•

Connecting for Heath, a public-private collaboration operated by
the Markle Foundation, responds to CMS on the proposed Final Rule
of the E-Prescribing Incentive Program.
The following is a collective comment on behalf of the signatories, who are
members of the Connecting for Health Steering Group,1 in response to the
Final Rule of the E-Prescribing Incentive Program issued November 19, 2008, in
the Federal Register.2
We encourage the Centers for Medicare & Medicaid Services (CMS) to incentivize
not only use of electronic prescribing tools but also use of information that those
tools make available for better medication management.
The Connecting for Health approach is framed by three foundational
attributes that must be achieved in all health information technology initiatives
and projects:
1. Core privacy principles
2. Sound network design
3. Accountability and oversight3
We acknowledge that the recommendations below would significantly stretch
current capabilities in many e-prescribing systems and clinical settings, and
would therefore require a phased implementation.
•

Connecting for Health is a public-private collaborative with representatives from more
than 100 organizations across the spectrum of health care stakeholders. Its purpose is
to catalyze the widespread changes necessary to realize the full benefits of health
information technology (HIT), while protecting patient privacy and the security of
personal health information. Connecting for Health is continuing to tackle the key
challenges to creating a networked health information environment that enables secure
and private information sharing when and where it’s needed to improve health and
health care.
1

See Appendix A for Connecting for Health Steering Group roster.
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For a summary of the three attributes, see: Connecting for Health Policy Brief:
September 2008. Available online at the following URL:
http://www.connectingforhealth.org/resources/20080822_policy_brief.pdf
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Opportunity
With increasing strains on Medicare, Medicaid, and the broader economy, there
is added urgency to implement policies that encourage clinicians and consumers
to make decisions based on the most accurate information available.
The goal of any use of health information technology should not be merely to
convert paper processes to electronic processes. The goal must be to support
better decision-making for safer, higher-quality, and more cost-effective health
care.
The E-Prescribing Incentive Program is an important opportunity to remove the
barriers that have stalled progress in this important application of health IT. With
this program, CMS has the opportunity to create the market demand for
information-rich care that can improve quality and cost-effectiveness.
Now is a critical time. We face increasing health care costs,4 an aging population,
and well-documented gaps in access and quality of care. The demand for
medications will grow as the number of Americans with a chronic condition is
projected to rise by more than 1 percent per year, resulting in an estimated
chronically ill population of 171 million by 2030.5
Proposed Modification
Under the proposed final rule, clinicians must use a system capable of retrieving
the patient’s medication history, pharmacy eligibility, and formulary and benefit
information to qualify for incentive payments. However, the proposed rule does
not require prescribing clinicians to actually access or use this information to
receive the incentives.
4

In 2006, health spending was nearly 20 times 1970 levels (inflation adjusted), and it
has more than doubled as a percent of GDP, increasing from 7.2% in 1970 to 16% in
2006 according to the Centers for Medicare and Medicaid Services, Office of the
Actuary; Bureau of Labor Statistics (CPI-U, U.S. city average, annual figures). The office
also projects that health spending will represent a staggering 19.5 percent of the U.S.
GDP by 2017.
5

People with chronic conditions account for 91 percent of prescriptions filled. By 2030,
20 percent of the population will be age 65 and older with chronic conditions, up from 13
percent of the population today. (Source: Partnership for Solutions. Chronic Conditions:
Making the Case for Ongoing Care. September 2004 Update. URL:
http://www.partnershipforsolutions.org/DMS/files/chronicbook2004.pdf
Accessed 12/3/2008.)
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The proposed final rule cites these benefits of electronic prescribing:
• Reducing illegibility.
• Reducing oral communications.
• Reducing time spent on pharmacy phone calls and faxing.
• Automation of renewals and authorization.
• Providing warnings and alert systems.
• Providing access to patient’s medication history.
• Improving formulary adherence.
• Improving drug surveillance and recall.
The final four of these benefits require the use, not mere availability, of
information. Experience suggests that mere electronic availability of information
does not ensure its use. For example: Through one hub service, approximately
400,000 pharmacy benefit plan eligibility lookups are performed each day by
clinicians using e-prescribing systems. Of these lookups, 240,000 (60 percent)
successfully return with eligibility information to the requestor, but only 60,000
of these (25 percent) also request available medication history. It’s clear that
many doctors who have medication history available in their e-prescribing
applications do not turn on this functionality, cannot access it, or do not know it
exists.
Ultimately, the incentives should help push the market toward providing
capability to enable clinicians who access and use information to help them make
better-informed prescription decisions, avoid adverse drug events, and
encourage patients to adhere to evidence-based medication regimens that could
significantly reduce complications and lead to gains in productive years of life.
Therefore, the incentives program should be expanded and/or extended to place
reward for actual use of information by the prescriber, as opposed to establishing
electronic system capabilities that may or may not be used.
Informed Prescribing Attributes
The goal is that before clinicians electronically transmit a new prescription or a
renewal, they already have taken into account:
•

The medications a patient is already currently taking, by any authorized
prescriber.

