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LETTER FROM eHEALTH INITIATIVE LEADERSHIP

On behalf of eHealth Initiative’s leadership, we are delighted to share with you the 
results of a six-month collaborative process which has culminated in the develop-
ment of the eHealth Initiative Blueprint: Building Consensus for Common Action,  
representing multi-stakeholder consensus on a shared vision and a set of principles, 
strategies and actions for improving health and healthcare through information and 
information technology. 

This inclusive, collaborative, multi-stakeholder process has involved nearly 200 
organizations including clinicians, consumer groups, employers, health plans, health 
IT suppliers, hospitals and other providers, laboratories, pharmacies, pharmaceutical 
manufacturers, public health agencies, and state and regional leaders.

In 2001, the eHealth Initiative (eHI) was created to serve as a forum where diverse 
stakeholders in healthcare could find common ground on ways to drive improvements 
in the quality, safety, and efficiency of healthcare through information and informa-
tion technology.  eHI provides a place where mutual respect for differences is sup-
ported by a spirited dialogue aimed at finding consensus on a collective path forward 
that is responsible, sustainable, and builds and maintains the public’s trust.

In Phase I of the eHI Blueprint, we have advanced these important goals by identi-
fying several areas of consensus that will enable coordinated efforts by healthcare 
organizations across the nation to improve America’s health and healthcare through 
health information technology (IT) and health information exchange.  The eHI Blue-
print principles, strategies and actions fall into five categories: engaging consumers; 
transforming care delivery; improving population health; aligning financial and other 
incentives; and managing privacy, security, and confidentiality.

The eHI Blueprint also identifies areas for which there is not broad consensus, where 
further dialogue is needed. Over the next twelve months, as part of Phase II of the 

process, eHI will widely disseminate the Blueprint, gaining even further input from a wide variety of 
stakeholders both at the national and local levels, so that the principles, strategies and actions can 
continue to be refined. We will encourage national dialogue to reach agreement on those areas for 
which there is not yet consensus, and contribute significantly to that dialogue as it moves forward. eHI 
will also support implementation of the recommended actions by appropriate organizations, including 
eHI. Finally, we plan to take stock of progress against the Blueprint goals by measuring performance 
each year. 

We would like to acknowledge and extend our gratitude to those who contributed their time and ener-
gy to the development of this report—especially the eHI Leadership Council; the Blueprint Committee 
Co-Chairs; the members of each Blueprint Committee; Christine Bechtel, our Vice President of Policy 
and Government Relations; and a number of members of the staff team and our expert consultants–
all of whom contributed a significant amount of time and thought leadership to this endeavor.  We are 
also grateful to those members and organizations that provided feedback on the draft during the vet-
ting process in the summer of 2007.

We invite you to provide feedback to us on the principles, strategies and actions of the eHI Blueprint 
and also share this work with your colleagues and other stakeholders.

John Tooker, MD, MBA, FACP 
Executive Vice President and Chief Executive Officer, American College of Physicians 
President, eHealth Initiative

Jeffrey Kang, MD, MPH
Senior Vice President and Chief Medical Officer, CIGNA Healthcare 
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INTRODUCTION

The eHealth Initiative Blueprint: Building Consensus for Com-
mon Action represents agreement among multiple stakeholders 
in healthcare on a shared vision and a set of principles, strategies 
and specific actions for improving health and healthcare through 
information and information technology (IT). The eHI Blueprint is 
designed to offer guidance to national, state and local leaders—
both within the public and private sectors—and across every sector 
of healthcare.  
 

The eHI Blueprint contains several areas for which there is broad consensus among multiple stake-
holders regarding the principles, strategies and actions needed to not only engage consumers, trans-
form care delivery and improve population health using health IT, but also to effectively manage 
privacy and confidentiality, and finance this important work.

Equally as important, the eHI Blueprint identifies areas for which there is not yet broad consensus, 
where further dialogue and deliberation are needed in order to continue to move this agenda forward. 
These areas fall into two key categories: those related to the design of financial incentives to support 
improvements in health and healthcare through health IT, and those related to policies for information 
sharing.
 
The Blueprint builds upon and recognizes the work of many projects and initiatives both in the federal 
government and in the private sector, and references this work within the “overview of key initiatives” 
and “resources” sections of the Blueprint. It also extends this work by building broader consensus on a 
path forward among the many stakeholders in healthcare.

The Need for a Blueprint for Change in Healthcare

Concerns about quality, safety, and rising costs in healthcare have driven the federal government and 
national and local leaders alike to look for solutions to the challenges of our nation’s healthcare sys-
tem.  The U.S. healthcare system is not well-equipped to address these growing challenges. Increas-
ingly, leaders are focused on breaking down barriers to higher quality, safer, more efficient healthcare 
through the introduction of several new strategies including those related to health IT, given its critical 
and demonstrated role in improving health and healthcare. 

Over the last several years, interest in and recognition of the importance of health IT and health in-
formation exchange to improve health and healthcare have grown significantly, bringing a number of 
policy changes and activities at the federal and state levels.

While there is broad recognition of the need for health IT to address many of these challenges, there 
is also a need for leadership, coordinated action, and common agreement among the many stakehold-
ers in healthcare on the steps that need to be taken to improve the quality, safety and efficiency of 
healthcare through information and information technology. 

eHealth Initiative’s discussions with multiple stakeholders across the healthcare system at the national 
and local levels reveal that there is not clarity regarding the incremental steps that must be taken.  
With all of the change, and the multitude of activities taking place at the national, state, and local 
levels, healthcare leaders find that it is often hard to keep track and make sense of what is happen-
ing, and understand the concrete actions for improving the quality, safety and efficiency of healthcare 
through information technology.

Responding to this challenge, eHealth Initiative’s leadership in March 2007 launched a collaborative 
process designed to offer practical guidance on how to improve health and healthcare using health IT 
and health information exchange. 
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OVERVIEW OF THE eHEALTH INITIATIVE BLUEPRINT

What is the eHI Blueprint?

The eHealth Initiative Blueprint: Building Consensus for Common Action is 
a shared vision, and a set of common principles, strategies and actions for 
improving health and healthcare through health IT and health information 
exchange, developed by a broad, collaborative, and transparent process led 
by and involving the many diverse stakeholders in healthcare. 

The eHI Blueprint is designed to offer easy to understand, practical guidance 
to a wide range of audiences.  Organizations operating in every sector of 
healthcare and at every level of the system can benefit from employing the 
principles, strategies and actions contained in the report.  The eHI Blueprint 
also offers a listing of resources, initiatives, and online case examples for 
areas addressed by the Blueprint. 

eHI’s long-term focus since its inception in 2001 has been to improve the 
quality, safety and efficiency of the healthcare system through information 
and information technology. eHI and its leaders—who represent the many 
sectors in healthcare—recognize that health IT is not an end unto itself, but a means to an end—which 
is higher quality, safer, more value-driven, and accessible healthcare for all Americans.   
 
With this in mind, as eHI embarked on the development of the Blueprint, it chose not to develop a 
“how-to guide to effectively implement health IT” but instead a guide to “enhancing health and health-
care improvement strategies through the use of health IT and health information exchange.” Key focus 
areas of the Blueprint are as follows:

Engaging consumers• 
Transforming care delivery• 
Improving population health• 
Aligning financial and other incentives• 
Managing privacy, security, and confidentiality• 

The eHI Blueprint is intended to support current leadership efforts, including those emerging from 
the Administration, Congress and the many private sector organizations that have been working on 
healthcare information technology and information exchange for many years.

How was the Blueprint Developed? A Collaborative Process

The delivery, payment, management, and improvement of healthcare is conducted by many, many 
organizations in our healthcare system, including clinicians, employers and healthcare purchasers, 
health plans, hospitals and other providers, laboratories, pharmacies, pharmaceutical and device 
manufacturers, public health agencies, state and regional leaders, government at the federal and state 
levels, and most importantly, patients and their caregivers. 

Because the healthcare system is so fragmented, collaboration across the multiple stakeholders in 
healthcare is crucial to defining and implementing solutions that are not only patient-centric, but also 
work within the system.

Research indicates that those who have been successful with health IT and health information ex-
change implementation have done so because they have built “social capital,” or a radius of trust that 
enables divergent interests to come together for a common cause to improve health and healthcare 
—despite market pressures to do otherwise.1 

1 eHealth Initiative. Health Information Exchange: From Start Up to Sustainability. Developed by the eHealth Initiative Foundation 
Through a Cooperative Agreement with the Department of Health and Human Services Health Resources and Services Administra-
tion. Washington, D.C. May 2007.

“eHI and its 
leaders...recognize 

that health IT is 
not an end unto 

itself, but a means 
to an end—which 
is higher quality, 

safer, more 
value-driven, 
and accessible 

healthcare for all 
Americans.”
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In the spirit of building social capital and supporting a collaborative agenda for change, the eHI Blue-
print was developed through a process led by eHI’s multi-stakeholder leadership with the hands-on 
involvement of eHI’s members—individuals and organizations representing nearly every stakeholder in 
healthcare, including those who deliver care; manage care; pay for care; protect the public’s health; 
lead collaborative efforts at the state and local level; those who develop tools, services and therapies 
to support improvements in healthcare, and finally, and most importantly, those who receive health-
care—consumers. 

Multi-stakeholder committees, co-chaired by members of eHI’s Leadership Council, developed the 
content for each of the five focus areas.  Committees met over a six-month period to discuss gaps and 
barriers to progress, develop guiding principles for moving forward, and identify practical strategies 
and actions, including timelines, that will support a common path forward. 

Where Was Consensus Not Reached?

The most challenging issues that arose during the development of the Blueprint centered on two key 
areas: the design of financial incentives to support improvements in healthcare and policies for infor-
mation sharing. 

Regarding financial incentives, individuals offered many different perspectives about the design of 
incentives, including how these incentives should be structured and paid for, and what behaviors to 
incentivize.  For example, debate occurred around incentivizing improved patient outcomes versus 
incentivizing or supporting information technology adoption.  

While stakeholders agreed that the end goal is improving healthcare quality, safety and efficiency, they 
employ different approaches for arriving at that goal.  Some preferred to incentivize quality outcomes 
only, while others preferred also to support the adoption and effective use of health IT as an efficient 
infrastructure for quality improvement and measurement.  There was no consensus regarding the best 
approach to this question, and there was no consensus that only one approach will work.  More study 
is needed to examine initiatives that have employed both approaches to identify their benefits and 
drawbacks. 

In addition, the question of who benefits from the adoption and effective use of health IT, and there-
fore who should be asked to share in the cost and at what levels, was also discussed and debated at 
length.  Many believe that incentives cannot be meaningful or appropriately aligned without objective 
information quantifying the benefits of health IT adoption and identifying the stakeholders to whom 
those benefits accrue.  The Blueprint recommends that payors and providers work together toward 
meaningful discussion, research, and demonstration projects that can convincingly measure these 
benefits.

Issues surrounding policies for information sharing spanned multiple focus areas—particularly the En-
gaging Consumers area and the Improving Population Health area.  In the Engaging Consumers focus 
area, the two actions that generated the most dialogue were the following:

Consumers should be able to limit which of their health information could be shared with which • 
providers, in a manner compliant with HIPAA, when applicable.  
Consumers should be able to limit how their personally identifiable medical information is used • 
outside of care delivery (e.g. for research), consistent with all applicable federal, state and local 
law.  

When it comes to consumer control of personally identifiable information, some stakeholders are 
concerned about giving more control than HIPAA currently requires, primarily because of the risk that 
withholding key information could pose to the ability of providers to deliver safe care.   At the same 
time, others believe that consumers should be educated on the benefits and risks of information shar-
ing and have control.  While there was consensus that mobilizing patient data in order to improve the 
quality, safety and efficiency of healthcare delivery is important, questions arose such as which provid-
ers should have access to what types of data, under what circumstances—for both identifiable infor-
mation and de-identified information.  HIPAA was not designed to address the more robust, detailed 
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clinical information sharing that flows from health information exchange.  More agreement is needed 
on the details of these particular areas. 

