring the 

idea of shared or bonus payments to other, non-eligible providers, such as long-term care, 

behavioral care, and home-based care.  This could be done through grants or other means.  

 

II. Develop Better Quality Measures:  

New payment and delivery models, such as Accountable Care Organizations (ACOs) and Patient 

Centered Medical Homes (PCHMs), require coordination and information exchange to succeed 

in improving health outcomes.  Under the current fragmented fee-for-service payment model, 

there is no incentive to share data.  We strongly support using a variety of incentives, payment 

adjustments, and requirements to create a functional HIT system for managing and improving 

health care, rather than separate HIT programs working on parallel tracks.   

HHS should implement a limited set of existing high-value measures that leverage 

functionalities that are only possible in an electronic environment and that support new 

payment and delivery models.  Focusing on high-value measures already applicable to 

electronic use in areas that will encourage health information exchange – such as care 

coordination and patient-reported outcomes (PROs) – and discarding low-value measures, will 

help move us to a more electronically connected system.  Concurrently, HHS needs to discard 

low-value measures that divert energy from high-impact activities. Many HHS programs have 

clinical quality measures that will not make a big difference in improving care (e.g., reflect basic 

competencies, lack evidence on improving outcomes, allow providers to simply check-the-box
3
).  

Although using existing measures is preferred, there are significant measurement gaps in areas 

that encourage health information exchange.  Thus, measure development is necessary to the 

successful use of measures in promoting health information exchange.  HHS must allocate 

some of its current measure development funds and resources to filling these gaps.  

HHS should explore developing new survey questions to capture the patient or 

family/designated caregiver’s assessment of electronic information sharing (i.e., if referred, 

was the patient’s electronic information received at the secondary provider’s office by the time 

of the patient’s visit?).  HHS should also integrate small number of the most essential HIT 

CAHPS (Consumer Assessment of Healthcare Providers and Systems) questions into other 

surveys such as the Hospital CAHPS, the PCMH CAHPS, and the Clinician and Group (CG) 

CAHPS to maximize patient experience data on electronic information exchange for 

coordination and efficiency across the care continuum. 

                                                           
3
 For example, efforts to build measures of patient-reported outcomes for orthopedic care resulted in check-the-box 

measures of whether the clinician “assessed” the patient’s functional status before and after hip and knee 

replacement. It failed to take advantage of more valuable measures and tools (e.g., Minnesota Community 

Measurement’s patient-reported outcome measure for total knee replacement, NIH PROMIS). 
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Registries that capitalize on HIT are a viable source of data for current and new measures 

that promote health information exchange.  For registries to generate measures of HIE, 

however, they need to meet certain criteria.  Registries should electronically interface with other 

data sources, including both EHRs and other sources of data not included in the EHR (e.g., 

imaging, product bar code, other settings).  They should also be able to transmit data 

electronically to third parties (e.g., vendors, CMS).  Additionally, registries should use standards 

for common data elements, such as LOINC codes for laboratory data and NCPDP standards for 

pharmacy data.   

 

 

III.  Expand Coordination and Information Sharing Requirements:  

Once these technical and quality foundations are established, HHS should build stronger 

requirements for data exchange into a wide range of programs and initiatives.  We believe 

the innovative new models being tested by the Innovation Center offer significant opportunity to 

advance a strong infrastructure and processes for health information exchange.  Health 

information exchange is fundamental to achieving the improved quality, care coordination, 

patient-centeredness, and cost reduction goals of the following programs: 

 Accountable Care Organizations  

 Comprehensive Primary Care initiative  

 Bundled Payment for Care Improvement initiative  

 Independent At Home demonstration  

 Federally Qualified Health Center (FQHC) Advanced Primary Care Practice 

Demonstration 

 Medicaid Health Homes  

 Community-Based Care Transitions Program  

In general, we urge the Innovation Center to ensure that all new demonstration and pilot 

applicants be required to prove – in advance – how they are using interoperable technology to 

advance HIE in care coordination, quality improvement, and patient and family engagement.  

