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May 7, 2012 

Centers for Medicare & Medicaid Services 
Department of Health and Human Services 
Attention:  CMS-0044-P 
P.O. Box 8013 
7500 Security Boulevard 
Baltimore, MD 21244–8013 
 
RE: File Code CMS-0044-P 
 
To Whom It May Concern: 

The National Association of Community Health Centers, Inc. (“NACHC”) submits the following 
comments in response to the proposed rule regarding Medicare and Medicaid Electronic Health 
Records (EHR) Incentives Stage 2 Meaningful Use criteria published by the Centers for Medicare 
and Medicaid Services (“CMS”) on March 7, 2012.  NACHC is the national membership 
organization for federally supported and federally recognized health centers throughout the 
country (hereinafter referred to as “health centers”), and is an Internal Revenue Code Section 
501(c)(3) organization. NACHC is focusing its comments primarily on issues that are of particular 
importance to federally qualified health centers (“FQHCs”) in their efforts to improve quality, 
reduce costs, increase safety, and improve the health of patients and populations. 

I. Background 

There are, at present, more than 1250 health centers, with over 8000 sites, serving over 20 
million patients nationwide. Most of these FQHCs receive federal grants under Section 330 of 
the Public Health Service Act (42 U.S.C. § 254b) from the Bureau of Primary Health Care 
(“BPHC”), within the Health Resources and Services Administration (“HRSA”). Under this 
authority, health centers fall into four general categories: (1) those centers serving medically 
underserved areas (invariably poor communities), (2) those serving homeless populations 
within a particular community or geographic area, (3) those serving migrant or seasonal farm 
worker populations within similar community or geographic areas, and (4) those serving 
residents of public housing. Except for a limited number of public health centers (i.e., health 
centers operated by local governmental units such as health departments), each health center 
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is a charitable, nonprofit, tax-exempt Internal Revenue Code Section 501(c)(3) corporation 
formed under the laws of the State in which it operates. 

To qualify as a Section 330 grantee, a health center must be located in a designated medically 
underserved area or serve a medically underserved population. In addition, a health center’s 
board of directors must be composed of at least fifty-one percent (51%) users of the health 
center, and the health center must offer services to all persons in its catchment area, regardless 
of their ability to pay or insurance status. 

BPHC’s grants are intended to assist health centers in covering the otherwise uncompensated 
costs of providing comprehensive preventive and primary care and enabling services to 
uninsured and underinsured indigent patients, as well as maintaining the health center’s 
infrastructure. Patients from eligible communities who are not indigent and able to pay or who 
have insurance, whether public or private, are expected to pay for the services rendered. 

II. Comments on the Proposed Rule 

NACHC appreciates the opportunity to respond to the proposed rule on Stage 2 of Meaningful 
Use criteria.  In 2010, approximately 50 percent of health centers had fully operational EHR 
systems in all of their sites, and another 15 percent were operational in some of their sites.1  It 
is our understanding that these numbers significantly grew in 2011, thanks in large part to the 
Medicaid EHR incentives and meaningful use standards which have been instrumental in 
increasing adoption and providing tools to better manage the care of their patients.  While 
federally qualified health centers are not eligible for the incentives, their providers are if they 
meet all of the requirements.  Additionally, providers have the option to reassign these 
payments to their employers (in this case, the FQHC) and we understand that, to date, many 
providers have chosen to do so.  Health centers operate on very small margins (typically less 
than 1 percent), and often cite the high cost of these systems as a barrier to adopting and 
implementing them in health centers.  As such, they must rely on outside funding for the 
adoption and implementation of EHRs.   

NACHC has focused its comments on the proposed Stage 2 objectives and measures that we 
believe are most relevant to health centers.   

Proposed Objective:  Provide patients the ability to view online, download, and transmit 
their health information within 4 business days of the information being available to the 
physician. 

Proposed Measure:  1. More than 50 percent of all unique patients are provided timely 
(within 4 days) online access to their health information.  2. More than 10 percent of all 
unique patients view, download, or transmit to a third party their health information.  

                                                 
1
 2010 HRSA Uniform Data System (UDS) Report 
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The majority of health center patients lives at or below the federal poverty line and therefore 
do not always have the means to procure computers or Internet access.  As such, they may not 
have the capability to view, download, or transmit their health information to a third party.   