Similarly, the Blueprint section on Improving Population Health calls for consensus processes regarding 
policies for information sharing, including the following issues specifically:

Privacy and consent issues with regard to both identified and de-identified data use for improving • 
population health
Appropriate uses of de-identified, identified and re-identified data• 
Standard methods to monitor and communicate compliance with consensus principles and policies • 
to the public

As a result, the eHI Blueprint launched in October 2007 represents Phase I of a two-phase process.   
During Phase II, eHI will encourage a national dialogue to reach agreement on the areas for which 
there is not yet consensus—in particular, those areas described above.

How Will the Blueprint be Utilized?

Phase I of the Blueprint offers practical guidance and actions for stakeholders seeking to improve 
healthcare quality, safety and efficiency across any of the five areas that comprise the Blueprint.  It 
also identifies issues on which consensus was not reached.  Over the next twelve months—as part of 
Phase II of the process eHI will widely disseminate the Blueprint and gain even further input from a 
wide variety of stakeholders at the national and local levels, as they consider incorporating the Blue-
print’s strategies and actions into their own agendas and plans.  As organizations strive to operation-
alize the Blueprint, their feedback will be invaluable in refining and improving these actions in a way 
that promotes their practical use over time.

During Phase II, eHI will also support implementation of the recommended actions by appropriate or-
ganizations, including eHI, as well as track and report on progress, lessons learned and best practices 
in relevant areas throughout the coming year.  

Finally, eHI will encourage national dialogue on those areas for which there is not consensus and ac-
tively engage in the deliberation, offering the divergent perspectives gained during the eHI Blueprint 
development process.

The eHI Blueprint is intended to be a living document and stakeholders are encouraged to regularly 
visit http://www.ehealthinitiative.org/blueprint for updated strategies, actions and timelines. 

How Was the Framework for the eHI Blueprint Developed?

In a report published by the California HealthCare Foundation, It Takes a Region: Creating a Frame-
work to Improve Chronic Disease Care, Dr. Ed Wagner and colleagues at the MacColl Institute for 
Healthcare state that “in the absence of substantial national healthcare reform, regional quality im-
provement efforts appear to offer the best hope for transforming American healthcare.”2   The study 
examined communities and regions across the United States where public and private stakeholders 
were collaborating to improve healthcare through better quality and reduced costs.  

Based on interviews with coalition leaders and findings from literature reviews, Wagner and his col-
leagues suggested a framework of four common strategies that “create the environment and provide 
critical paths” for transforming care, which include: 

2 Wagner E., Austin B, Coleman C. It Takes a Region: Creating a Framework to Improve Chronic Disease Care. California HealthCare 
Foundation, 2006.
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Data-Sharing for Performance Measurement1. 
Engaging Consumers2. 
Improving Health Care Delivery 3. 
Aligning Benefits and Finances4. 

These themes also align with the findings of many organizations focused on improving healthcare in 
the public and private sectors.  As eHI embarked on the creation of the Blueprint, it became clear that 
the Blueprint must focus on how health and healthcare improvement strategies can be strengthened 
by health IT and health information exchange, in recognition of the fact that health IT is an enabling 
infrastructure, but not the end goal.  

As a result, this framework was adopted for the eHI Blueprint.  While Wagner and his colleagues em-
ployed a regional focus in their study, the Blueprint principles, strategies and actions are intended for 
a broad range of stakeholders both at the national and local levels who are committed to achieving 
such a challenging, but critical transformation.

In addition to adapting Wagner et al’s four healthcare improvement strategies, eHI’s leadership added 
one enabler critical to leveraging health IT and information exchange in transforming healthcare – 
privacy, security and confidentiality.  Combined with improvement strategies, these five areas serve as 
the framework for the Blueprint:

eHI Blueprint Framework Wagner Framework

Engaging Consumers Engaging Consumers

Transforming Care Delivery at the Point of Care Improving Health Care Delivery

Improving Population Health Data-Sharing for Performance Measurement

Aligning Financial and Other Incentives Aligning Benefits and Finances

Managing Privacy, Security & Confidentiality

Consensus among the diverse stakeholders in healthcare on principles, strategies and specific actions 
in each of these areas became the goal of five committees that were created to develop the Blueprint.  
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OVERVIEW OF THE REPORT 

In the remainder of this report, we explain the role of health IT in 
addressing our nation’s most pressing healthcare challenges, pres-
ent our shared vision for transforming healthcare through informa-
tion and information technology, and present the work of the five 
committees involved in the Blueprint’s development.  

Each of the five focus areas presents guiding principles; and four 
of the five areas provide broad strategies and specific actions each 

stakeholder can take to accelerate change and improve the quality, safety and efficiency of healthcare 
through health IT and health information exchange.  In terms of the timelines associated with those 
specific actions, those who participated in the development processes agreed that timelines are gener-
ally needed to support action and track progress, but also agreed that timelines should be considered 
and discussed. More feedback is encouraged as stakeholders begin to consider implementation. 

The introduction to each of the focus areas describes the area and reviews any issues on which con-
sensus was not achieved, as well as other topics that were the subject of significant discussion during 
the development process. Finally, each area also contains an overview of key initiatives already under-
way, and a list of resources that contain more information.  

Because of the dynamic nature of the healthcare system and all of its component parts, the Blueprint 
is intended to be a living document.  eHI will maintain it in a manner that reflects progress and shifts 
in the industry and political environment over time. In this way, it is our hope that the Blueprint can 
continue to unite and coordinate the voices of individual stakeholders into a chorus of unified action.  
The ongoing evolution of the Blueprint can be tracked by going to http://www.ehealthinitiative.org/
blueprint.



eHealth Initiative Blueprint: Building Consensus for Common Action 
October 2007 

Page 10

THE ROLE OF HEALTH INFORMATION 
TECHNOLOGY IN ADDRESSING OUR 
NATION’S MOST PRESSING HEALTHCARE 
CHALLENGES

Concerns about quality, safety, and rising costs in healthcare have 
driven the federal government and national and local leaders alike 
to look for solutions to the challenges of our nation’s healthcare 
system.

U.S. adults receive about half of recommended healthcare services.3  Despite documented benefits of 
timely preventive care, a Commonwealth Fund-sponsored U.S. Scorecard on Health System Perfor-
mance indicates that barely half of adults (49 percent) receive preventive and screening tests accord-
ing to guidelines.4   

Poor quality translates into higher costs. According to the same Commonwealth Fund report, the cur-
rent gap between national average rates of diabetes and blood pressure control and rates achieved by 
the top ten percent of health plans translates into an estimated 20,000 to 40,000 preventable deaths 
and $1 to $2 billion in avoidable medical costs.5 

In addition, chronic disease is a growing problem in the United States.  More than 125 million Ameri-
cans had at least one chronic care condition in 2000, and this number is expected to grow to 157 
million by the year 2020.6  As baby boomers continue to age, the number of individuals living with 
chronic conditions will continue to grow. People with chronic conditions drive a majority of healthcare 
spending in the U.S., accounting for 78 percent of all health care spending in 1998.7  Seventy-six 
percent of all hospital admissions are attributable to people with chronic conditions. And people with 
chronic conditions account for 88 percent of all prescriptions filled and 72 percent of all physician vis-
its.8

In a country where healthcare spending is 16 percent of the gross domestic product, and much higher 
than other industrialized countries, leading employers tell us that the United States is losing its com-
petitiveness on the global market.  According to the Organization for Economic Cooperation and De-
velopment (OECD), healthcare spending per capita in Switzerland—the next most costly OECD coun-
try—is only 68 percent of that in the U.S.; in Canada, it is only 57 percent; and in the median OECD 
country it is less than 44 percent of the U.S. level.9

The U.S. healthcare system is not well equipped to address these growing challenges. Increasingly, 
leaders both within the public and private sectors are focused on breaking down barriers to higher 
quality, safer, more efficient health care through the introduction of several new strategies including 
changing the way we pay for healthcare, increased focus on transparency, increased focus on con-
sumer engagement and on health IT, given its critical and demonstrated role in improving health and 
healthcare. 

In fact, the Commonwealth Fund’s recent survey of healthcare opinion leaders released in July 2007 
showed that 67 % of health care opinion leaders thought the acceleration of health IT would be very 
effective or effective in improving quality and safety in healthcare.10 

3 McGlynn EA, Asch SM, Adams J, et al. “The Quality of Health Care Delivered to Adults in the United States”. N Engl J Med 
2003;348:2635-2645.
4 The Commonwealth Fund. Why Not the Best? Results from a National Scorecard on U.S. Health System Performance, New York: 
The Commonwealth Fund. 2006.
5 The Commonwealth Fund. Why Not the Best? Results from a National Scorecard on U.S. Health System Performance, New York: 
The Commonwealth Fund. 2006.
6 Wu S. Green A. Projection of Chronic Illness Prevalence and Cost Inflation. RAND Health, Santa Monica, California: RAND Corpora-
tion; 2000.
7  Medical Expenditure Panel Survey, 1998.
8 Ibid.
9 Reinhardt UE, Hussey PS, Anderson GF. 2004. “US Health Care Spending in an International Context.” Health Affairs. 23(3): 10-
25.
10 Commonwealth Fund Health Care Opinion Leaders Survey, July 2007.
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The Role of Information Technology in Healthcare

Because of the highly fragmented nature of the U.S. healthcare system, information about the pa-
tient is stored in a variety of locations largely in paper-based forms and therefore cannot easily be 
accessed. As a result, clinicians often do not have comprehensive information about the patient when 
and where it is needed most—at the point of care, and those responsible for managing and improving 
the health of populations do not have all the information they need to measure progress and facilitate 
response and improvement. 

Those responsible for public health often don’t have timely access to information that supports moni-
toring, detection, and response to hazards and threats. Those responsible for assuring the safety 
of pharmaceuticals and devices don’t have ready access to information to support surveillance and 
detection of safety issues. In addition, those who are driving new research don’t have effective access 
to the information they need to support the creation of both improved evidence-based guidelines and 
new, more effective therapies to improve health and healthcare for Americans. Finally, and most im-
portantly, consumers don’t have access to information that is needed to manage their own health and 
navigate an increasingly complex healthcare system.

Interoperable health IT and health information exchange—or the mobilization of clinical information 
electronically—facilitates access to and retrieval of clinical data, privately and securely, among dif-
ferent entities involved in the care delivery system, to provide safer, more timely, efficient, effective, 
equitable, patient-centered care. 11

Increased Momentum for Health IT at all Levels of the System

The National Level 

Over the last several years, recognition of the importance of health IT and health information ex-
change to improve our nation’s health and healthcare have grown significantly, bringing a number of 
policy changes—both at the federal and state levels.

In 2004, a new office was created within the Department of Health and Human Services (DHHS) — the 
Office of the National Coordinator for Health Information Technology (ONC) — to provide federal lead-
ership and coordinate efforts within the federal government around health IT.  Since that time, ONC 
has initiated several activities designed to provide support for the adoption of health IT, including con-
tracts that support standards harmonization, certification of health IT products, and the assessment of 
business rules and policies related to privacy and confidentiality across states.

On August 2006, President George W. Bush issued an executive order calling for healthcare programs 
administered or sponsored by the federal government to utilize health IT systems and products that 
meet recognized interoperability standards.12  In addition, several grant programs and technical assis-
tance activities designed to support health IT adoption have been initiated by several federal agencies 
including the Agency for Healthcare Research and Quality, the Centers for Disease Control and Preven-
tion, the Centers for Medicare & Medicaid Services, and the Health Resources and Services Administra-
tion.

