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On behalf of Trust for America’s Health (TFAH) aRdrtnership for Prevention (PfP),
we are pleased to submit these comments on thegedpule for implementation of the
Electronic Health Record Incentive Program autleastiy the American Recovery and
Reinvestment Act of 2009 (ARRA). Trust for Amerg&lealth is a non-profit, non-
partisan organization dedicated to saving livepiogecting the health of every
community and working to make disease preventinatenal priority. Partnership for
Prevention is a non-profit, non-partisan membeaoization of leaders in business,
health care, and government who are working to neaidence-based prevention an
increased national priority.

TFAH’s and PfP’s interest in the implementatiorheilth information technology (HIT)
and electronic health records (EHRS) stems fronptiential these innovations hold for
prevention and population-based health. A sucukssefegrated, and usable EHR
system could allow for advances in health and symdlr surveillance, community-based
prevention, and outbreak response. These comraentibmitted with an
acknowledgement that the public health system nkegtler investment in HIT training
and infrastructure before it can fully tap into tesources of a widespread EHR system.
However, it is imperative that the Centers for Madé & Medicaid Services (CMS)
consider the public health implications of the dagons as they are developed, rather
than as an afterthought. We applaud the Departofdtealth and Human Services
(HHS) for including public health among its goats the Stage 1 and Stage 3 phasés
implementation.
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Overall, we believe that development of EHRs mueluide bidirectional exchange of
ideas and informatiohPublic health can be as useful to providers agigess can be to
public health. Providers can be informed by pubkalth departments regarding what
tests and screening are necessary for each patigoted by information entered into an
EHR system. Conversely, what appear to be isokatedts (e.g., small rises in the
numbers of patients with high fevers seen by diffieindividual providers) can be
identified as a pattern when viewed through a putdialth lens and can result in earlier
identification and containment of an outbreak. ¥ge you to ensure that the reporting
capabilities measured in Stage 1, including repgritmmunization data, lab results, and
syndromic surveillance data to public health agesicire made more robust and
widespread in future stages of implementafion.

A discussion of our recommendations regarding $ipgmiovisions in the proposed rule
is below.

Stage 1 Criteriafor Meaningful Use
(2) Health IT Functionality M easures

There are several functionality measures in thegsed rule that could be leveraged to
further the objective of improving prevention arapplation health.

We applaud the rule’s commitment to collection afient health data. In addition to
reporting to CMS, however, we should strive for tlapability to report data to public
health departments and to follow up with appropriaeventive care. We urge that the
following three measures be reported to publicthedépartments in aggregate, where
the health department capacity exists, so thatthdapartments can recognize health
trends and target population-based interventiorsppsopriate:

« Record and chart changesin vital signs.* Including BMI for all patients and
growth tracking for children among recording reguients should lead to an
increased recognition of health warning signs fovmlers and subsequently to
more appropriate preventive care and treatment.

« Record smoking status for patients 13 yearsold or older.” Similarly,
recording smoking status may lead to an increaieeimumber of patients who
receive smoking cessation treatment. The agehbless important as
counseling for adolescent smokers has been shobm éffective, approximately
doubling long-term abstinence rates in the multgtledies. We agree with the
choice to include this status as recommended b2@0B8 Update to the Public
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Health Service Clinical Practice Guideline on Tiegflobacco Use and
Dependencé.

* Generatelist of patients by specific conditionsto use for qualit;;
improvement, reduction of disparities, research, and outreach.” In addition to
being useful for hospitals and eligible providee®$) to track patient data, we
recommend you include “population health” as arrappate use of patient lists
(in such cases, data should be aggregated andpatieacy maintained).

We strongly urge you to add the following measuoethis section to improve infectious
disease prevention and treatment:

* Recording the sexual activity status of patients age 13 years and older.
Recording sexual activity status would be an eiffecivay to trigger
recommended screening for sexually transmittedadis® such as chlamydia, or
related health services.

» Screening for pregnant women. In addition to screening for HIV as suggested
in the guidance, related infectious disease sangerfor Chlamydia, syphilis,
gonorrhea, and hepatitis should also be includekl tmoprotect the mother and
reduce risk of perinatal transmission.

» Screening for infectiousdiseaserisk factorsincluding country of birth,
number of sex partners, and substance use (including alcohol). These factors
are strongly associated with higher risk of HIV,[%T TB, and viral hepatitis.
Screening for these risk factors can help a hegatikiider identify appropriate
follow-up screenings and preventive services. €&Hastors should be recorded
for patients 13 years old or older, similar to ldweguage for smoking status.