Moreover, English is the only language currently supported by most EHR vendors today while 
24 percent of health center patients are best served in a language other than English.  With that 
said, we urge CMS and ONC to encourage the vendors to support multiple language formats so 
that patients can interpret these notes and thus take better control of their health.   

Furthermore, our providers should not be held responsible for the behavior of patients whom 
they can only advise and not control.  We feel implementation of this measure as is would 
foster unintended consequences such as providers requiring patients to log into and use the 
system while they are in the office for a visit; however clearly, this is not the intended outcome 
and yields little to no clinical benefit.    

It is for this reason NACHC recommends altering this measure by still requiring this functionality 
be made available to patients (e.g. on the web and mobile devices), but also capturing whether 
or not training was provided to the patient in lieu of requiring 10 percent of patients view, 
transmit, or download their information.  Training is a measurable event for which a clinic has 
some level of control over; moreover, it is our belief that an informed and knowledgeable 
patient fosters greater long term adoption and use, and that is the desired outcome. 

Proposed Objective:  Generate and transmit permissible prescriptions electronically.  

Proposed Measure:  More than 65% of permissible prescriptions are transmitted 
electronically using certified EHR technology. 

Many pharmacies in underserved areas are not equipped to accept electronic transmission of 
prescriptions.  Allowing transmission via fax for those pharmacies that cannot accept electronic 
transmissions would allow eligible professionals (EPs) serving these populations to meet the 
meaningful use criteria.  We understand that many pharmacies are moving toward electronic 
prescribing, especially with the Medicare electronic prescribing incentives and penalties; 
however, not all pharmacies are eligible for these incentives and there is still a need to 
encourage the use of electronic prescriptions.  As long as pharmacies cannot accept 
prescriptions electronically, we will continue to experience a digital divide in these communities 
and they will continue to provide less than optimum health and healthcare for underserved 
populations.   

It should also be noted that NACHC supports the Drug Enforcement Agency’s interim final rule 
to allow the ability to electronically prescribe controlled substances provided the appropriate 
access controls and safeguards are easily attainable, affordable, and can be seamlessly 
integrated into a provider’s existing workflow.  However, CMS requirements for e-prescribing 
conflict with DEA procedures that, to date, have resulted in no pharmacy or e-prescribing 
application in the U.S. meeting DEA guidelines for controlled substances.  We also understand 
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that the 3rd party reviews of prescriber or pharmacy e-prescribing applications are extremely 
expensive--another significant deterrent to adoption. 
 
Our hope is that CMS will have a conversation with the DEA and that the DEA will modify its 
guidelines in a way that will make it practical for clinics and pharmacies to implement e-
prescribing for controlled substances. 
 

Proposed Objective: Use clinical decision support to improve performance on high-
priority health conditions.  

Proposed Measure:  1. Implement 5 clinical decision support interventions related to 5 
or more clinical quality measures.  2. Enable and implement the functionality for drug-
drug and drug-allergy interaction checks.  

NACHC supports this proposed objective and measure and agrees with the Health Information 
Technology Policy Committee’s recommendation that the certification criteria should include 
the suggested clinical decision support attributes: 

 Enhance source/criterion as a hyperlink to peer-reviewed literature, or as a 
name and funding source if it is internally developed 

 It should be configurable 

 Presented at relevant point in the clinical workflow which is mentioned in the 
NPRM text 

 Presented to users who can act on them are integrated into EHRs (vs. 
standalone) 

Proposed Objective:  Protect electronic health information created or maintained by the 
EHR through the implementation of appropriate technical capabilities. 

Proposed Measure:  Conduct or review a security risk analysis, implement security 
updates as necessary, and correct identified security deficiencies, including addressing 
the encryption/security of data at rest. 

NACHC supports this proposed objective and measure on protecting the information created 
and maintained by an EHR, with a strong recommendation that CMS and ONC place greater 
emphasis on business continuity and disaster recovery to ensure a more holistic approach to 
safeguarding and protecting personal health information.   

Often times it is merely assumed the electronic health record will always be available and is 
virtually indestructible; questions such as - is my database being backed up?; what happens if 
an upgrade fails?; how often are backups tested?; what is the clinic’s protocol if the system 
goes down?; what if I lose patient data?; how do operations continue in the event of a major 
disaster? - need to be planned for and understood by clinic administration and providers in any 
healthcare setting. 
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Proposed Objective:  Incorporate clinical lab-test results into Certified EHRs.  