Evaluation of the demonstrations and pilots should also include providers’ performance on 

quality measures that are indicative of whether or not care was coordinated and 

information was exchanged electronically.  Measures could include patient survey questions, 

electronically closing the referral loop, medication reconciliation, etc.  Initiative-specific 

recommendations are included in the appendix. 
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Taken together, the technical infrastructure and standardized data elements created by 

Meaningful Use, innovative transport methods, and more accurate, meaningful quality measures 

will yield dramatic improvements in the ability of electronic health information to securely 

follow the patient between settings of care.   

 

Sincerely, 

American Association on Health and Disability 

American Hospice Foundation 

Asian & Pacific Islander American Health Forum 

Caregiver Action Network 

Caring From a Distance 

Center for Democracy & Technology 

Center for Medical Consumers  

Childbirth Connection  

Colorado Consumer Health Initiative 

Consumers Union  

Healthwise 

National Consumers League  

National Council of Jewish Women 

National Health Law Program 

National PACE Association 

National Partnership for Women & Families 

The Children’s Partnership 

Universal Health Care Action Network of Ohio 

Well Spouse Association  

Mary Anne Sterling, Family Caregiver Advocate 

Lisa Fenichel, e-Health Consumer Advocate
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Appendix 

Questions for Public Comment  

 

#2: Which programs are having the greatest impact on encouraging electronic HIE? 

 Meaningful Use, and the standards deployed through the HHS Certification program, is 

accelerating the development of necessary standards and services to make care 

coordination across health systems easy and efficient for both providers and patients. 

o Even more robust standards are necessary to foster information sharing across 

more participants in the system, including with non-Meaningful Use eligible 

providers like nursing homes, behavioral care, and home-based care. 

o HHS should consider developing a voluntary certification program for LTPAC 

technologies used by non-meaningful use eligible providers. 

o We encourage HHS to extend the influence of the Meaningful Use program, both 

by advancing necessary requirements that create standardization in the 

marketplace for a range of data and functions, and by exploring the idea of shared 

or bonus payments to other, non-eligible providers, such as long-term care, 

behavioral care, and home-based care.  This could be done through grants or other 

means. 

o As a first step, HHS should leverage the Direct standard to accelerate information 

exchange across diverse types of providers and patients.  For example, CMS 

should map National Provider Identifier (NPI) numbers to providers’ Direct email 

addresses and produce a directory to more seamlessly enable secure provider-to-

provider communication.   

 HHS could also consider how to offer patients and designated caregivers 

Direct email addresses to encourage provider-patient secure 

communication. 

 While leveraging the Direct standard is an important first step, we 

encourage HHS to remain agnostic with respect to particular technical 

models used for health information exchange.  HHS should focus on 

facilitating an ecosystem that equally supports a variety of current and 

future technological approaches. 

o In Stage 3 of meaningful use, CMS should make the Eligible Hospital objective to 

provide structured electronic lab results to ambulatory providers a core measure, 

and increase the required measure as aggressively as possible, as the HIT Policy 

Committee proposed in the Stage 3 Request for Comment (RFC). 

 It is absolutely critical that health IT systems facilitate the safe and secure sharing 

information, not just between providers, but among patients, families, and other 

designated caregivers.  Giving patients the ability to view, download, and transmit 

(V/D/T) their own health information was a monumental advancement for consumers in 

Stage 2 of Meaningful Use.  Increasing patients' access to and use of their own health 

information through the V/D/T requirement should have a great impact on encouraging 

electronic health information exchange – both between patients and providers, and among 

the individual providers helping the patient.   
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#3: How do current CMS payment policies encourage or impede electronic HIE across health 

care provider organizations, particularly those that may be market competitors? What CMS 

and ONC programs and policies would address disincentives for HIE that result in “Data 

Lock-in”?  

Note: Please refer to our response to Question #8 for additional suggestions on CMS programs 

and policies.  