•

Potential drug interactions, duplications, contraindications, dosing and
dosages, and allergies.
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•

Therapeutic equivalents and their costs based on the patient’s pharmacy
benefit.

•

Evidence-based guidelines to support high-quality health care.

This requires an e-prescribing service that is capable of:
•

Pulling current medication history when made available for review and
reconciliation by both doctor and patient.

•

Allowing the prescribing clinician to check potential drug-drug interactions,
dosage, contraindications, and allergies.

•

Allowing the prescribing clinician to check therapeutic equivalents/most costeffective alternatives, based on the patient’s pharmacy benefit.

•

Providing functionality, at the time of prescribing, to support quality goals and
evidence-based protocols.

CMS should also continue exploring how it can be influential in encouraging
adherence for certain medications that are well-documented to improve patient
outcomes.6 The recent Medicare e-prescribing pilots tested the standard for
transmitting medication fill information. We believe these transactions have
potential to support better patient adherence. A lack of market demand for the
“no fill” information, and difficulties defining this event, were among the barriers
cited in the report on the pilots.7 The E-Prescribing Incentive Program may
provide opportunities to improve standardization of these transactions and to
create market demand for information to support adherence.
In the near future, we urge CMS to explore the addition of functionality to
support medication adherence to its definition of qualified e-prescribing systems.
As examples. CMS could consider such functionality as:
•

Sending patients secure reminders to fill a new prescription, and/or notifying
appropriate members of patients’ care teams when certain prescriptions

6

Medication non-adherence costs an estimated $100 billion a year in the US and leads
to thousands of serious adverse events or deaths each month. (Source: O’Connor, P.
Improving Medication Adherence: Challenges for Physicians, Payers, and Policy Makers
Arch Intern Med. 166:1802-1804, 2006).
7

Report available at the following URL:
http://healthit.ahrq.gov/portal/server.pt/gateway/PTARGS_0_1248_227312_0_0_18/eRx
Report_041607.pdf. (Accessed 12.3.08)
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known to be highly effective in the treatment of chronic conditions have not
been filled.
•

Enabling clinicians to track their patient population panels, such as querying
hypertensive medication prescriptions and adherence for all of their patients
with high blood pressure).

Clearly, the electronic prescribing application and EHR industries generally do not
support all of these functions efficiently or effectively for busy clinicians. Further,
advanced medication management functions would require costly upgrades for
practices that have already invested in e-prescribing capability. The incentives
should be staged to help push a marketplace evolution toward systems that
make timely, accurate information more accessible and actionable.
Conclusion
We encourage CMS to modify the rule as soon as feasible to add expanded
rewards for demonstrated information access and use, particularly of medication
history, formulary, and cost-effective therapeutic alternatives based on the
patient’s pharmacy benefits.
We also encourage CMS to further explore how information can support better
adherence to certain medications known to be cost-effective in the treatment of
chronic conditions.
We acknowledge that this approach will present challenges to CMS to develop
means to verify that information is appropriately used for medication
management without undue burdens on medical practices. Incentives for
accessing and using information in the prescribing process will likely require an
evolution of electronic prescribing systems to make timely information more
meaningful and actionable for prescribing clinicians. We anticipate that this will
require a phased approach to move from rewarding use of tools, to rewarding
use of information, to ultimately rewarding outcomes.
At the same time, medication costs and effectiveness will become an increasingly
critical national economic and health issue as the aging population adds to Part D
coverage and the prevalence and cost of chronic conditions continue to rise.
It is critical to build upon the proposed Final Rule to promote information use
and innovation for more optimal medication management and outcomes.
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Appendix A: CONNECTING FOR HEALTH STEERING GROUP
The following members of the Markle Foundation’s Connecting for Health Steering Group support
the above comment. Support by the following individuals does not imply endorsement by their

respective organizations.

