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The Iowa Health System
 commends the Office of the National Coordinator for Health Information Technology for starting the process of giving definition to the crucial term “meaningful use.”  The “meaningful use” definition is highly pertinent to us, an integrated group of hospitals and physicians, who see patients reaping the benefit of system interoperability and sharing of health information on a daily basis.  Our hospitals and physicians will share information through HealthNet connect,
 a fiber optic network capable of transforming health care in the Midwest by enabling health-care providers to communicate medical information instantaneously across the state. The 3,600-mile fiber optic network provides services to Iowa Health System's largest hospitals and some network rural hospitals. Iowa Health System’s physician clinics have fully implemented the EHR and e-prescribe.  For these reasons, defining “meaningful use” in a manner which is outcomes based and functional for providers, is a top priority to us. 

From our vantage point, the framework set out in the matrix is exactly what is needed to fully implement the EHR.  We see the functionality of HealthNet connect as proof that the objectives and goals in the matrix can be put into application.  However, despite the fact that our system has a highly developed system for transporting medical information, we are still concerned that the timeframe for compliance in the matrix does not recognize the need to build infrastructure and interoperability among providers.  Some of our less technologically robust physician clinics, for example, would need to upgrade hardware and software to deliver the high level reporting required under the matrix.  Even our robust physician clinics would need to add patient portals, disease registries with point of care tools, and interoperable CCD/CCR communications to comply.  
Infrastructure and Interoperability Are Fundamental for “Meaningful Use” of EHR

There must be recognition that many providers throughout the country do not have the infrastructure in place to allow data portability and interoperability.  In Iowa, for example, there are four large health systems.  Right now, none of them can “talk” to each other.  So although, within IHS, information is exchanged with ease between our physicians, hospitals and home care clinics, we cannot exchange information with the Mercy Health Network.
  The same is true between the health systems and the State of Iowa.  For example, both the State and the providers in the state desire to share immunization information electronically.  However, limitations in the State’s technology prevent information from the providers’ data base to interface with the State’s records. 

In addition to recognizing the need for an infrastructure to meet the “meaningful use” requirements, we seek direction from the federal government in identifying the essential elements of infrastructure, standards development, and interoperability.  One concern raised by physicians in Fort Dodge, Iowa4 was that all providers of care would need to have the appropriate interface components to allow for exchange of key clinical information, yet, not all provider types are held to the same time frame. Thus, physician providers who have made all necessary adjustments and enhancements within their own EHR product could potentially lose incentive payments because other providers in the health care continuum are not required to comply yet or have chosen not to comply.  
The Single Patient Identifier and Privacy Regulation Are  Fundamental for “Meaningful Use” of EHR

To achieve “meaningful use” of the EMR we must have a reliable and secure manner in which to identify patients across care settings within a health system and between providers from different health systems.  Within our health system, we have established patient identification numbers that cross the care continuum (from doctor’s office to hospital to home clinic) but again, this identifier means nothing to the health system a mile down the road.  The simultaneous development of a need for a SPI and identify theft and HIPAA laws has created a conflicted environment for the free exchange of health care information.  Most software vendors have not succeeded in establishing the safeguards necessary to allow for free exchange of information among health care entities providing concurrent care for a patient, while protecting the total aggregate of a patient’s EHR in the data base.  We look to the federal government to provide direction to states and providers regarding the rules for secure exchange of health information and the standard for a SPI. 
Further Definition is Needed of Matrix Terms and a New Federal Agency Should Be Established to Handle Rulemaking and Oversight
As can be seen by our comments thus far, we seek further definition, rulemaking and oversight on the requirements set forth in the matrix.  The terms set out in the matrix are too general to provide direction to health IT departments and providers.  For example, under the 2011 objectives it states “Maintain an up-to-date problem list.”  What “up-to-date” means to physicians at Iowa Health System may mean something completely different to a Mercy Health Network physician.  The same can be said for the 2011 measure to “report % of eligible patients who received flu vaccine.”  Who is defined as “eligible”?  Is this on an annual basis?  Do you include patients who received a flu vaccine from another provider?  Similar refinement and direction is needed throughout the matrix and clear guidance is needed for providers to accurately and completely report information. 