 Fee-for-Service: At the most fundamental level, the fee-for-service payment model 

impedes electronic information exchange across health care provider organizations by 

compensating each provider separately based on the number of services provided without 

any regard for quality outcomes.  Furthermore, use of health IT is not rewarded or 

incentivized in this payment model. 

o CMS should consider including in the payments for evaluation and management 

(E&M) services the use of health information exchange, such as sharing care 

summaries.  

 Data Lock-In: An important byproduct of encouraging patients and families to access 

their health information, through mechanisms like the View/Download/Transmit (V/D/T) 

functionality, is that it limits the ability of providers to “lock-in” patient data.  Giving 

consumers the power to V/D/T their own health data ensures that patients and families – 

and their health information – are not tethered to any one provider, portal, or personal 

health record, and can be aggregated across multiple providers and settings of care.  As 

such, HHS should widely promote Blue Button and other opportunities for consumers to 

electronically access and direct their personal health information.  

 

#4: Which policies would most impact post-acute, LTC, and behavioral health providers 

exchange of health information, including electronic HIE, with other treating providers?  

 To advance information exchange across the care continuum, patients and providers must 

feel comfortable electronically sharing certain types or categories of sensitive health data 

(i.e., substance abuse information, mental health history, etc.).  The Data Segmentation 

for Privacy (DS4P) initiative is currently exploring means of protecting specific elements 

of health information, both within an EHR and in broader electronic exchange 

environments.  We encourage HHS to support and expand pilot testing of the DS4P 

initiative.   

o Currently, the exchange of sensitive data between behavioral health and physical 

health providers is the focus of one of three pilot ecosystems.  The results and 

lessons learned from this pilot should be distributed to enhance provider and 

patient awareness and education 

 HHS should explore how it could align existing private-sector voluntary certification 

programs for providers not eligible for meaningful use incentive payments, with the 

standards and certification requirements of meaningful use to facilitate seamless data 

exchange between eligible and non-eligible providers.  
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#7: How could the EHR Incentive Program advance provider directories that would support 

exchange of health information between Eligible Professionals participating in the program? 

 We agree that the provider directories can be leveraged to facilitate electronic exchange 

of health information, and the meaningful use attestation process offers existing channels 

for collecting this information.  We defer to HHS in determining the logistical details of 

such reporting, but are very supportive of the overall concept. 

o CMS should develop a list matching/mapping National Provider numbers to 

providers’ direct email addresses.  “Direct” exchange allows senders to push 

health information securely to known receivers; the sending provider must know 

the Direct (e-mail like) address of the receiving provider in order to securely send 

information.   

o CMS should also offer beneficiaries Direct addresses so they can participate in 

data sharing with providers using the Direct protocols.  

 

#8: How can new authorities under the Affordable Care Act for CMS  to test, evaluate, and 

scale innovative payment & delivery models best accelerate standards-based electronic HIE 

across treating providers? 

Note: Many of our suggestions below regarding specific initiatives also apply to Question #3 

regarding CMS payment policies  

As previously mentioned, all new Innovation Center demonstration and pilot applicants should 

be required to demonstrate – in advance – how they are using interoperable technology to 

advance HIE in care coordination and quality improvement.   

 Evaluation of the demonstrations and pilots should also include providers’ performance 

on quality measures that are indicative of whether or not care was coordinated and 

information was exchanged electronically.   

o Measures could include patient survey questions, electronically closing the 

referral loop, medication reconciliation, etc.   

o HHS should explore developing new survey questions to capture the patient or 

family/designated caregiver’s assessment of electronic information sharing (i.e., if 

referred, was the patient’s electronic information received at the secondary 

provider’s office by the time of the patient’s visit?).  HHS should also integrate 

small number of the most essential HIT CAHPS questions into other CAHPS 

surveys to maximize patient experience data on electronic information exchange 

for coordination and efficiency across the care continuum (i.e., Hospital CAHPS, 

PCMH CAHPS, and CG CAHPS). 