Congress has also played a considerable role in supporting the adoption of health IT, with several bills 
having been introduced over the last several years that address key barriers to health IT adoption, 
including standards for interoperability, funding, and authorization of bodies to provide coordination 
and technical assistance . At least nine bills related to health IT were introduced both in the House 
and Senate during 2007.13  Most recently, in June 2007, the Senate Committee on Health, Education, 
Labor and Pensions approved the Wired for Health Care Quality Act of 2007 (S. 1693) which includes 
several provisions related to the role of government, funding, standards, and the alignment of quality 
with health IT.14

11 eHealth Initiative. eHealth Initiative Second Annual Survey of Health Information Exchange at the State, Regional and Commu-
nity Levels, http://toolkit.ehealthinitiative.org/assets/Documents/eHI2005AnnualSurveyofHealthInformationExchange2.0.pdf August 
2005.
12 The White House. Executive Order: Promoting Quality and Efficient Health Care in Federal Government Administered or Spon-
sored Health Care Programs. http://www.whitehouse.gov/news/releases/2006/08/20060822-2.html August 22, 2006.
13 eHealth Initiative. eHl Overview of Federal Legislation. www.ehealthinitiative.org. August 2007.
14 The Library of Congress. The Wired for Health Care Quality Act of 2007 (S. 1693). http://frwebgate.access.gpo.gov/cgi-bin/get-
doc.cgi?dbname=110_cong_bills&docid=f:s1693rs.txt.pdf
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The State and Local Levels

A number of states are also moving forward in parallel with federal efforts to develop and implement 
policies and plans that promote health IT and health information exchange. While there was virtu-
ally no legislation at the state level related to health IT prior to 2005, 121 bills were introduced in 38 
states in 2005 and 2006, 36 of which were passed in the legislature and signed into law in 24 states.15  
There has been a considerable increase in state legislative activity in 2007. As of this writing, more 
than 200 bills focused on health IT have been introduced in 41 states since January 1, 2007, sixteen 
of which have been signed into law by the governors in 11 states.16  U.S. governors are also playing a 
critical role in moving forward health IT policy change. To date, 20 executive orders have been issued 
by governors in 15 states, which are designed to drive improvements in health and healthcare through 
the use of IT—eight in 2007 alone. 17 

The number of collaborative health information exchange initiatives at the state, regional and com-
munity levels has grown considerably over the last three years. According to eHealth Initiative’s Third 
Annual Survey of Health Information Exchange at the State, Regional and Community Levels, at least 
165 such initiatives existed in July 2006, which are located in 49 states, the District of Columbia and 
Puerto Rico.18  Early findings from the 2007 survey results indicate that, while a handful of initia-
tives have closed their operations, there were at least 20 new health information exchange initiatives 
identified by the 2007 survey.  Review of the early findings from the 2007 survey also indicate a slight 
increase in the number of operational health information exchange initiatives in 2007 above the 26 
identified in 2006.

Recent funding initiatives sponsored by the federal government also signal recognition of the im-
portance of regional and community collaboration, including the DHHS Secretary’s October 5, 2007 
announcement of contracts totaling $22.5 million to nine state and local health information exchanges 
to begin “trial implementations of the Nationwide Health Information Network.”19   In December 2007, 
the Centers for Disease Control and Prevention is expected to announce contracts to support public 
health surveillance by state and local entities, that will complement the NHIN awards.20  

Despite great interest and recognition of the value of health IT in addressing healthcare challenges at 
multiple levels of the system, the adoption of health IT has been slow due to a number of well-docu-
mented factors, including: 

The lack of standards adoption that would enable interoperability of health IT systems across the • 
care system 
The misalignment of incentives that often drives volume and fragmentation and does not reward • 
the use of information to deliver better healthcare
Concerns about privacy and confidentiality of electronic information• 
The significant work flow change required by providers to transform healthcare delivery through • 
the use of health IT

The eHI Blueprint is designed to begin to tackle these barriers by creating multi-stakeholder consen-
sus on common action to improve the quality, safety and efficiency of the U.S. healthcare system.

15 eHealth Initiative. States Getting Connected: State Policy Makers Drive Improvements in Healthcare Quality and Safety Through 
IT. Washington, D.C.: eHealth Initiative; August 2006.
16 eHealth Initiative. eHl State Legislation Tracker http://ccbh.ehealthinitiative.org/communities/community.aspx?Section=288 . 
Accessed September 2007.
17 Ibid.
18 eHealth Initiative. Improving the Quality of Healthcare through Health Information Exchange: Selected Findings from eHealth Ini-
tiative’s Third Annual Survey of Health Information Exchange Activities at the State, Regional and Local Levels. Washington, D.C.: 
eHealth Initiative; September 2006.
19 http://www.hhs.gov/news/press/2007pres/10/pr20071005a.html. HHS Awards Contracts for Trial Implementations of the Nation-
wide Health Information Network, October 5, 2007.
20 Centers for Disease Control and Prevention, RFP No 2007-N-09275, Accelerating Public Health Situational Awareness through 
Health Information Exchanges,  http://www.fbo.gov/servlet/Documents/R/1675039/309666, May 21, 2007
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OUR SHARED VISION

We envision a high-performing healthcare system, where all those 
engaged in the care of the patient are linked together in secure 
and interoperable environments, and where the decentralized flow 
of clinical health information directly enables the most comprehen-
sive, patient-centered, safe, efficient, effective, timely and equi-
table delivery of care where and when it is needed most – at the 
point of care.21 

In our vision, financial and other incentives are aligned to directly support and accelerate all of the key 
elements of transformation — engaging consumers, transforming care delivery at the point of care, 
and improving population health — in a secure, private, and trusted environment. 

Vision for Engaging Consumers:
Patients will be fully engaged in their own 
healthcare, supported by information and 
tools that enable informed consumer action 
and decision making, working hand-in-hand 
with healthcare providers.  Tools that support 
consumer engagement are well designed and 
customized to the diversity of consumers.  
These tools are integrated into the delivery of 
care, and are conveniently available outside 
healthcare settings as well.

Vision for Transforming Care  
Delivery at the Point of Care:
Patient care is high quality, patient-centered, 
for a lifetime, and reflects a coordinated and 
collaborative approach.  Complete, timely 
and relevant patient-focused information and 
clinical decision support tools are available, as 
part of the provider’s workflow, at the point 
of care.  High quality and efficient patient 
care is supported by the deployment and use 
of interoperable health IT and secure data 
exchange between and across all relevant 
stakeholders. 

Vision for Improving Population Health:
Electronic healthcare data and secure health information exchange are utilized to facilitate the flow of 
reliable health information among population health and clinical care systems to improve the health 
status of populations as a whole.  Information is utilized to enhance healthcare experiences for individ-
uals, eliminate health disparities, measure and improve healthcare quality and value, expand knowl-
edge about effective improvements in care delivery and access, support public health surveillance, and 
assist researchers in developing evidence-based advances in areas such as diagnostic testing, illness 
and injury treatment, and disease prevention. 

Vision for Aligning Financial and Other Incentives: 
Healthcare providers are rewarded appropriately for managing the health of patients in a holistic man-
ner.  Meaningful incentives help accelerate improvements in quality, safety, efficiency and effective-
ness.  Quality of care delivery and outcomes are the engines that power the payment of providers.  

21 Institute of Medicine. Committee for Quality in Health Care in America. Crossing the Quality Chasm: A New Health System for the 
21st Century. Washington, DC: National Academy Press; 2001.
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Vision for Privacy, Security and Confidentiality:
In a fully-enabled electronic information environment designed to engage consumers, transform care 
delivery and improve population health, consumers have confidence that their personal health infor-
mation is private, secure and used with their consent in appropriate, beneficial ways. Technological 
developments are adopted in harmony with policies and business rules that foster trust and transpar-
ency. Organizations that store, transmit or use personal health information have internal policies and 
procedures in place that protect the integrity, security and confidentiality of personal health informa-
tion.  Policies and procedures are monitored for compliance, and consumers are informed of existing 
remedies available to them if they are adversely affected by a breach of security.  Consumers trust 
and rely upon the secure sharing of healthcare information as a critical component of high quality, safe 
and efficient healthcare.  
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ENGAGING CONSUMERS

Health IT and health information exchange (HIE) can provide 
the knowledge and tools to enable consumers to fully engage in 
their own care in partnership with providers and the larger health 
system. Such tools allow consumers to do more for themselves, in-
cluding making informed behavioral choices, knowing when to seek 
outside care, and coordinating the care they receive from multiple 
sources.  Health IT can create a new standard of care in which de-
livering information, self-care tools and decision aids to the patient 

are as integral to high quality care as providing tests, medications and treatments.

While there were many areas of consensus, the broader vetting process identified some priority areas 
where consensus has not yet been established. Nearly all stakeholders agree strongly in principle that 
consumers should be able to control their own health information, but the specific policies and mecha-
nisms to implement this principle have not yet been well defined, let alone broadly accepted or devel-
oped.  

For example, there is not consensus in the industry regarding the level of consumer control with 
regard to de-identified health information for non-direct care purposes such as research. In addition, 
when it comes to consumer control of personally identifiable information, some stakeholders are con-
cerned about giving more control than HIPAA currently requires, particularly in the areas of informa-
tion necessary for treatment, payment or administrative operations.  There is also ongoing discussion 
regarding the interpretation and application of HIPAA itself.  Finally, as we seek to mobilize patient 
data in order to improve quality, safety and efficiency of healthcare delivery, questions arise such as  
which providers should have access to what types of data, under what circumstances.  This applies to 
both identifiable information and de-identified information, which could be used for analysis, aggrega-
tion and reporting purposes beyond what is needed for direct patient care. 

The consent process should include a dialogue between patients and their clinicians regarding access 
to detailed identifiable clinical information. In addition, policy issues remain regarding the use of per-
sonal health information – identifiable or otherwise – for purposes other than direct patient care. All of 
these critical issues should be addressed as part of a multi-stakeholder consensus process, which we 
call for under strategy number five. 

Principles 
The following principles, strategies and actions are designed to catalyze the development of health IT 
applications and the flow of information to support them in a way that emphasizes the fullest possible 
engagement of consumers in their own healthcare.  

Consumer Engagement in Healthcare:1.  Engaging consumers is critical in improving health-
care safety, equity, timeliness, quality, efficiency, and patient-centeredness.  Health IT and health 
information exchange should support informed consumer action and decision-making about health 
and healthcare, in partnership with providers.  The absence of health IT and health information 
exchange serves as a barrier to achieving these goals. In addition, consumers need clear informa-
tion, shaped by their input, about health IT, health information exchange, and how to participate 
more fully in their own health and healthcare. 

Consumer Access and Control of Personal Health Information:2.  Consumers have the right 
to access all of their personal health information in an understandable form, as well as to anno-
tate and request corrections to this information. Providers, payers and others who hold personal 
electronic health information have an obligation to make that information readily accessible or to 
facilitate its availability to the consumer. Individuals should be able to limit when and with whom 
their identifiably personal health information is shared.  
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Consumer Access to Electronic Health Information Tools and Services:3.  Tools that engage 
consumers through the mobilization of electronic health information should be universally available 
to consumers regardless of whether or not they have health insurance, serve consumers’ varied 
needs, be integrated in the delivery of care and conveniently available outside of care delivery set-
tings. These tools should also be designed explicitly to meet the needs of diverse groups including 
the economically and geographically underserved, disabled, older, and culturally diverse popula-
tions. 

Consumer Privacy:4.  Consumers have a right to privacy of their personal health information, 
consistent with all applicable federal, state and local law. (See also additional principles in Privacy, 
Security and Confidentiality.)  

Consumer Trust:5.  Consumers must be able to trust that their personal electronic health infor-
mation is kept and used, with appropriate consent, in a secure, reliable and auditable manner. 
All stakeholders in healthcare who handle personal health information must make their policies 
regarding privacy and information use public, understandable and easily accessible.  