» Geographic datafor each patient contact. Public health surveillance is largely
place-focused, so gathering information about dlcation of a patient can help
health departments and facilities tailor publicltieaterventions.

We support the following measures and recommeneéspiccad implementation, as
amended below:

* Send remindersto patients per patient preferencefor preventive/follow-up
care.® We urge HHS to consider expanding the patient lajom for this
measure beyond the over-50 age group. As we s&argy rates of childhood
obesity, leveling off of adult smoking, and staggegrchronic disease rates, it is
important to remind practitioners that preventiaeecmust be provided to patients
regardless of age. Limiting the patient populatigrage may reinforce the
mistaken belief that prevention need only be tadéd the elderly population.
Because the costs of a chronic disease over anpatietime are exorbitant
when the disease begins in childhood or young hdatt, prevention must begin

® Fiore MC, Jaén CR, Baker TB, et al. Treating Taloadse and Dependence:
2008 Update. Quick Reference Guide for Cliniciddsckville, MD: U.S.
Department of Health and Human Services. PublidtHé&ervice. April 2009.
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at an early age.

Furthermore, we encourage you to explicitly linkstbbjective with the previous
two objectives — recording vital statistics and &mg status — so that health
professionals can provide appropriate preventive based on risk factors. Many
providers think prevention is merely a matter atyeacreening or disease
management (i.e. secondary and tertiary preventibnjact, the most cost-
effective form of disease prevention is primaryvargion, that is, helping a
patient avoid a condition before it is diagnosed.

Additionally, one specific component of an EHR syst provider reminder
systems, are recommended by CDC'’s Task Force om@amity Preventive
Services for tobacco cessation, and targeted aindnsally recommended
vaccines, as discussed below.

Vaccines - We also recommend that you explicitly includmneders for
scheduled vaccines for children and adults indbjective, as well as within the
objective to provide patients with electronic ascistheir health informatioh.
40,000-50,000 adults die every year from vaccirepntable death, due in large
part to gaps in the adult vaccine delivery systérBoth providers and patients
are failing on a wide scale to stay abreast of gmpeite vaccines for adults, and
automated reminders to both parties should be camplace by the time Phase 3
is complete. All providers, not just primary casapuld be aware of a patient’s
vaccine history, given his/her risk factors. Feample, the HLN1 influenza
disproportionately impacted individuals with chrodiseases. An
endocrinologist could receive a reminder throughREHkhat a diabetic patient is
due for a flu vaccine, and then provide that shwing) the next visit. This
mechanism is especially useful given that manytadld not have regular access
to the primary care system. An effective EHR systeould remind both patients
and providers of the schedule of vaccines. Vasgijust as other medication use,
need to be a standard part of all forms, not iegasate form only accessible to
primary care providers. A truly interoperable systwould allow any provider to
be reminded of a patient’s vaccine schedule, evehd absence of a medical
home.

Check insurance dligibility electronically from public and private payers. If
successfully implemented, this objective could talpviate uncompensated care
issues during a disaster.In a public health emergency, many victims, eisgc
evacuees, lack proper insurance information. Edeat verification could help
ensure appropriate care and that health systenandiscally solvent following
an emergency by reducing the number of patient&gedewithout complete
insurance data.

°FR, p. 1864.
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» Capability to submit electronic data to immunization registries and actual
submission where required and accepted.’> We encourage you to include
adverse reactions to this objective.

» Capability to provide electronic submission of reportablelab resultsto public
health agencies and actual submission whereit can bereceived.*® The
regulations should use a broad definition of laisuging that public health is able
to receive reports from clinical, anatomic pathglagd molecular labs.

» Capability to provide electronic syndromic surveillance data to public health
agencies and actual transmission according to applicable law and practice.**
These previous three objectives should be strengthso that actual reporting
begins in 2011, not just the capability to repdite recognize that some
providers and public health departments may no¢ hlag same level of capacity
to submit and receive such information electrotycdiliring the first stage of
EHR implementation. However, delaying reportinguieements until phase two
will further hinder modernization of our biosuniaiice system. Providers should
be able to prove both capability and actual repgrin phase 1, and in cases
where health departments are not prepared to eamiganingful users can opt
out of the objective.