 Registries that capitalize on HIT are a viable source of data for current and new measures 

that promote health information exchange.  For registries to generate measures of health 

information exchange, they should electronically interface with other data sources (e.g., 

EHRs, product bar codes), have the capacity to transmit data electronically to third 

parties (e.g., vendors, CMS), and use standards for common data elements (e.g., LOINC 

codes for laboratory data).   
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 Additionally, most new delivery models require care assessment and/or care planning.  

Care plans should be available electronically so patients can update and share relevant 

information with other members of their care team.  

With regard to specific Innovation Center initiatives, we recommend the following to foster 

information exchange:  

Accountable Care Organizations 

 There are some basic requirements in place for ACOs regarding electronic medical 

records. Pioneer ACOs must attest that at least 50 percent of the ACO’s primary care 

providers have met requirements for Stage 1 Meaningful Use, and both Shared Savings 

ACOs and Pioneer ACOs are required to report on a quality measure that assesses the 

percent of participating primary care providers who successfully qualify for an EHR 

incentive payment program.  

 Given the success of the Meaningful Use program, however – and the role that ACOs 

should be playing as leaders in coordinating care – ACOs should be held to a higher 

standard and must lead the way in fostering health information exchange. 

o At a minimum, the quality measure described above should apply to hospitals and 

any Eligible Provider under Meaningful Use who is part of the ACO arrangement.  

o But a quality measurement approach is not sufficient, especially given the success 

of the Meaningful Use program, which has been more successful than CMS 

anticipated.  More than 70 percent of hospitals and 40 percent of physicians are 

Meaningful Users today, creating an infrastructure for health information 

exchange that should be leveraged in the ACO programs and other innovative 

new models. 

o ACOs should be held to higher requirements for sharing care summaries 

electronically than is currently required in the Meaningful Use program. ACOs 

should facilitate the provision of electronic communication infrastructure, such as 

by making the Direct standards and services available to all their participating 

providers.  ACO participants should use the Direct standard, or a compatible 

service or capability, to transmit Summary of Care records and, eventually, care 

plans.  Stage 2 of Meaningful Use will require a Summary of Care record to be 

provided for 50 percent of transitions and referrals, and to provide the record 

electronically for more than 10 percent of transitions and referrals.  Stage 2 will 

facilitate more robust health information exchange, and ACOs should lead the 

way. 

o We also recommend requiring Shared Savings and Pioneer ACOs to catalogue 

existing Health Information Exchange (HIE) efforts in their Medical Trading 

Areas and provide plans for connecting to them (or a rationale for why not). 

o Furthermore, ACOs should be accountable for whether patients and families say 

their providers are coordinating care.  This could be accomplished via a patient 

experience survey question that asks about the extent to which a patient’s provider 

is informed about the care the patient received from specialists or other providers.   

o ACOs should have standards and processes in place for beneficiaries to 

electronically access their health information in a way that is aligned with the 

“View/Download/Transmit” criteria in State 2 Meaningful Use (at least among 
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providers that are eligible for Meaningful Use).  This would enable consumers to 

share their health information with every member of their care team. 

Comprehensive Primary Care Initiative 

 To be eligible to participate in the Comprehensive Primary Care (CPC) Initiative, 

primary care practices must have a certified EHR system or an electronic registry.  In 

selecting practices, CMS indicated it would give preference to applicants that had 

achieved Stage 1 Meaningful Use.  One of the milestones CPCI practices are working 

toward calls on them to successfully attest to Meaningful Use in Medicare or Medicaid 

by the end of the first performance year (if not already in place). 

o Based on the eligibility requirements, CPC practices presumably have some 

infrastructure in place.  We strongly support their continued advancement toward 

Stage 2 Meaningful Use, which includes standards for more robust exchange.  

Meeting Stage 2 Meaningful Use in 2014 will help practices to achieve the 

promise of the CPC initiative of better coordinated, patient-centered, and more 

comprehensive primary care. 