Douglas M. Henley, MD, FAAFP
Executive Vice President
American Academy of Family
Physicians

Deven McGraw, JD, MPH
Director, Health Privacy Program
Center for Democracy and
Technology

Steering Group Members:

Joseph M. Heyman, MD
Chair, Board of Trustees
American Medical Association

Howard Messing
President and Chief Operating
Officer
Meditech

Zoë Baird
President
Markle Foundation, ex-officio

Gerry Hinkley, JD
Partner
Davis Wright Tremaine LLP

Carmella Bocchino, RN, MBA
Executive Vice President, Clinical
Affairs and Strategic Planning
America's Health Insurance Plans

William F. Jessee, MD
President and Chief Executive
Officer
Medical Group Management
Association

Chair:
Carol Diamond, MD, MPH
Managing Director, Health
Program
Markle Foundation

William R. Braithwaite, MD, PhD
Chief Medical Officer
Anakam Inc.
Mark R. Chassin, MD, MPP, MPH
President
The Joint Commission
Janet M. Corrigan, PhD, MBA
President and CEO
National Quality Forum
Rex Cowdry, MD
Executive Director
Maryland Health Care
Commission

Brian F. Keaton, MD, FACEP
American College of Emergency
Physicians
Linda L. Kloss, RHIA, CAE
Chief Executive Officer
American Health Information
Management Association
Allan M. Korn, MD, FACP
Senior Vice President, Clinical
Affairs
Blue Cross Blue Shield
Association

Blackford Middleton, MD, MPH,
MSc
Director, Clinical Informatics
Research & Development
Chairman, Center for IT
Leadership
Partners Healthcare System
Farzad Mostashari, MD, MSc
Assistant Commissioner and Chair
Primary Care Information
Taskforce
New York City Department of
Health and Mental Hygiene
Debra L. Ness
President
National Patnership for Women &
Families
Margaret E. O'Kane
President
National Committee for Quality
Assurance

Mike Cummins
Chief Information Officer
VHA, Inc.

Steven Lampkin
Vice President, Benefits Services
and Strategic Initiatives
Wal-Mart Stores, Inc.

James Dempsey, JD
Policy Director
Center for Democracy and
Technology

David Lansky, PhD
President and Chief Executive
Officer
Pacific Business Group on Health

J. Marc Overhage, MD, PhD
Director, Regenstrief Institute,
Inc.
President and Chief Executive
Officer, Indiana Health
Information Exchange (RHIO)
Professor of Medicine, Indiana
University School of Medicine

Mark Frisse, MD, MBA, MSc
Director, Regional Informatics
Vanderbilt Center for Better
Health

Jack Lewin, MD
Chief Executive Officer
American College of Cardiology

Rick Ratliff
Co-Chief Executive Officer
SureScripts-RxHub, LLC

J.P. Little
Co-Chief Executive Officer
SureScripts-RxHub, LLC

Alison Rein
Senior Manager
AcademyHealth

Douglas Gentile, MD, MBA
Chief Medical Officer
Allscripts

Janet M. Marchibroda
Chief Executive Office, eHealth
Initiative
Executive Director, Foundation
for eHealth Initiative

Wes Rishel
Research Vice President,
Government and Healthcare
Gartner, Inc.

John D. Halamka, MD
Chief Information Officer
CareGroup Health System

Philip Marshall, MD, MPH
Vice President, Product Strategy
WebMD Health

Daniel Garrett
Managing Director, Health
Industry Advisory Group
PricewaterhouseCoopers LLP

John Rother
Director of Policy and Strategy
AARP
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Hindy Shaman
Director, Health Industries
PricewaterhouseCoopers LLP
Steve Shihadeh
General Manager - Sales,
Marketing & Solutions, Health
Solutions Group
Microsoft Corporation
Alfred Spector
Vice President, Research and
Special Initiatives
Google
Ellen Stovall
President
National Coalition for Cancer
Survivorship

Participating Federal
Agencies:
o
Agency for Healthcare
Research and Quality
o
Centers for Disease Control
and Prevention
o
Centers for Medicare &
Medicaid Services
*Note: Federal and state
employees collaborate but make
no endorsement

Thomas E. Sullivan, MD
Chief Strategic Officer
DrFirst
Robin Thomashauer
Executive Director
Council for Affordable Quality
Healthcare
Micky Tripathi
Chief Executive Officer
Massachusetts eHealth
Collaborative
Robert Wah, MD
Chief Medical Officer and Vice
President
Computer Sciences Corporation
Andrew M. Wiesenthal, MD
Associate Executive Director
The Permanente Federation
Marcy Wilder, JD
Partner
Hogan & Hartson LLP
Markle staff on this project:
Rebekah Cohen
Research Associate
Josh Lemieux
Director, Personal Health
Technology
Jill Schulmann
Manager, Health Program
Claudia Williams
Director, Health Policy & Public
Affairs
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