Consumer Participation and Transparency:6.  All entities that govern, oversee, operate and/or 
create policy for the electronic exchange of health information should be transparent and open to 
meaningful consumer participation.
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Strategies and Actions
Engaging Consumers

Engaging Consumers 
Strategies

Engaging Consumers Actions

CONSUMER ENGAGEMENT IN HEALTHCARE

1. Compile and analyze re-
search, literature, and best 
practices relevant to suc-
cessful consumer engage-
ment in HIT/HIE.

1.1 An existing, trusted Federal Agency and/or NGO should com-
pile and analyze research, literature, and best practices relevant to 
successful consumer engagement in HIT/HIE. (2007-2008)

2. Lay out the value case 
for HIT and HIE (including 
benefits & risks) from con-
sumers’ perspective.

2.1 Consumer Organizations, NGOs and Federal Agencies should 
lay out the value case (including benefits and risks), for HIT and 
HIE from the consumer perspective, with an emphasis on the 
potential impact on quality of care. Consumers should be included 
as an integral part of this process through an extensive community 
consultation technique. (2007-2008)

3. Develop an outreach and 
education plan for consum-
ers and providers. 

3.1 A multi-stakeholder entity or forum (convened by an NGO) 
should develop an interactive outreach and education plan for con-
sumers and providers that communicates the value case for HIT 
and HIE, how to evaluate and use particular tools and services, 
and how to participate more fully in one’s own health and health-
care. Consumer Organizations, with foundation support, as well as 
Quality Organizations, and other stakeholders should assess, en-
courage, and validate efforts to implement these strategies for the 
benefit of consumers. A community consultation technique should 
be incorporated into the outreach process. Implementation must 
also take into account the diverse needs of consumer populations, 
including varying levels of health literacy. (2008)

4. Execute the outreach 
and education plans.

4.1 Consumer Organizations and other stakeholders should ex-
ecute an outreach and education plan for consumers. (2008-2009)

4.2 Provider Organizations should execute an outreach and educa-
tion plan in partnership with the organizations leading the consum-
er outreach and education plan. (2008-2009)

CONSUMER ACCESS AND CONTROL OF PERSONAL HEALTH INFORMATION

5. Create consensus prin-
ciples and standards that 
support consumer-control 
of electronic personal 
health information.

5.1 Consumer Organizations, Provider Organizations and NGOs 
should launch an open, transparent process involving every 
stakeholder of healthcare from both the public and private sec-
tors to gain consensus acceptance around the following common 
principles and processes to support consumer control of electronic 
personal health information (2008-2009): 

Consumers should have easy access to review, add notations A. 
and suggest corrections to existing information in their own 
records. 
Consumers should be able to limit which of their health in-B. 
formation could be shared with which providers, in a manner 
compliant with HIPAA, when applicable.
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Consumers should be able to limit how their personally identifi-C. 
able medical information is used outside of care delivery (e.g. 
for research), consistent with all applicable federal, state and 
local law. 
Consumers should be able to easily designate others as prox-D. 
ies to act on their behalf (e.g. family member, caregiver, or 
guardian). 
The process and infrastructure for monitoring and certifying E. 
compliance with the common principles above among organi-
zations, initiatives and technologies.

5.2 NGOs such as Standards Development Organizations, HITSP, 
and others, in partnership with HIT Vendors and Provider Organi-
zations, should develop technological standards for functionalities 
in EHRs, PHRs and other applications that reflect the principles in 
5.1. (2009-2010) 

5.3 HIT Vendors should ensure that the products they offer provide 
appropriate functionalities that reflect the common principles and 
standards created in 5.1 and 5.2. (2009-2010)

5.4 Federal Agencies (HHS and others) that fund HIT/HIE initia-
tives should use consumer principles described in 5.1 in setting 
funding requirements. (2009-ongoing) 

5.5 Certification mechanisms should be put into place by CCHIT 
and/or other appropriate NGOs, such as accreditation organiza-
tions, to establish product compliance (for EHRs, PHRs, and similar 
products) with functionalities needed to support the consumer 
principles outlined in 5.1. For example, EHRs and PHRs must pos-
sess compatible fields to enable granular levels of information 
exchange between them. (2008-ongoing)

5.6 Consumer Organizations, Provider Organizations and Federal 
Agencies, along with NGOs, should educate consumers about the 
benefits, risks and potential consequences of choosing to limit or 
to share their health information with providers. (2008-ongoing)

CONSUMER ACCESS TO ELECTRONIC HEALTH INFORMATION TOOLS AND SERVICES

6. Where electronically 
available, consumers 
should be able to acquire 
historical data from pro-
viders, payers and other 
entities to generate a more 
complete longitudinal re-
cord.

6.1 Federal Agencies, Purchasers and Health Plans should align 
incentives to support HIT adoption by providers. (2008-ongoing) 
(See also Aligning Incentives) 

6.2 Congress should require digitization of an agreed upon core set 
of health data (such as the CCD or CCR) beginning in 2017. 

6.3 Congress should require those who hold digital health data 
about a patient (providers, insurers, labs, etc.) to make it available 
to him/her in digital form upon request. (Requirements begin for 
some in 2010—small clinics and others not yet able to meet that 
requirement have until 2017.)

6.4 Federal Agencies (HHS) should provide grants and loans to 
support providers and others who need help transitioning to HIT/
HIE. (2008-ongoing)
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7. Make a variety of types 
of useful tools and services 
available to consumers.

7.1 Federal Agencies, NGOs, Provider Organizations and other 
stakeholders (including the public and private sectors) should con-
tinue to develop free health content in digital form about a variety 
of conditions and in a variety of formats. (2007 - ongoing)

7.2 Congress should provide explicit long-term funding support to 
Federal Agencies such as the National Library of Medicine and the 
National Institutes of Health to develop free health content in digi-
tal form about a variety of conditions and in a variety of formats. 
(2007-ongoing)

7.3 Federal Agencies (CMS) should provide personal health infor-
mation tools (or financial support to acquire them) to all Medicaid 
and Medicare beneficiaries. (2012-ongoing)

8. Design content, tools, 
and interfaces to support 
different consumer needs, 
including but not limited to 
different languages, levels 
of health literacy, cultural 
perspectives, geographic 
access needs, and physical 
disabilities.

8.1 HIT Vendors should use focus group input and product test-
ing that addresses consumer preferences in product development, 
taking into account the wide variety of consumer needs. (2007-
ongoing) 

8.2 Provider Organizations and Researchers, with support from 
NGOs (foundations), should develop prototypes of useful electronic 
health information tools, with an emphasis on those that help 
consumers and providers to make decisions based on scientific 
evidence. Information from these efforts should feed into the de-
velopment of guidelines described in 9.1. (2007-ongoing) 

8.3 Federal Agencies (HHS) should research the development of 
tools to meet the specific needs of various underserved popula-
tions, in collaboration with Consumer Organizations. Information 
from these efforts should feed into the development of guidelines 
described in 9.1. (2008-ongoing)

9. Develop tools that ex-
plicitly help people to make 
evidence based decisions 
about their health.

9.1 NGOs, in coordination with Federal Agencies (AHRQ) should 
study and develop guidelines and best practices for involving con-
sumers in decision-making based on scientific evidence (e.g. infor-
mation prescriptions, patient decision aids, and reminders/action 
items). These guidelines should be incorporated into the product 
certification process (See 5.5). (2007-ongoing)

CONSUMER PRIVACY 

See Principles in Privacy, 
Security and Confidentiality

See Principles in Privacy, Security and Confidentiality

CONSUMER TRUST 

10. Develop, post, and ad-
here to Notices of Informa-
tion Policies that explain 
how health information is 
handled.

10.1 NGOs should analyze how HIPAA applies to HIT/HIE and 
recommend how gaps in coverage need to be addressed. (2007-
2008)
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 10.2 Given the lack of a comprehensive privacy-protective policy 
framework, any entity that may have contact with electronic per-
sonal health information (State and Community HIE Collaboratives, 
Health IT Vendors, Health Plans, Payers, Providers, etc.) should 
develop and publicly post a Notice of Information Policies. (2007-
ongoing) 

10.3 A Federal Agency (such as the Federal Trade Commission) 
should be responsible for enforcing Notices of Information Policies. 
(2007-ongoing)  

11. Establish accreditation 
processes for HIE networks 
and services and certifica-
tion of HIT tools.

11.1 An NGO and/or Federal Agency should work with accreditation 
organizations to develop “policy standards” for State and Commu-
nity HIE Collaboratives that establish compliance with the con-
sumer principles described in 5.1. These “policy standards” should 
address attributes and/or procedures (for example, whether an 
HIE conducts its business in a transparent way). (2008-ongoing) 

11.2 An NGO and/or Federal Agency puts into place a process to 
establish compliance by HIEs and others providing related services 
with the consumer principles described in 5.1. (2008-ongoing)

CONSUMER PARTICIPATION AND TRANSPARENCY 

12. Define organizational 
requirements for consumer 
participation and transpar-
ency and require compli-
ance with those require-
ments. 

12.1 An existing, trusted entity (NGO, Consumer Organization or 
Federal Agency) should define and catalog the types of entities 
that govern, oversee, operate and/or create policy for the elec-
tronic exchange of health information and produce recommenda-
tions regarding the appropriate level of consumer participation and 
requirements for transparency that should apply to them. (2007-
2008)

12.2 An NGO, Quality Organization and/or Federal Agency should 
put into place a process to establish compliance with consumer 
participation and transparency requirements by entities described 
in 12.1. (2008-ongoing)

13. Strengthen and expand 
the cadre of consumer 
organizations well-versed 
in HIT/HIE policy issues at 
the national, state, and lo-
cal level.

13.1 A trusted, existing NGO should organize/support development 
of a larger cadre of consumer organizations well-versed in HIT/HIE 
policy and coordinates their activities for maximum impact. (2007-
ongoing) 

13.2 State and Community HIE Collaboratives and NGOs (founda-
tions) should pay for individual consumers to attend HIT confer-
ences in the states and at the national level, in order to support 
their education and participation in HIT and HIE initiatives. (2007-
ongoing) 
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TRANSFORMING CARE DELIVERY AT THE 
POINT OF CARE 

The goal of transforming healthcare is to help providers ensure 
that the care they deliver meets the six Institute of Medicine (IOM) 
aims- it is safe, effective, efficient, equitable, timely and patient-
centered. The principles below outline the need for new models 
of care delivery, while the strategies and actions are grouped 
into three major strategic categories – moving providers to adopt 
health IT systems, supporting that adoption, and helping providers 

use health IT as a tool to enable transformation.  It is important to note that while the first two strate-
gic areas center on accelerating the adoption of health IT and supporting its use, this ultimate focus is 
on using health IT as a tool for quality improvement and care transformation – but health IT is not an 
end unto itself.  

As with all areas of the Blueprint, this section should be considered in tandem with the other strategies 
and actions contained elsewhere in the Blueprint.  For example, an important element of transforming 
care delivery into high quality patient-centric care is incentivizing activities such as care coordination, 
chronic care management, and enhanced preventive care.  In addition, technology that is employed to 
support these functions must also protect the privacy and security of patient data. 

The following recommendations are provided in the context of today’s reality, recognizing that as the 
actions in all areas of the Blueprint are implemented, some of theses strategies will necessarily and 
rightly change.  

Principles

Patient-Centered Care:1.  Standards-based HIT and health information exchange (HIE) will sup-
port new models of care delivery that are patient-centered, for a lifetime, and physician-guided, 
reflecting a coordinated, collaborative approach. HIT and HIE will help providers and consumers 
improve the quality, safety, effectiveness, timeliness, efficiency and equity of care delivered across 
the U.S. healthcare system.  In order for HIT and HIE to be truly patient-centered, the system 
should also provide meaningful, understandable and useful information for patients and providers 
at the point of care. 

Patient and Clinician-Centered Workflow:2.  The transformation to patient-centered care will be 
facilitated by making more complete, timely and relevant patient-focused data and clinical decision 
support tools available in a secure manner to both clinicians and patients as part of the workflow 
at the point of care. Information at the point of care through HIT and HIE will help integrate care 
across multiple care settings and facilitate team-based care.    