Bundled Payment Initiative 

 In selecting entities to participate in the bundled payment initiative, CMS indicated it 

would give preference to those who are Meaningful Users or who have a minimum of 50 

percent of providers meeting the standards for meaningful use (including the ability to 

electronically exchange patient Summary of Care records with relevant providers as 

necessary to ensure care coordination, medication reconciliation, and prevention of 

readmissions).  

o We strongly support giving preference to applicants who are Meaningful Users, 

but urge rapid advancement toward Stage 2 Meaningful Use. 

o Applicants should also facilitate the provision of electronic communication 

infrastructure, such as by making the Direct standards and services available to all 

their participating providers or using a comparable service to transmit care plans 

and summaries. (Please refer to comments regarding ACOs for further detail). 

o Applicants should also have standards and processes in place for beneficiaries to 

electronically access their health information in a way that is aligned with the 

“View/Download/Transmit” criteria in Stage 2 Meaningful Use (at least among 

providers that are eligible for Meaningful Use). 

Independence at Home 

 Independence at Home (IAH) practices are currently required to have electronic medical 

records, the ability to use remote monitoring, and mobile diagnostic technology (or a 

referral arrangement with providers with this capacity who will report findings back to 

the practice). 

o We support – over time – requiring IAH practices to have basic infrastructure in 

place, but also urge CMS to move toward requiring practices to have certified 

EHRs, and to meet Stage 1 Meaningful Use requirements that care summaries be 

shared electronically 10 percent of the time. 
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o We also strongly support encouraging practices to move toward Stage 3 

Meaningful Use, which calls for care summaries to be shared with any-patient 

identified member of the care team after each visit at least 65 percent of the time. 

o Practices should also have standards and processes in place for beneficiaries (or 

their family/designated caregivers, as they choose) to electronically access their 

health information in a way that is aligned with the “View/Download/Transmit” 

criteria in State 2 Meaningful Use (at least among providers that are eligible for 

Meaningful Use). 

o While we recognize that meeting these standards may be more challenging for 

some IAH providers, building the infrastructure and processes for health 

information exchange will help practices to better coordinate care and meet the 

needs of the vulnerable population of Medicare beneficiaries they serve. 

o As an interim step, we urge CMS and ONC to conduct a survey to assess how 

many IAH practices are Meaningful Users, and consider how CMS and ONC 

might best support practices in moving toward those goals, such as linking them 

to Regional Extension Centers.   

 

FQHC Advanced Primary Care Practice Demonstration 

 FQHCs participating in the Advanced Primary Care Practice demonstration agree to 

reach Level 3 of NCQA Patient Centered Medical Homes (PCMH)’s standards by the 

close of the demonstration program. The PCMH standards support health information 

exchange, but we strongly urge CMS to ensure that: 

o Certified EHRs are a requirement for this program, to enable FQHCs to send and 

receive data with meaningful use-eligible providers.  

o FQHCs should also have standards and processes in place for beneficiaries to 

electronically access their health information in a way that is aligned with the 

“View/Download/Transmit” criteria in State 2 Meaningful Use (at least among 

providers that are eligible for Meaningful Use). 

Medicaid Health Homes 

 CMS strongly encourages state Medicaid programs to call on Health Homes to use health 

information technology to link services, as feasible and appropriate, to achieve better care 

coordination. 

o We are pleased that many Medicaid providers are already adopting EHRs and will 

be required to meet Stage 1 Meaningful Use next year.  If providers upgrade to a 

Stage 1 certified EHR next year, these systems are likely to comply with Stage 2 

Meaningful Use – which will help to speed health information exchange among 

providers serving the most vulnerable populations. 

o We encourage CMS to evaluate providers’ performance on quality measures that 

are indicative of whether care was coordinated and information was exchanged 

electronically.  Measures could include patient survey questions, electronically 

closing the referral loop, medication reconciliation, etc.   

o We believe health homes must also have standards and processes in place for 

beneficiaries (or their family caregivers, as they choose) to electronically access 



   

12 

 

their health information in a way that is aligned with the 

“View/Download/Transmit” criteria in State 2 Meaningful Use (at least among 

providers that are eligible for Meaningful Use). 