(3) Sections 4101(a) and 4102(a)(1) of HITECH Act: Reporting on Clinical Quality
Measures Using EHRs by EPs and Eligible Hospitals

a. General.
We urge you to expand the definition of “clinicplality measures” on p. 1871 to
include “appropriate clinical preventiof™

d. Proposed Clinical Quality Measuresfor Electronic Submission Using
Certified EHR Technology by EPs.
We are encouraged that the clinical quality meashawe a focus on preventive care,
specifically those clinical preventive servicestthavide the highest value as
recommended by thigational Commission on Prevention Priorities (NCPPese
include influenza immunization rates, smoking cessacounseling, BMI screening and
follow-up, cervical cancer and chlamydia screenary aspirin therapy® We suggest
that any preventive care and screening measurekdbia a related US Preventive
Services Task Force (USPSTF)recommendation should follow the USPSTF guideline
and the regulations should allow for preventive aciening measures to be updated as
the evidence base changes. We also ask you to timakellowing changes to this
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section:

« In addition to measuring immunizations for infatitshe clinical quality measures
should include an immunization package for adoletscavhich includes such
recommended vaccines as TDaP, HPV, and meningdcocca

« In addition to prenatal screening for Ht¥the screening of pregnant women for
infectious diseases should be expanded to inclegathis, syphilis, and
Chlamydia.

* HIV positive individuals should be screened fomage of other infectious
diseases, including hepatitis, Chlamydia, syphalie] gonorrhea.

« Influenza immunization measufshould be expanded to patients of all ages,
given the recent determination by the CDC’s AdwsBGommittee on
Immunization Practices (ACIP) that the seasondli@érza vaccine should be
administered to everyone age 6 months or ditler.

« Expand aspirin therapy beyond those who alreadyg bawdiovascular disea$e.
USPSTF recommends aspirin therapy for men age 49 {@ars and women age
55-79 when the benefits of reducing heart attackissérokes, respectively,
outweigh the harms for potential G| bleedftigAspirin therapy for primary
prevention of heart disease and stroke is congiceefegh value preventive
service, and expanding its use could save an dstid®,000 lives annualfy.

» Add a measure to provide Hepatitis B vaccine/immgioeulin to newborns born
to mothers who have chronic hepatitis B infectismecommended by the CGE.
This recommendation is poorly implementédp including it as a quality
measure can help spur action.

« In addition to measuring blood pressure manageiedults 18 and ovet, the
clinical quality measures should also include mannig control of hypertension,
as recommended by the Joint National CommittederPtevention, Detection,
Evaluation, and Treatment of High Blood Presstiand abnormal lipids, as
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recomgglended by the National Cholesterol Educatrogfam’s Adult Treatment
Panel.:

o0 Percentage of patients 18 years and older witlagndisis of abnormal
lipids who had most recent lipid levels in contfe100 mg/dl for LDL-C,
<200 mg/dl for total cholesterol, >= 60 mg/dl foDH-C);

o Percentage of patients 18 years and older who lipdigrofile screen at
least once within the last five years; and

o Percentage of patients 18 years and older witlagnadisis of hypertension
who had most recent blood pressure measure inatglgss than 140/90
mmHg).

* Add chlamydia screening to quality measures fanpriy care and pediatrics as is
included to the quality measures for obstetriciams gynecologist®’

e. Clinical Quality Measuresfor EPs
Within the tables of medical specialties, we badi¢his chart should include a Measure
Group for infectious disease specialists. By agldimis specialty, the clinical quality
measures could be expanded to include measurasicpemfectious diseases such as
HIV and TB.

Conclusion:

We are at an exciting moment in the American health system — a time when paper-
based treatment, disease surveillance, and recepaigegive way to real-time health
communication. If implemented appropriately, EHigsild revolutionize not just the
way we treat patients within the clinic, but alke interaction between the healthcare
system and the public health system. Two-way comaoation between these entities
should not be dependent on individual providerggakhe initiative to report and public
health workers sifting through paper records. @tmmunization in both directions
should be seamless. EHRs should enable publithhealvork with the clinical care
system to mitigate the effects of a disease oukbiagestigate cases, and tailor
prevention to at-risk communities with the goalrafreasing utilization of clinical
preventive services and improving implementatioevoflenced-based community
prevention.

We thank you for the opportunity to comment onghgposed rules and look forward to
an EHR system that assures optimal outcomes intguadevention, and population
health.

29 National Institutes of HealffThird Report of the National Cholesterol Education Program (NCEP)
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