Everyone Plays:3.  All healthcare providers regardless of size, specialty, or location, and especially 
small physician practices (that deliver a majority of care in the U.S.) need to be engaged and 
supported in both local and national efforts to make patient-focused electronic health information 
available at the point of care.  Furthermore, the acquisition strategy, support for workflow change, 
resources required to overcome implementation barriers, and ongoing maintenance of HIT and 
electronic healthcare information will differ. 

Across Care Settings:4.  There is value in adopting HIT in care settings, but greater value when 
the exchange of electronic health information is implemented across care settings. Care transfor-
mation will be supported by the deployment and use of HIT and secure data exchanges with all 
relevant stakeholders, including: 

 

Patients/Consumers• 
Hospitals • 
Emergency departments • 
Laboratories and diagnostic centers• 
Public health agencies• 
Quality reporting and benchmarking • 
organizations 

Health plans • 
Pharmacy benefit managers• 
Physician practices• 
Long term care facilities • 
Home health agencies• 
Pharmacies• 
And others• 
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HIT and HIE Are Enabling Tools:5.  HIT and HIE are essential infrastructure elements that add 
value and efficiency for clinicians, other care providers and the patients they serve through in-
formation management and information sharing with each other and with other stakeholders in 
healthcare.  

Overcoming Challenges:6.  Selecting and implementing HIT and HIE tools, as well as the required 
process changes, are challenging endeavors.  Overcoming these challenges to maximize effective 
use of HIT and HIE is critical to supporting, informing and improving care delivery at the point of 
care. 
 
Reality – The Journey Begins Here:7.  The transformation of US healthcare requires immediate 
attention but will happen over a period of years with multiple iterations at different paces across 
various care settings.
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Strategies and Actions
Transforming Care Delivery at the Point of Care

Strategies Actions

MOVE PROVIDERS TO ADOPT HEALTH IT SYSTEMS
(Getting Providers to Make the Decision and Understand Effective Use) 

1. Understand provider 
purchase motivations re-
garding HIT adoption

1.1 Provider Organizations, Quality Organizations (QIOs) and 
NGOs, with support from Federal Agencies (such as AHRQ and/
or ONC) should examine adoption motivations among providers, 
including lessons from failed and successful models of HIT imple-
mentations and participation in HIE, as well as the impact of pro-
viding free technology, and make recommendations regarding best 
practices. (2007-2008, and ongoing)

1.2 Provider Organizations and NGOs, in partnership with Federal 
Agencies, should communicate findings regarding best practices 
for moving providers to adopt HIT systems, use them effectively 
and participate in HIE. (2008-2009, and ongoing)

1.3 NGOs (such as foundations) and the Federal Agencies should 
fund research conducted among State and Community HIE Col-
laboratives to examine HIEs that are currently operational, as well 
as defunct organizations, to identify best practices and lessons 
learned for how HIEs can play a role in supporting HIT adoption 
among providers. (2008-2010, and ongoing)

2. Educate and motivate 
providers to adopt HIT and 
use it effectively.

Drawing from the lessons and best practices identified in the re-
search in 1.1 and 1.3:

2.1 Provider Organizations should continue to help prepare provid-
ers for the increased focus on performance reporting, account-
ability and transparency in the healthcare marketplace through 
educational events, online resources, and other communications.  
In addition, NGOs and Federal Agencies (especially CMS) should 
also undertake similar education efforts to prepare providers. 
(2007-2009)

2.2 Vendor Organizations, Quality Organizations, Provider Or-
ganizations and Federal Agencies (through ONC and the AHRQ 
Resource Center for HIT) should help educate providers about 
resources available before, during and after adoption (including 
tools developed below) to support adoption and effective use of 
HIT. (2007-ongoing)

2.3 Quality Organizations (QIOs) through DOQ-IT and the hospital 
HIT projects, as well as Provider Organizations, NGOs and re-
searchers, should help providers set realistic expectations regard-
ing adoption of HIT – its benefits, uses, etc. (2007-ongoing)

2.4 NGOs, Employers, Provider Organizations and Consumer Orga-
nizations should collaborate to undertake a comprehensive study 
of the value proposition and business case for HIT adoption among 
providers based on objective, vender-neutral case studies. (2007-
2008, and ongoing)
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2.5 NGOs should collaborate with Health Plans and Employers to 
undertake a comprehensive, objective study of the value proposi-
tion and business case for health plans to provide financial or other 
incentives in support of HIT adoption. (2008)

2.6 NGOs, Health Plans, Employers, Provider Organizations, HIT 
Vendors, Federal Agencies and Consumer Organizations should 
communicate the value proposition of HIT adoption and effective 
use to their respective stakeholder groups. (2009-2012)

2.7 Provider Organizations, NGOs, Consumer Organizations, HIT 
Vendors, State and Community HIE Collaboratives, Public Health 
stakeholders, Quality Organizations and Federal Agencies should 
examine and create awareness of the benefits of sharing and using 
electronic health information across care settings and at the point 
of care. (2008-ongoing)

2.8 HIT Vendors should focus their products and future enhance-
ments on enabling providers to improve the quality of care, the ef-
ficiency of how care is delivered and the effectiveness of data cap-
ture. Vendors should develop work flow and change management 
competencies, both in sales and implementation, that contribute to 
the optimal use of their technology to achieve those improvements 
and with guidance on how to adapt current processes to those 
optimal work flows. (2007-2009)

2.9 Federal Agencies (CMS), Employers, and Health Plans should 
increase the transparency of the quality reporting and pay for 
performance program development processes, strategies and 
timelines, with clear explanation of the benefits of using technol-
ogy to participate in current and upcoming quality improvement 
programs. (2007-ongoing)

3. Educate providers re-
garding the availability of 
incentives and financing 
options to support adoption 
and effective use of HIT.

3.1 Federal Agencies and NGOs should work with Health Plans, 
Employers, HIT Vendors and others to create and maintain a cen-
tralized resource center of grants, loans, insurance savings oppor-
tunities, incentive programs and other financing options for HIT for 
providers. (2008-ongoing)

3.2 Provider Organizations (at the national and state levels) should 
leverage the resource center (above) and their own knowledge 
of local options and programs to communicate information about 
funding sources for HIT adoption. (2008-ongoing)

3.3 HIT Vendors, Quality Organizations (QIOs) and NGOs should 
provide increased support for small and rural healthcare organiza-
tions that need assistance with the grant writing process to com-
plete applications for HIT funding support. (2008-2010)

3.4 Providers (especially Integrated Delivery Networks, health sys-
tems and hospitals) should communicate to physicians the avail-
ability and related criteria for funding under the Stark and anti-
kickback relaxation. (2007-ongoing)



eHealth Initiative Blueprint: Building Consensus for Common Action 
October 2007 

Page 30

4. Monitor adoption rates 
based on agreed upon 
methodology.  Report on 
rates to all healthcare 
stakeholders, including the 
government, in order to 
continue to incentivize and 
support adoption and effec-
tive use.

4.1 Federal Agencies, in partnership with Provider Organizations 
and NGOs, should establish a consistent methodology for measur-
ing adoption and effective use, and analyzing and reporting data. 
(2007)

4.2 Provider Organizations, with federal funding, should promote 
the survey instrument to their members, assist with follow up to 
ensure survey completion, and communicate results back to mem-
bers, Federal Agencies, and the public. (2008-ongoing)

4.3 Using the agreed upon methodology, NGOs, the Federal Agen-
cies, Congress, Health Plans, HIT Vendors and Employers should 
utilize annual survey results at the national and local level as a 
feedback loop that informs national and local strategies to boost 
adoption rates and encourage effective use. (2008-ongoing)

SUPPORTING ADOPTION AND EFFECTIVE USE
(Providers Have Made the Decision to Adopt HIT, What Do They Do Now?) 

5. Increase the availability 
of incentives and financing 
options to support adoption 
and effective use.

5.1 Providers (especially hospitals) should utilize the recent Stark 
and anti-kickback relaxation to help provide hardware, software 
and training to physician practices. (2008-2009)

5.2 HIT and HIE vendors on a broader scale should provide more 
flexible contract options, reducing upfront costs through monthly 
fees. (2008)

5.3 HIT Vendors should provide software that maximizes the 
current and future value propositions for providers based on the 
studies outlined in 2.5 regarding value proposition to providers. 
(2008-ongoing)

5.4 Existing group purchasing organizations should increase their 
focus on providing HIT and HIE solutions for providers. (2008)

See also Aligning Incentives Actions

6. Provide education, tools 
and technical and other as-
sistance to prepare and as-
sist providers for selection, 
implementation and effec-
tive use of HIT. Education, 
tools and assistance should 
be tailored to provider size 
and specialty.

6.1 HIT Vendors, Provider Organizations, and Quality Organizations 
should work together to provide adaptable tools to help providers 
understand and assess the business case for HIT adoption, as well 
as the requirements for HIT implementation and effective use, in-
cluding current workflow and redesign of care processes, technical 
requirements, current operational and business rules, staff capac-
ity and skills and change management requirements. (2007-2009)

6.2 Provider Organizations, NGOs, HIT Vendors and Quality Orga-
nizations should leverage conferences, online tools and other com-
munication vehicles to educate providers about (2007-ongoing):

The overall process and steps to adopt – selection, acquisition, • 
implementation, and effective use.
Internal interoperability among all applications, services and • 
products within a practice or provider organization, including 
practice management systems (existing and new) to facilitate 
efficient data entry (e.g., one-time, within the workflow, etc).
Ongoing maintenance requirements, such as back-up and • 
recovery, technical support, upgrades, compliance with future 
new standards.
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6.3 Provider Organizations, Quality Organizations, HIT Vendors 
and NGOs should collaborate to create and make available model/
standard approaches and guidelines for RFPs, vendor contracts, 
requirements checklist, model workflows, etc. (2007-2010, and 
ongoing)

6.4 Provider Organizations, Quality Organizations, HIT Vendors and 
NGOs should develop and make available how-to guides regarding 
selection, acquisition and implementation, tailored to provider size 
and specialty. (2008-2011)

6.5 Provider Organizations, NGOs (such as commercial product 
research organizations) and Quality Organizations, should provide 
peer experience information regarding HIT products and applica-
tions. (2007-ongoing)

6.6 Federal Agencies, through the AHRQ HIT Resource Center 
should help providers navigate the tools and assistance available 
to them (including how-to guides, model approaches, workflow 
and other support, etc).  Provider Organizations, NGOs and Quality 
Organizations should contribute tools and resources to the AHRQ 
HIT Resource Center. (2008-ongoing)

6.7 Quality Organizations should provide engagement and hands-
on support regarding practice redesign, workflow techniques, etc. 
to an increased number and type of  provider organizations, in-
cluding hospitals, small primary and specialty physician practices, 
and long term care providers. (2008-ongoing)

6.8 Quality Organizations and HIT Vendors (and consultants) 
should provide support to providers during and after implementa-
tion to ensure effective use of all EHR functions. (2007-ongoing)

6.9 Quality Organizations and HIT Vendors should provide ongoing 
support during and after implementation to help providers under-
stand when and how to add functionality to EHR base application 
(lab interfaces, e-prescribing, clinical decision support, etc.), and 
to provide assistance adding and using that functionality accord-
ingly. (2007-ongoing) 

6.10 HIT Vendors should work with Quality Organizations and 
NGOs to assess the available resources to assist small providers 
with implementation and effective use of HIT. (2008 – 2010)

6.11 Federal Agencies (CMS, IRS) and Provider Organizations 
should develop a set of standardized principles and guidelines for 
the donation and acceptance of HIT under Stark and anti-kickback 
regulations. (2008)
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TRANSFORMING CARE DELIVERY THROUGH HIT AND HIE
(Providers Have Implemented the System, How Do They Transform Care?) 

7. Ensure interoperabil-
ity between and across 
all relevant stakeholders, 
using an open and interop-
erable architecture based 
on common principles and 
standards to reflect chang-
ing requirements.