Community-Based Care Transitions Program 

 The Community-Based Care Transitions Program – which supports partnerships between 

hospitals and community-based organizations to improve care transitions and reduce 

hospital readmissions – offers a significant opportunity to foster health information 

exchange to improve care for patients (especially given the large number of hospitals that 

are successful meaningful users).  

 As most community-based organizations are unlikely to have EHRs in place, this 

program could also provide an opportunity to create electronic connections to community 

resources through pilot programs and grants on top of the reimbursement rate. 

 We strongly encourage participating hospitals to adopt standards and processes for 

beneficiaries (and/or their family caregivers, as they choose) to electronically access their 

health information in a way that is aligned with the “View/Download/Transmit” criteria 

in State 2 Meaningful Use. 

 

#9: What CMS and ONC policies and programs would most impact patient access and use of 

their electronic health information in the management of their care and health?  

 It is absolutely critical that health IT systems enable providers to safely and securely 

share information, not just with each other but with patients, families, and other 

designated caregivers.  Consumers can be true partners in health and health care only if 

they have access to comprehensive and accurate information they need to be engaged in 

care.  Giving patients the ability to view, download, and transmit (V/D/T) their own 

health information was a monumental advancement for consumers in Stage 2 of 

Meaningful Use.  HHS should expand the use of innovative tools like the Blue Button 

that allow patients and families to access and use their health information as they see fit.   

o As the HIT Policy Committee explores alternative approaches for demonstrating 

meaningful use in Stage 3, particularly the idea of deeming based on performance 

(under consideration by the Deeming Subgroup of the Meaningful Use 

Workgroup), it is critical that the V/D/T functionality is maintained as a separate 

use requirement until more robust data on patient use is available.  In other words, 

the V/D/T requirement should never be “deemed” completed by a provider’s 

performance on another related requirement.  

 We strongly encourage HHS to plan and implement corresponding beneficiary 

engagement and education efforts that will be necessary to fully realize the potential of 

patient access and use of their electronic health information.   

o For example, current Medicare beneficiaries who download their claims data from 

CMS via Blue Button may easily be overwhelmed by the amount, complexity, 

and clinical nature of the information they receive.  It is incumbent upon HHS to 

ensure that consumers are aware of tools like the iBlueButton and other 

applications that upload, organize, and display this information in ways that are 

understandable and useful to patients, families, and providers.   
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 At a minimum, CMS should prominently display information explaining 

the availability of these applications and other resources on the 

MyMedicare.gov website, preferably next to the Blue Button. 

 Medicare SHIP counselor training should include information on how to 

help Medicare beneficiaries electronically access their personal health 

information.   

 The Medicare handbook and all relevant Medicare consumer publications 

should inform beneficiaries about accessing their personal health 

information and encourage beneficiaries to ask their physician for access 

to their personal health information.  

 CMS should also encourage beneficiaries to electronically access and 

download their health information (and explain how to do so) as part of 

the Medicare Annual Wellness Visit.  Ensuring that beneficiaries have the 

information they need to manage their health and health care is a critical 

component of efforts to develop or update a personalized prevention plan.  

o We also recommend that the automated Blue Button feature (which directs a 

provider to transmit an individual’s health information to another location of their 

choosing, such as from specialist to primary care portal or non-provider affiliated 

personal health record) be a part of all CMS and ONC policies and models that 

advance V/D/T capability. 

 HHS should also consider making public the meaningful use registration and attestation 

database to enable consumer choice of providers who have the ability to electronically 

exchange health information, and those offering V/D/T capability.   

 

#10: What specific HHS policy changes would significantly increase standards-based 

electronic exchange of laboratory results? 

 

 In Stage 3 of meaningful use, CMS should make the Eligible Hospital objective to 

provide structured electronic lab results to ambulatory providers a core measure and 

increase the required measure as aggressively as possible, as the HIT Policy Committee 

proposed in the Stage 3 Request for Comment (RFC). 