Proposed Measure:  More than 55% of all clinical lab test results whose results are 
either in a positive/negative or numerical format are incorporated as structured data. 

NACHC has some concerns about this proposed measure.  This requirement would require the 
purchase of expensive interfaces which will be exceedingly challenging for small providers in 
rural areas and safety net providers, including health centers and the labs they contract with.  
Further, it would provide an unfair competitive advantage to large labs that can afford to 
provide the interface versus small labs that cannot.  With these considerations in mind, NACHC 
encourages CMS to encourage vendors and labs to make these interfaces more affordable and 
standard as part of an HIE or EHR.   

With that said however, we do not condone providers who choose to manually enter this data 
to meet this measure as it is prone to human error and could adversely impact the care of a 
patient. 

Proposed Objective: Generate lists of patients by specific conditions to use for quality 
improvement, reduction of disparities, research, or outreach. 

Proposed Measure: Generate at least one listing of patients with a specific condition. 

NACHC believes that CMS and ONC should place a greater emphasis on reporting and analytics 
within the EHR to facilitate quality improvement and operational efficiencies as core 
functionality of certified EHRs.  Health centers report that EHR vendors typically require the 
purchase of additional modules or bolt-on products at additional expense in order to meet 
these needs; often times, they find it too complex or necessitates hiring additional resources 
with special skill sets to effectively use and get data out of their system.  It ought to be simpler 
and should come standard with any Electronic Health Record system as it is just as, if not more, 
important to get the data out as it is in. 

In absence of more stringent standards, we agree with HITPC’s recommendation to allow 
multiple specific conditions to ensure that EHRs were certified to handle more than one 
variable. 

Proposed Objective: Use secure electronic messaging to communicate with patients on 
relevant health information. 

Proposed Measure:  A secure message was sent using the electronic messaging function 
of the EHR by more than 10% of unique patients. 

As already mentioned, many of our patients live at or below the federal poverty line and 
therefore do not have the means to have computers or Internet access in their homes.  As such, 
they would not have the capacity to exchange secure messages.  Moreover, English is the only 
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language currently supported by most EHR vendors today while 24 percent of our patients are 
best served in a language other than English.  We urge CMS and ONC to encourage vendors to 
support multiple language formats so patients can interpret these notes and assume better 
control of their health.   

We support the HITPC’s recommendation of lowering the threshold to 5 percent for patient-
initiated messages; however strongly urge CMS and ONC explore the use of mobile 
technologies such as cell and smart phones with text messaging to meet this requirement 
(technologies our patients are more apt to have).  Again, it is our general sentiment that 
providers should not be held responsible for patient behavior and circumstances beyond their 
control such as patient socio-economic factors inhibiting them from having a computer and 
Internet access.  Otherwise, FQHCs may be precluded from meeting this requirement. 

Proposed Objective:  The physician who transitions their patient to another setting of 
care or provider of care or refers their patient to another provider of care should provide 
summary care record for each transition of care or referral. 

Proposed Measure:  1. Summary of care record is provided for more than 65 percent of 
patient transitions or referrals.  2. The summary of care record is transmitted 
electronically for 10 percent of transitions of care and patient referrals.  

In geographic regions where a dominant vendor is used among care settings, requiring centers 
to use a different Certified EHR technology vendor than the sender would be problematic and 
not feasible.  NACHC recommends removing the “different EHR” requirement from the 
numerator calculation to avert these situations. 

Proposed Objective: Capability to submit electronic data to immunization registries or 
immunization information systems, except where prohibited by law, and actual 
submission in accordance with applicable law and practice. 

Proposed Measure:  Successful ongoing submission of electronic immunization data 
from EHR to an immunization registry or immunization information system. 

NACHC agrees with this proposed objective and measure; however it should be noted that 
states vary in their readiness and capacity to support this.  Accordingly, states must commit the 
time and resources necessary to standardize and streamline this disjointed process.    

NACHC recommends CMS help fund and encourage states do this.  For example, the California 
Primary Care Association indicated each county in California does this differently and most 
systems cannot accept the data.  
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Proposed Objective:  Imaging results and information available through EHR. 

Proposed Measure:  More than 40 percent of all scans and tests whose result is an 
image ordered by the physicians are accessible through the EHR. 