7.1 Federal Agencies (especially HHS) should clarify and communi-
cate the process for developing standards, the roles stakeholders 
can play, a timeline for specific standards development and a list of 
key organizations involved in standards setting. (2007)

7.2 Federal Agencies (HHS, ONC) should accelerate the work to 
define standards for interoperability between and across all rel-
evant stakeholders currently being undertaken by HITSP. (2007 – 
2008)

7.3 NGOs, in partnership with Provider Organizations, HIT Vendors 
and Community HIE Collaboratives, should make recommendations 
for standards for data governance (i.e. standard naming conven-
tions; minimum data governance to be adopted by RHIO/HIEs poli-
cies to support standards) to the federal government for adoption. 
(2007-2008)

7.4 The Federal Agencies (HHS), HIT Vendors and State and Com-
munity HIEs should adopt those standards for data governance. 
(2009)

7.5 Federal Agencies should develop standards for data exchange 
in partnership with representatives of (2007-2009):

Patients/Consumers • 
Hospitals • 
Laboratories and diagnostic centers• 
Public health agencies• 
Quality reporting, accreditation and benchmarking organiza-• 
tions
Health plans • 
Physician practices• 
Long term care facilities • 
Home health agencies• 
Pharmacies• 
HIT Vendors• 

7.6 The standards development process above should focus on 
minimum standards in the following areas (2008-2009):

Quality improvement• 
Care management• 
Billing• 
Decision support• 
Performance data reporting• 
Research and population health initiatives, including disparities • 
reduction efforts

7.7 Federal Agencies (HHS, ONC through CCHIT) should require 
the incorporation of interoperability standards by vendors in HIT 
applications at the point of care. (2008-2009)

7.8 Federal Agencies, in partnership with Provider Organizations, 
State and Community HIE Collaboratives, and HIT Vendors, should 
facilitate national adoption of interoperability standards. (2008-
2010)
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7.9 Federal Agencies and Provider Organizations should commu-
nicate standards to providers and Community HIE Collaboratives. 
(2008-ongoing)

7.10 Providers should adopt standards-based certified HIT prod-
ucts. (2007-ongoing)

7.11 State and Community HIEs should implement interoperabil-
ity standards supported by policy and process, as these standards 
become available. (2008-ongoing) 

7.12 Congress should expand HIPAA rule to include additional enti-
ties that receive or transfer protected health information (Schools, 
First Responders and Public Service Agencies; and all users of 
secondary and tertiary data). (2008-2009)

8. Design HIT and HIE 
processes and supporting 
applications to collect data 
at all points of care as part 
of the normal workflow in 
a way that enables utiliza-
tion for multiple purposes, 
such as healthcare quality 
improvement, care man-
agement, billing, decision 
support, performance data 
reporting, and research 
and population health ini-
tiatives, including dispari-
ties reduction efforts.

8.1 Community HIE Collaboratives, Provider Organizations and HIT 
Vendors, with support from Federal Agencies, should identify and 
analyze the current workflow processes and data stewardship and 
reengineer those workflow processes to enable data to be captured 
one time at the point of care, as part of the normal workflow, such 
that those data can be used for multiple purposes (such as billing, 
patient care, quality improvement, performance measurement). 
(2007-ongoing)

8.2 HIT vendors should provide functionality to standardize data 
capture at the point of care by defining the data capture process 
and standardizing it according to nationally recognized terminology 
and coding standards. (2009)

8.3 Provider Organizations, Quality Organizations and Public Health 
should promote the importance of standardized data capture by in-
troducing education and training programs for providers and their 
staff. (2008-ongoing)

8.4 HIT Vendors and Providers should work with all relevant stake-
holder groups to enhance HIT systems design and to implement 
HIT and HIE to improve processes and reduce inefficiencies to 
facilitate more time for quality and safety activities by providers. 
(2008-ongoing)

9. Utilize HIT connected to 
HIE to transform care at 
the point of care, in a team 
environment and across 
settings.

9.1 Consumer Organizations and NGOs, in partnership with Pro-
vider Organizations and HIT Vendors, should study and promote 
best practices in which patient education, patient instructions and/
or patient decision support information or tools are delivered to 
the consumer through HIT as part of the clinical encounter. (2008-
2009)

9.2 Provider Organizations and Quality Organizations should 
promote inclusion of these best practices in patient education 
and support into the workflow of providers, and across providers. 
(2009-2010)



eHealth Initiative Blueprint: Building Consensus for Common Action 
October 2007 

Page 34

9.3 Federal Agencies (DEA) should work with Pharmacy Organiza-
tions and Provider Organizations to allow for electronic prescribing 
of controlled substances, with appropriate safeguards. (2008-
2009)

9.4 Federal Agencies should require institutions and providers to 
begin sharing health information electronically with each other. 
(2010)

9.5 Congress should pass legislation that supports the develop-
ment of medical home models of care. (2008)

9.6 Provider Organizations should support the development and 
implementation of the medical home model across the country. 
(2009-2014)

9.7 Providers in all settings should implement and effectively use 
HIT applications at the point of care, supported by connectivity to 
community HIE. (2007-ongoing)

10. Establish and use qual-
ity measures and decision 
support tools.

10.1 Federal Agencies (HHS, CMS, AHRQ) should define and sup-
port a process and the organizations responsible for establishing 
and endorsing quality measures to improve the quality, safety and 
efficiency of healthcare. (2007-2008) 

10.2 Federal Agencies (HHS, CMS, AHRQ) should define a process 
and the organizations responsible for standardizing data elements 
used in quality measurement reporting. (2008)

10.3 Provider Organizations, Quality Organizations, Federal Agen-
cies and NGOs should work with the Collaborative for Performance 
Measurement Integration with EHRs to identify and standardize 
electronic measure specifications. (2007-2008)

10.4 HIT Vendors should all utilize these standardized data ele-
ments and electronic measure specifications in their collection and 
reporting methodologies, and decision support functions. (2009)

10.5 CMS should require the use of a standardized electronic data 
set for submission of information for quality measurement activi-
ties for the Medicare program. (2010)

10.6 Providers should utilize their HIT systems at the point of care 
to improve the quality, safety and efficiency of healthcare. (2007-
ongoing) 

10.7 Federal Agencies (HHS, CMS, DOD, VA), in collaboration with 
NGOs, should establish baseline quality measure reporting, and 
monitor and report on changes over time to ensure effective use of 
EHRs, supported by data at the point of care. (2008-ongoing)
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IMPROVING POPULATION HEALTH
Leveraging Electronic Clinical Data

One of modern medicine’s greatest accomplishments has been the 
development of programs that monitor and improve the public’s 
health.  Vaccines, improved sanitation and hygiene, safer work-
places, enhanced food and drug safety, illness and injury preven-
tion, and improved drug and alcohol abuse programs have led to 
improvements in the health and well-being of people of all ages 
and backgrounds.22  

In the broadest sense, improving population health is about “what we as a society do collectively to 
assure the conditions in which people can be healthy.”23  Effective efforts in this area often stem from 
coordination between healthcare organizations, governmental agencies, the scientific community and 
others to monitor, measure and promote healthy behaviors and disease prevention.  

Because of the Blueprint’s overall goal of improving health and healthcare through information and in-
formation technology, this section focuses on one aspect of improving population health that is directly 
linked to health information technology and information exchange– leveraging electronic clinical data 
to support improving health at the population level.  Electronic clinical data can help support health 
and healthcare improvements including public health interventions, disease management, quality im-
provement, provider performance measurement, epidemiologic surveillance, research, and more. 

Data describing the process of healthcare and the health of individual patients is generated from many 
sources.  The process of collating, analyzing, and using this and other data to benefit the entire popu-
lation can support improvements in the way we prevent illness and injury, provide patient care, and 
manage care systems – important areas of focus if we are to assure the conditions in which people 
can be healthy. 

In most cases, patient data is recorded in their chart using pen and paper. As electronic clinical data 
systems become more widespread and more patient data is recorded electronically during the process 
of care delivery, we must give careful consideration to the opportunities and challenges of using elec-
tronic clinical data for population health purposes. 

Policies for how these data should be used and shared are still in an early developmental stage, 
though they are emerging rapidly.  In particular, important work remains to be done to build consen-
sus around privacy issues, consent, data control, and who can profit from the use of such data. Under-
standing and agreement must be developed to define the appropriate uses of both identified and de-
identified data.  The public does not fully understand the value of using personally identifiable data for 
the purposes of population health improvement.  Thus it is difficult to have an informed debate around 
the trade-offs between individual privacy and the benefit of using health information to improve the 
health of all individuals (i.e., the public). 

The principles for Improving Population Health lay the groundwork for the policy development that 
must be undertaken. The strategies and actions directly support engagement of multiple stakeholders 
to develop and implement those policies, as well as to create the resources, tools and data to support 
the use of electronic clinical data to improve the health of a population.  With these policies, resources 
and tools in place, electronic clinical data can be used to enrich population health improvement func-
tions, including disease management and wellness programs, quality improvement of healthcare deliv-
ery, disease surveillance, and research.  Phase II of the Blueprint should help develop action plans for 
accelerating progress in these areas. 

22 Institute of Medicine, “The Future of the Public’s Health in the 21st Century.” 1988. 
23 ibid.
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Principles 

The Use of Electronic Clinical Data is Beneficial and Necessary to Improve Population 1. 
Health 
 
The use of electronic clinical data that is derived from the care delivery process is both beneficial 
and necessary for improving population health, including but not limited to the following critical 
areas:

Improving the quality, safety, efficiency and effectiveness of healthcare• 
Monitoring, detecting and responding to hazards and threats, to protect the public’s health• 
Expanding knowledge about disease, diagnosis and appropriate treatments and services• 

Everyone Who Uses Clinical Data for Population Health Purposes Should Abide by a 2. 
Common Set of Principles and Policies  
 
Everyone who utilizes clinical data derived from the care delivery process for population health 
purposes should, in addition to abiding by current federal and state laws, rules and regulations, 
agree to and comply with a common set of principles and policies developed through a transpar-
ent, open process involving multiple stakeholders, including but not limited to consumers, provid-
ers, payers, purchasers, and researchers to build trust and confidence in the use of such data.

Those Who Use Clinical Data for Population Health Purposes Should be Transparent 3. 
About Their Principles, Policies and Practices 
 
Those who utilize clinical data derived from the care delivery process for population health pur-
poses should clearly disclose, in a transparent, easily accessible and understandable way, how the 
data is being used, as well as the principles and policies by which they abide.

Healthcare Organizations Should Support the Use of a Common Set of Data Derived Di-4. 
rectly From Care Delivery Processes for Multiple Purposes 
 
Healthcare organizations should seek to use the clinical data derived from electronic clinical data 
systems as well as other sources to support population health improvement in a “one data source, 
multiple uses” approach. Agreement on and widespread implementation of a set of common data 
elements, standards for interoperability, policies for data sharing that build trust, and agreed upon 
business models will accelerate the use of data to support population health and other purposes.

Financial or Other Incentives Will be Required to Accelerate the Use of Clinical Data for 5. 
Population Health Purposes 
 
While the results of improving population health include increases in healthcare quality, efficiency, 
and safety, such benefits do not always translate to financial benefits to the healthcare organiza-
tions that capture the data.  Therefore, widespread use of clinical data will not occur without the 
creation and implementation of financial or other incentives.
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Strategies and Actions
Improving Population Health 

Strategies Actions

POLICIES FOR DATA USE

1. Clearly characterize, ex-
plain and raise awareness 
of the current laws, rules 
and regulations govern-
ing the use of clinical data 
for uses other than care 
delivery (population health 
purposes).

