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May 17, 2010

U.S. Department of Health and Human Services

Office of Civil Rights

Attention: HITECH Accounting Disclosures 
Hubert H. Humphrey Building
Room 509F

200 Independence Avenue, SW

Washington, DC 20201
The National Association of Community Health Centers, Inc. (NACHC) is pleased to respond to the above-cited solicitation from the Department of Health and Human Services (HHS) Office of Civil Rights Request for Information on HITECH Accounting Disclosures.  NACHC is the national membership organization for federally qualified health centers (hereinafter interchangeably referred to as “health centers” or “FQHCs”) throughout the country, and is a 501(c)(3) organization. 

BACKGROUND

There are, at present, approximately 1200 FQHCs serving close to 20 million patients nationwide.  Most FQHCs receive federal grants under Section 330 of the Public Health Service (PHS) Act (42 U.S.C. 254b) from the Bureau of Primary Health Care (BPHC), within the Health Resources and Services Administration (HRSA) of HHS.  Under this authority, health centers fall into four general categories: (1) those centers serving medically underserved areas, (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. 

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 made up of at least fifty-one percent users of the health center and the health center must offer services to all persons in its area, regardless of his or her ability to pay.  BPHC’s grants are intended to provide funds 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 to maintain the health center’s infrastructure.  Patients from eligible communities, who are not indigent and are able to pay or who have insurance (public or private) are expected to pay for the services rendered.  Approximately 35 percent of health center patients are Medicaid recipients, approximately 7.5 percent are Medicare beneficiaries, and approximately 40 percent are uninsured. 
FQHCs provide comprehensive primary care services and serve as medical homes for the over 20 million patients they serve.  As such, FQHCs utilize a team model approach with primary care services provided by physicians, nurse practitioners, nurse midwives, physician assistants and dentists.  Most health centers also provide dental services and behavioral health services.  Over seventy percent of health centers provide these services on site utilizing behavioral health professionals.
Overall NACHC agrees that the protection of personal health information and compliance with the Health Insurance Portability and Accountability Act (HIPAA) is necessary in order to ensure that patients have confidence in health information exchange.  NACHC appreciates the opportunity to respond to the Request for Information and would like to provide comments on certain questions posed in the Request on those issues most relevant to health centers. 

5. With respect to treatment, payment, and health care operations disclosures, 45 CFR 
170.210(e) currently provides the standard that an electronic health record system record the 
date, time, patient identification, user identification, and a description of the disclosure. In 
response to its interim final rule, the Office of the National Coordinator for Health Information 
Technology received comments on this standard and the corresponding certification criterion 
suggesting that the standard also include to whom a disclosure was made (i.e., recipient) and 
the reason or purpose for the disclosure.   Should an accounting for treatment, payment, and 
health care operations disclosures include these or other elements and, if so, why? How 
important is it to individuals to know the specific purpose of a disclosure—i.e., would it be 
sufficient to describe the purpose generally (e.g., for ‘‘for treatment,’’ ‘‘for payment,’’ or ‘‘for 
health care operations purposes’’), or is more detail necessary for the accounting to be of value? 
To what extent are individuals familiar with the different activities that may constitute ‘‘health 
care operations?’’ On what do you base this assessment?


FQHCs often utilize various business associates in order to conduct business and provide high 
quality care to the patients that they serve.  Often times it is necessary for these business 
associates to access patient records multiple times.  Requiring that the disclosure to require to 
whom the disclosure was made and the purpose of each disclosure would seem to put an 
unnecessary burden on the system.   Therefore, NACHC would request that if a record is being 
accessed after the initial disclosure, that that there not be a requirement to report not the 
subsequent access needed to perform daily business tasks. 

7. The HITECH Act provides that a covered entity that has acquired an electronic health record 
after January 1, 2009 must comply with the new accounting requirement beginning January 1, 
2011 (or anytime after that date when it acquires an electronic health record), unless we extend 
this compliance deadline to no later than 2013. Will covered entities be able to begin accounting 
for disclosures through an electronic health record to carry out treatment, payment, and health 
care operations by January 1, 2011? If not, how much time would it take vendors of electronic 
health record systems to design and implement such a feature? Once such a feature is available, 
how much time would it take for a covered entity to install an updated electronic health record 
system with this feature?


8. What is the feasibility of an electronic health record module that is exclusively dedicated to 
accounting for disclosures (both disclosures that must be tracked for the purpose of accounting 
under the current HIPAA Privacy Rule and disclosures to carry out treatment, payment, and 
health care operations)? Would such a module work with covered entities that maintain 
decentralized electronic health record systems?


The installation of a separate EHR module is not recommended for ensuring HIPAA/HITECH 
compliance and would place an unnecessary and heavy burden on health care organizations in 
terms of IT, training, and compliance.  It would also require that these modules interface with all 
EHR systems and the expense to pay for these interfaces would be costly and drain resources 
required for FQHCs to meet “Meaningful Use” criteria.  FQHCs function on less than a 1 percent 
operating margins and although HITECH and Medicaid Incentive funds will assist in supporting 
the implementation of EHRs and other HIT systems to meet “Meaningful Use” criteria these 
funds will not cover all expenses.  Any additional expenses would add an additional barrier to 
meeting the goal of “Meaningful Use” of HIT.


NACHC recommends that the implementation of the rule be delayed until 2013 and that that 
this functionality be a requirement of all EHRs to meet “Meaningful Use” criteria.  We 
recommend that this criteria be incorporated in the 2013 roadmap for EHR vendors and 
identified as soon as possible in order for them to have sufficient time to program their systems 
to meet this criteria in 2013.

NACHC appreciates the opportunity to provide comment on this Request for Information and would welcome the opportunity to further discuss these concerns.  If you have questions please contact me at 301.347.0400. 
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