NACHC agrees with the Health Information Technology Policy Committee’s preference of a 10 
percent threshold for EPs with an available exclusion if they have no access to electronic images 
(e.g. local imaging centers do not offer electronic access).  Health Information Exchanges should 
be employed to help connect radiology and labs and reduce the cost prohibitive nature of 
developing interfaces to specific Electronic Health Record systems. 

Proposed Objective:  Submit electronic syndromic surveillance data to public health 
agencies. 

Proposed Measure:  Successful ongoing submission of electronic syndromic surveillance 
data. 

Proposed Objective:  Capability to identify and report cancer cases to a state cancer 
registry, except where prohibited, and in accordance with applicable law and practice. 

Proposed Measure:  Successful ongoing submission of cancer case information to a 
cancer registry. 

Proposed Objective:  Capability to identify and report specific cases to a specialized 
registry (other than a cancer registry), except where prohibited, and in accordance with 
applicable law and practice 

Proposed Measure:  Successful ongoing submission of specific case information to a 
cancer registry.   

NACHC supports the Health Information Technology Policy Committee in that it may be 
challenging for public health departments to be fully prepared to accept electronic submissions 
of all three public health objectives by 2014.  If HHS needs to maintain flexibility, immunization 
and cancer registries should be the highest priority. 
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Proposed Objective:  Modifying Stage 1 requirement: capability to exchange key clinical 
information.  

NACHC supports the move to a test of one case of actual electronic transmission of a summary 
of care document for a real patient either to another provider of care at a transition or referral 
or to a patient authorized entity.   

 

Proposed Objective:  Stage 2: Clinical Quality Measures  

We applaud the inclusion of oral and behavioral health measures in the proposed CQMs to 
make meaningful use more applicable for both dental and behavioral healthcare providers and 
urge retention in the final rule.  We also commend and encourage CMS to continue their work 
with national partners and professional organizations to insure uniform clinical quality and 
public health measures across federal and private payers,i so that updates and additions to the 
EHR measure set are incorporated and are universally adopted based on current evidence 
based science. 
 
We also support the proposed inclusion of four HIV-specific measures, as well as several Viral 
Hepatitis-specific measures in the clinical quality measures (CQM) menu setii, and we strongly 
urge retention of these measures in the final rule. We support CMS’s efforts to align CQMs 
(beginning in 2014) with existing quality programs such as measures used for the Physician 
Quality Reporting System (PQRS) and CMS Shared Savings Program.  And the inclusion of 
measures that support the PCMH model of care (including care coordination and patient 
engagement) in the CQM menu measure set, and efforts to align those measures with PCMH 
recognition and accrediting organizations.    
 
Furthermore, we support expanding demographic measures in the core set to record sexual 
orientation and gender identity. iii  Failure to capture this data leaves the government, service 
providers, and researchers without the necessary tools and information to effectively meet the 
needs of the Lesbian, Gay, Bi-sexual and Transgender (LGBT) population and reduction of health 
disparities. 
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Thank you for the opportunity to comment on this proposed rule. If you have any questions on 
any of our comments, please do not hesitate to contact Shane Hickey or Susan Sumrell at 
NACHC at 301.347.0400 or shickey@nachc.org or ssumrell@nachc.org.  
Sincerely, 

 

 

Roger Schwartz 
Associate Vice President of Executive Branch Liaison 
 
 
 
 
                                                 
i
 Horberg et al, “Development of National and Multiagency HIV Care Quality Measures,” Clin Infect Dis. 2010:51 
(September 15, 2010) . 
ii
 NQF Measure# Measure Title 

407  Viral Load: HIV/AIDS-HIVRNA control after 6 months of potent Antiretroviral Therapy 
403  Medical Visits 
406  HAART for Patients with AIDS 
405  PCP Prophylaxis 
0038  Childhood Immunization Status 
0399  Hepatitis C: Hepatitis A Vaccination in Patients with HCV 
0400  Hepatitis C: Hepatitis B Vaccination in Patients with HCV 
O401  Hepatitis C: Counseling Regarding Risk of Alcohol Consumption 
iii
National Coalition for LGBT Health, “LGBT Inclusion in Federal Health Surveys,” the EHR demographic field should 

include a question: Do you consider yourself to be one or more of the following (check all that apply): 
 Straight 
 Gay or lesbian 
 Bisexual 
 Transgender    
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