1.1 Leveraging the work of many organizations, including but 
not limited to AHIC, AMIA, AQA, Connecting for Health, eHI, 
NCVHS, WEDI RTI/AHRQ and others, an NGO, in partnership with 
all healthcare stakeholders, should develop a clear and concise 
catalog of current federal and state laws, rules, and regulations 
governing the use of electronic clinical data for non-care delivery 
purposes, including, for example, awareness of a patient’s right to 
opt out of HIE. The catalog, to the extent possible, should be con-
verted into a summary guide, with references, that non-lawyers 
can understand, to assist healthcare stakeholders in effectively 
complying with such laws, rules and regulations. (2007-2008)

1.2 All stakeholders in healthcare, including but not limited to 
providers, consumers, employers and other healthcare purchasers, 
HIT Vendors, laboratories, pharmacies, pharmaceutical manufac-
turers, public health, QIOs, research institutions, state and local 
organizations and Federal Agencies, should widely disseminate the 
catalog and summary guide to individuals and organizations across 
every sector of healthcare to raise awareness and support compli-
ance. (2008)

2. Gain multi-stakeholder 
consensus on and widely 
disseminate a common set 
of principles and policies 
for use of clinical data for 
population health purposes.

2.1 Leveraging the work of many organizations, including but not 
limited to AHIC, AMIA, AQA, Connecting for Health, eHI, NCVHS, 
WEDI, and others, an NGO should launch an open, transparent 
process involving every stakeholder of healthcare, from both the 
public and private sectors, which creates a set of common princi-
ples and policies for the use of electronic clinical data derived from 
the care delivery process for population health purposes.  These 
principles and policies should, at a minimum, address:

Privacy and consent issues with regard to both identified and • 
de-identified data use for improving population health
Appropriate uses of de-identified, identified and re-identified • 
data
Standard methods to monitor and communicate compliance • 
with the principles and policies to the public (e.g. adherence to 
a “code of conduct”, etc.). (2008-2009)

2.2 An NGO working with multiple stakeholders should explore, 
and clearly articulate in a guide, issues related to de-identification 
and re-identification of electronic clinical data for population health 
improvement.  The results of this work should inform the principles 
developed in 2.1. (2008)
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2.3 As part of the process outlined in 2.1, the NGO should also 
conduct a study on the financial implications for the use of popula-
tion health data / aggregated data (this may include policy of who 
profits from use of data and who pays for data capture and aggre-
gation) (2008-2009).  The NGO should also develop recommenda-
tions regarding the type of entities that profit from using aggregat-
ed population health data and how they should share gains, based 
on the comprehensive study (2008-2009)

2.4 Groups representing every stakeholder of healthcare should 
widely disseminate and publicly support adherence to the common 
principles and policies developed through the consensus process. 
(2008-ongoing)

2.5 Organizations engaged in the use of clinical data for population 
health purposes should publicly disclose adherence to the common 
principles and policies developed through the consensus process. 
(2008-ongoing)

3. Develop and widely dis-
seminate tools, resources 
and guides to support 
healthcare organizations’ 
use of the common set of 
principles and policies.

3.1 NGOs, Provider Organizations, Public Health, Researchers, 
Pharmaceutical Organizations and other organizations with ex-
pertise in using clinical data for population health should develop 
tools, resources, and guides to support the implementation of the 
principles and policies for use of clinical data for population health 
by those organizations engaged in the use of clinical data for 
population health purposes, including but not limited to standard 
data use agreements, disclosure statements, public policies, etc. 
(2008-2010)

3.2 NGOs, Provider Organizations, Public Health, Researchers, 
Pharmaceutical Organizations and other organizations with exper-
tise in using clinical data for population health should coordinate 
and collectively identify best practices and create forums for shar-
ing their learning and best practices with their constituencies, to 
stimulate and support compliance with the common principles and 
policies. (2008-ongoing)

PRIORITY-SETTING AND COALITION-BUILDING FOR THE USE OF CLINICAL DATA 
FROM CARE DELIVERY FOR POPULATION HEALTH 

4. Define and prioritize a 
set of common data ele-
ments that are needed for 
multiple priority population 
health uses.

4.1 Recognizing that there are many different uses of clinical data 
for improving population health, yet significant time and resources 
are necessary to support EHR adoption and HIE implementa-
tion, an NGO or a Federal Agency should convene groups who 
represent the various interests of population health improvement 
(performance measurement, quality improvement, public health, 
research, etc.) and develop a “crosswalk” of the data elements 
needed for priority processes within each population health do-
main. Common data elements across population health domains 
(e.g. laboratory test results) should be identified and compiled to 
assisting with priority-setting for systems implementation, work-
flow changes, standards needed, and alternative business models 
for a “one source: multiple use” approach. (2008-2010)
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4.2 Organizations representing various stakeholder groups should 
widely disseminate the results of the priority setting process to 
federal and state policy makers, the various actors involved in 
the categories identified above, and every sector of healthcare, to 
facilitate adoption. (2008-ongoing)

5. Document and widely 
disseminate the benefits 
and risks of using clinical 
data for population health 
purposes, using language 
that “data sources” such 
as consumers, clinicians, 
hospitals and other provid-
ers, and laboratories as 
well as “data users” such 
as employers, health plans, 
researchers, and public 
health agencies, under-
stand.

5.1 Recognizing that many consumers and healthcare organiza-
tions do not fully understand the potential benefits of the use of 
clinical data for population health purposes, a federal agency, re-
search organization, NGO or group of NGOs should document, with 
references to the evidence, the benefits and risks of using clinical 
data for population health purposes, in language that is easily un-
derstandable by the public. (2008)

5.2 Groups representing every stakeholder in healthcare should 
widely disseminate materials that effectively communicate the 
benefits and risks of using clinical data for population health pur-
poses. (2008-2009, and ongoing)

6. Define the “users” of 
data elements for popula-
tion health uses with suf-
ficient granularity to lay the 
foundation for changes that 
will dramatically increase 
the demand for such data 
for population health pur-
poses.

6.1 An NGO or group of NGOs should conduct research and engage 
the necessary organizations to define, for each common data ele-
ment, the sources and the users of such data, the specific purpos-
es for use, the costs of current data collection processes, and the 
gaps in their current methods of data collection. (2008)

6.2 Leveraging the work conducted in strategy #2 and #5 above, 
the NGO or set of NGOs should clearly articulate and quantify 
the benefit and risks associated with transmission of data using 
methods that protect privacy and confidentiality, to make the case 
for changes that will accelerate the access of data for population 
health purposes. (2009)

7. Define where the com-
mon data elements cur-
rently reside with sufficient 
granularity to lay the foun-
dation for driving changes 
that will dramatically 
increase the availability of 
such data for population 
health purposes.

7.1 An entity, which may be a research organization or an NGO, 
or another organization with expertise, should conduct research 
and engage the necessary organizations to define, for each com-
mon data element, where it originates (e.g. the general source of 
the data), its storage method (electronic or not electronic), and 
a breakdown of the different types of sources and their locations 
(e.g. national laboratories versus local independent laboratories 
versus hospital laboratories, versus laboratory tests performed in 
physician offices). (2008)

7.2 Leveraging the work conducted in strategy #5 above, clearly 
articulate and quantify the benefit associated with making data 
available using methods that protect privacy and confidentiality, 
to make the case for changes that will accelerate the capture and 
availability of data for population health purposes. (2008)
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BUILDING SUPPORTS FOR WIDESPREAD IMPLEMENTATION

8. Define the systems, 
filtering rules, workflow 
changes and functionalities 
needed to support elec-
tronic capture of, transmis-
sion of and access to the 
common data elements.

8.1 For each of the common data elements identified in #4, and 
utilizing the data collected in #6 and #7, an NGO should identify 
the systems needed and workflow and process barriers to elec-
tronic data capture and data availability, as well as data access and 
develop strategies to overcome those barriers. (2009)

8.2 An NGO, or group of NGOs, should clearly articulate, in an 
easy to understand guide, the systems, the available standards, 
the workflow changes, functionalities and business process chang-
es needed to facilitate capture of, transmission of, and access to 
the common data elements. (2009)

9. Develop a set of alterna-
tive business models that 
will support the costs of 
making the data available 
and access to such data 
from population health 
data users.

9.1 For each of the common data elements, as well as the uses 
and users of such elements, an NGO should assess, quantify and 
effectively articulate the value of the data, targeting each popula-
tion health segment of users (e.g. performance measurement, 
quality improvement, public health, research, etc.). (2008)

9.2 For each population health segment of users or “customers” an 
NGO or group of NGOs should work closely with organizations rep-
resenting population health data users to develop a set of detailed 
business models alternatives to support data capture, data avail-
ability and data access. (2008)

9.3 An organization should utilize the data created in 9.2 and 
develop easy to understand guides to support the development 
of business models for transactions between data sources, health 
information exchanges and data users. (2009)

10. Define common stan-
dards for representing such 
common data elements.

10.1 For each of the common data elements, and leveraging the 
work of HITSP, CCHIT, HL7 and the other SDOs, IHE, the Collabor-
ative for Performance Measurement Integration and other groups, 
an NGO or other organization should “crosswalk” the common data 
elements to the standards that have been harmonized or agreed 
upon by such recognized parties, and catalog such standards in an 
easy to understand format. (2008)

10.2 Any gaps identified in the process described in 10.1 should be 
documented and communicated to HITSP and other SDOs by the 
NGO to inform their work plans and priority-setting processes. The 
NGOs in 10.1 should engage all constituencies representing both 
data providers and data users to apply pressure to such bodies to 
assure their priorities are reflected in standards harmonization and 
adoption processes. (2008)
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11. Bringing it all together, 
develop and widely dissem-
inate tools, resources and 
guides to support health-
care organizations who 
serve as “data sources”, 
addressing the common 
data elements, required 
systems, workflow and 
process changes, policies 
for data sharing, legal and 
regulatory considerations, 
and business models to 
support data capture, data 
availability, and data ac-
cess.

11.1 An organization or NGO should clearly and effectively docu-
ment, in an easy to understand format, the common data ele-
ments, the value of those elements, required systems, required 
work-flow and process changes, policies for data sharing, legal 
and regulatory considerations, and business models. The resulting 
“guide” should contain the steps that each “actor” in the process 
(including those representing both data sources and data users) 
should take to effectively support population health purposes in an 
incremental, coordinated fashion. (2009)

11.2 Groups representing every stakeholder in healthcare should 
widely disseminate the guide described in 11.1 to encourage us-
age. (2009-2012)

12. Develop and implement 
drivers that will rapidly 
accelerate the capture, 
availability and use of the 
prioritized common data 
elements.