Clearly there will be a need for a rulemaking and an oversight body to regulate the full-scale use of the EHR.  Many of the standards which are general in the matrix have been defined by healthcare societies and institutes that are accepted industry-wide.  For example, HITSP and CCHIT have set forth standards-based security and privacy protections that are in use by healthcare providers.  HITSP has finalized and released a series of industry-wide technical standards that can be incorporated into IT products to secure personal health information and control access to it.  These standards should be incorporated into the rulemaking in this area.  To do this, we suggest a new agency to handle the rulemaking and oversight regarding all functions of the EHR including interoperability, standards, and privacy regulations.  The purview of work surrounding this topic is simply too large for a current federal agency to handle.  Our preference would be to see an independent agency, under the Department of Health and Human Services, handle the rulemaking and oversight of the EHR in coordination with CMS.
Comments on Specific Provisions of Matrix

In regard to electronic prescription, our clinics have met the goal of the Institute of Medicine by e-prescribing to all our patients (the Institute set forth the goal of 2010 for e-prescription).  We can testify to the benefit to patients of e-prescribing. The 2011 objective of the matrix states that providers will “generate and transmit permissible prescriptions electronically.”  We recommend that the measure require all medications be generated and transmitted electronically.   Likewise, all reporting measures should be submitted electronically.  Some of the measures appear to require manual chart review (e.g. % of all orders entered by physicians through CPOE) in order to report the measure.  Manual intervention is counter to the efficiencies needed in health care delivery. 
Last, we raise a couple of points in regard to measures intended to improve the quality, safety and efficiency of delivering care.  CPOE is a valuable tool to improve the delivery of care, but it is also viewed by providers as a barrier between themselves and the patient—depersonalizing the patient visit.  Our recommendation is to require CPOE entry to be done by support staff rather than the primary care provider. There must also be recognition that if the current CMS reporting process is used for validating that physicians have adopted and are using electronic prescribing, that there will be a large cost to providers. CMS reporting criteria for PQRI is submitted as claims data.  The system, as currently developed, would require expensive registry enrollment in order to tie pertinent EHR information to the current CMS quality reporting structures under claims data submissions.  
We appreciate the opportunity to share our comments on the Committee’s work.  We look forward to continuing the dialogue on this topic.  Please direct questions you may have to Sabra Rosener, Director of Government Relations, at (515)205-1206.  
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� IHS is the largest health system in Iowa and western Illinois, with 14 urban affiliate hospitals, 12 network rural hospitals, over 120 physician clinics and numerous home health providers. IHS provides service to over 70 communities in Iowa, eastern Nebraska and western Illinois.  In addition, over 2,600 physicians are on the active medical staffs of our facilities.  





� See � HYPERLINK "http://www.healthnetconnect" ��www.healthnetconnect�.org





3 The Mercy Health Network (MHN) was founded in 1998 under a joint operating agreement between � HYPERLINK "http://www.mercyhealthnetwork.com/chi.html" \t "_self" �Catholic Health Initiatives�, based in Denver, Colorado, and � HYPERLINK "http://www.mercyhealthnetwork.com/trinity.html" \t "_self" �Trinity Health�, based in Novi, Michigan.  The network includes 5 medical centers, 98 physician clinics and 24 network hospitals.  See � HYPERLINK "http://www.mercyhealthnetwork.com" ��www.mercyhealthnetwork.com�





4 The Fort Dodge physicians are part of Trimark Physicians Group. The practice serves Northwest Central Iowa and provides Primary Care and Specialty Care to 23 communities.  The group employs 75 physicians and 340 staff. 