12.1 An NGO, or group of NGOs, working with those who have 
great interest in the use of data for population health, should 
identify vehicles and mechanisms that would support and drive the 
capture, availability and use of clinical data for population health 
purposes. Such vehicles could include the following (2008):

Changes in standard RFI, RFP or contract language in the • 
healthcare purchasing process 
Changes in standard RFI, RFP or contract language for the • 
healthcare IT purchasing process
Changes in expectations related to public health reporting• 
Changes in expectations related to performance reporting • 
(electronic, specifications regarding use of standards, etc.)
Changes in expectations in accreditation and certification pro-• 
cesses
Changes in reporting requirements of regulatory bodies• 
Changes in specifications used for research processes• 

BUILDING THE EVIDENCE FOR WIDESPREAD IMPLEMENTATION

13. Conduct “learning 
laboratories” to test and 
evaluate the “supports” 
identified above, in several 
markets.

13.1 An NGO or federal agency should create a set of learning 
laboratories that test and evaluate the use of clinical data for prior-
ity use cases identified by those involved in performance measure-
ment and quality improvement, public health, safety surveillance, 
and research. Results should be published and placed in the public 
domain to accelerate further implementation in the field. (2008-
2010)

13.2 Congress should authorize the Centers for Medicare & Med-
icaid Services to conduct a set of demonstration projects that test 
and evaluate the use of clinical data to support improvements in 
the quality and efficiency of healthcare. (2008)

13.3 Congress should authorize the Food and Drug Administration 
to conduct a set of demonstration projects that test and evaluate 
the use of clinical data to support improvements in the safety of 
healthcare. (2008)
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13.4 The Food and Drug Administration should conduct a set of 
demonstration projects that test and evaluate the use of clinical 
data to support improvements in the safety of healthcare. (2009-
2010)

13.5 The Centers for Medicare & Medicaid Services should conduct 
a set of demonstration projects that test and evaluate the use of 
clinical data to support improvements in the quality and efficiency 
of healthcare. (2009-2010)

14. Conduct research to 
gather evidence of natural 
experiments in using clini-
cal data for a variety of use 
cases.

14.1 An NGO or Federal Agency should gather learning from “natu-
ral experiments” in the field to identify what’s working, what’s not 
working, to inform both policies and practices in the field, in sup-
port of improving population health through activities like disease 
management, performance measurement, research and more. 
(2008-ongoing)

CREATE FORUMS FOR DATA SHARING AND LEARNING 

15. Create a forum or set 
of forums for sharing of 
learning and best practices 
to support success in the 
field.

15.1 An NGO, or group of NGOs, should create forums for sharing 
learning and best practices to support success in the field. (2009-
ongoing)
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ALIGNING FINANCIAL AND OTHER INCENTIVES

Aligning incentives is a critical underpinning of many of the strate-
gies and actions contained in other areas of the Blueprint.  The 
primary goal of aligning financial and other incentives is to improve 
the quality, safety and efficiency of healthcare.  While larger scale 
payment reform is needed, this committee sought to prioritize the 
development of consensus strategies and actions according to what 
could be incrementally accomplished over the next 24-36 months, 
in both the public and private sectors. 

In terms of the timelines associated with specific actions in this area, many of those who participated 
in the development or vetting processes agreed that timelines are generally needed to support action, 
but also agree that timelines are debatable and should be discussed. Thus, the specific timelines in-
cluded here are preliminary, and more feedback is encouraged as stakeholders such as employers and 
health plans begin to consider implementation. 

In developing the principles, strategies and actions in this focus area, many discussions occurred 
around incentivizing improved patient outcomes versus incentivizing or supporting technology adop-
tion.  While stakeholders agree that the end goal is improving healthcare quality, safety and effi-
ciency, they employ different approaches for arriving at that goal.  Some prefer to incentivize quality 
outcomes only, while others prefer also to support the adoption and effective use of health IT as an 
efficient infrastructure for quality improvement and measurement.  There is no consensus regarding 
the best approach to this question, and there is no consensus that only one approach will work.  More 
study is needed to examine initiatives that have employed both approaches to identify their benefits 
and drawbacks. 

Many initiatives are currently underway that offer promising strategies for aligning incentives in a 
manner that supports improved outcomes for patients, and those initiatives should also be supported 
and studied.   

Principles

The principles below cover four key areas the committee believes are important aspects of any incentive 
program.  There was strong consensus on the first three principles, but there was also a strong recogni-
tion that the fourth principle will require more work and more consensus in terms of its implementation.  
While it is easy to agree with this principle in concept, there is no common agreement or understanding 
around who benefits from health IT adoption, and by how much they benefit.  

Hypothetically, health plans should benefit through better care and cost avoidance due to improved 
health, but it is unclear how this really occurs and how much the true future savings might be.  Physi-
cian practices should benefit with greater efficiency and effectiveness at the same payment rate, but 
no one knows how much efficiency and how much effectiveness.   Incentives cannot be meaningful, 
phased or appropriately aligned until decision-makers have incontrovertible and quantitative informa-
tion describing the benefits.  This means that all payors and providers will need to work together toward 
meaningful pilots or demonstration projects that are appropriately designed to convincingly measure 
these benefits before any significant change in financial incentives will occur.

Meaningful Incentives: 1. Any financing or incentive program involving health IT should be meaning-
ful and result in improvements in quality, safety, efficiency or effectiveness in health care. 

Phased Approach:2.  Financing or incentive programs should utilize a phased approach involving 
health IT beginning with the implementation of health IT and leading up to the use of electronic 
information to support performance improvement. 

Assure Interoperability:3.  Any financing or incentive program involving health IT should lead to the 
use of existing standards to assure interoperability. 

Cost Reflects the Benefit:4.   Stakeholders that benefit should share some of the cost related to 
health IT financing or incentives. To achieve this, more study is needed to ascertain specifically who 
benefits, and by how much.  This information is critical to ensuring that incentives programs can be 
meaningful, phased, and appropriately aligned.  In addition, incentive structures should be altered 
to accommodate those groups that do not have the ability to pay (e.g. underserved populations).  
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Strategies and Actions 
Aligning Financial and Other Incentives

Strategies Actions

1. Create demonstration 
projects and private payer 
pilots to develop and test 
strategies for aligning in-
centives. 

1.1 Federal Agencies, Researchers and/or NGOs should perform an 
independent evaluation to quantify and account for all of the costs 
incurred and benefits received by specific stakeholders from the 
adoption and effective use of health IT by providers.  The results 
of this study should be utilized to inform future policy decisions. 
(2008-2009, and ongoing)

1.2 CMS should consider expanding the DOQ-IT program in 2008 
to include a “pay for use” pilot that would provide a one-time 
bonus payment to small physician practices post-implementation 
of a certified system when the physician demonstrates proper use 
of functionality, evaluating whether higher quality outcomes were 
achieved as a result of such use.  The pilot should also explore the 
most appropriate definition of a “small” practice. (2008)

1.3 Federal Agencies, including CMS, should consider introducing 
a demonstration project (using provider submitted add-on codes) 
that evaluates the impact on the quality or efficiency of care of 
additional reimbursement for providers that use information from 
an active health data exchange (basic, intermediate and advanced 
levels of functionality).  At a basic level, the provider might ac-
cess information (such as laboratory results or medication history) 
electronically through a portal or electronic health record.  At an 
intermediate level, the provider might demonstrate the ability to 
transfer clinical data electronically to other providers, plans or pa-
tients. At an advanced level, the provider might document the use 
of such information to support functions such as decision support, 
patient reminders, e-consults, or e-prescribing. (2009)

1.4 The Federal Government and other payers (Health Plans) 
should consider establishing a demonstration program in which 
provider recognition and reward is based on achieving quality, cost 
and service objectives, and a certain percentage of which is de-
pendent on implementation and use of EHR systems and informa-
tion from other sources.  The percentage dependent on EHR use 
decreases over time.  The program could be coupled with financial 
assistance from the federal government for small providers to 
implement an EHR.  The definition of “small” provider should be 
explored, studied and further defined. (2008-2010)

1.5 As preferred networks begin to proliferate in 2008, Employers 
and Health Plans should consider using documentation of imple-
mentation and use of certified EHR and participation in health 
information exchange as important criteria, among others, for 
network inclusion. (2008)
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1.6 Health Plans, Federal Agencies and NGOs should share, and 
eHI and other NGOs should publicize in an ongoing manner, the re-
sults of various pilots and demonstrations regarding incentives for 
HIT adoption and quality improvement, measuring the impact on 
EHR uptake, especially among small providers, as well as the cost 
to Health Plans. (2008-ongoing)

1.7 As EHR adoption evolves to support effective quality and ef-
ficiency improvements, demonstration projects from Health Plans 
and the Federal Government should evolve to test other more 
broad payment reform strategies. (2009-2011) 

2. Implement provider 
recognition strategies to 
encourage effective use of 
certified systems.

2.1 NGOs, in partnership with providers, Health Plans and other 
stakeholders, should develop mechanisms to measure effective use 
of information from EHRs in both hospital and physician office set-
tings. (2008-2009)

2.2 Health Plans should consider listing in their directories those 
providers who have adopted certified EHR systems and are us-
ing them effectively, based on consensus measures of effective 
use.  The listing should include an explanation to members about 
the significance of the EHR to patient care, impact on quality, and 
facilitation of improved patient access to the system. (2009)

Consumer Organizations should provide additional education • 
about choosing a physician with an EHR and using quality rat-
ings. (2008)
State and Community HIE Collaboratives should work with • 
Health Plans to indicate physician participation in an HIE initia-
tive and communicate that information to consumers through 
these directories. (2011)

2.3 As the use by providers of certified and interoperable EHR 
systems becomes more prevalent in a geographic area, those who 
sponsor health plans (Employers) should consider implementing 
member financial and other incentives to encourage consumers 
to select practices and hospitals that use certified EHR systems, 
among other things. (2009)

3. Work with malpractice 
carriers to develop risk 
reduction strategies to 
lower malpractice insur-
ance premium rates for 
providers who implement 
and effectively use certified 
systems to improve quality 
and safety.

3.1 Provider Organizations and other NGOs should work with the 
malpractice insurance carrier industry to collect actuarial evidence 
of the benefit of health IT use by providers. (2007-2008)

3.2 Malpractice insurers should calculate a premium discount that 
reflects the proportionate savings. (2008-2009)

3.3 NGOs and Provider Organizations should identify and publicize 
the names of malpractice carriers in various states who already 
provide premium rate reduction for providers who implement certi-
fied systems. (2008)

3.4 NGOs, such as HITSP and HISPC, should work with industry 
stakeholders to establish standards for compliance functions in 
an EHR, so that all EHRs have proper compliance controls in place 
(e.g. inability to turn off audit controls, etc.). (2007-2008)

3.5 CCHIT should certify EHRs against these legal and compliance 
standards. (2009)
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4. Educate small practices 
and small hospitals to em-
power them to make wise 
purchasing decisions and 
provide them with the tools 
to make necessary work-
flow changes to improve 
the health and healthcare 
of their patients using EHRs 
and health information 
exchange.

4.1 CMS should increase QIO funding for the DOQ-IT program and 
provide personalized support for additional small physician prac-
tices. (2008)

4.2 CMS should expand the QIO program to assist additional small 
hospitals with the effective use of CPOE and EHRs to promote 
higher quality healthcare. (2008)

4.3 Quality Organizations (QIOs) and Provider Organizations 
should help all providers, and especially small and rural providers, 
to make wise purchasing decisions, leveraging certification and 
other programs and ensuring that an EHR is able to capture the 
right data to participate in quality reporting or improvement incen-
tive programs. (2008-ongoing)

4.4 Quality Organizations (QIOs) and Provider Organizations 
should help educate providers on the cost and value of system ac-
quisition and care process redesign, as well as value derived from 
increased data capture, improved administrative efficiencies, and 
ability to participate in quality reporting or improvement incentive 
programs. (2008-ongoing)

4.5 State Governments should provide grants to small hospitals 
and small practices to help offset the cost of EHR acquisition and 
health information exchange and facilitate group purchasing and 
education. (2008-2009)

See also Transforming Care Delivery Actions in this area.

5. Implement tax incen-
tives to encourage im-
provements in health and 
healthcare through HIT 
adoption by physicians in 
small practices and small 
hospitals.

5.1 Federal Agencies and NGOs should study the impact of provid-
ing tax incentives for small and rural providers to adopt HIT and 
use it effectively. (2008)

5.2 Congress should consider instituting tax incentives for small 
and rural providers to adopt HIT and use it effectively. (2009-
2010)

5.3 State Governments should offer tax incentives to or small and 
rural providers to adopt HIT and use it effectively. (2008-2009)  

5.4 Federal and State Governments should consider creating low 
cost guaranteed loans and a loan forgiveness program where small 
providers can receive low-cost loans from federal and state dollars, 
administered by a private sector entity.  Low cost loans could be 
used to purchase certified HIT systems.  For providers meeting a 
minimum set of benchmarks in practice/provider performance im-
provement, a portion per year of the loan is forgiven for each year 
the provider meets the benchmarks.  (2009-ongoing)

5.5 NGOs should study the feasibility and benefits of tax incentives 
to employer groups and plans to financially incentivize providers 
(in a meaningful way) to encourage adoption and effective use for 
quality improvement. (2008)

5.6 Based on the results of the study above, Congress should 
consider instituting tax incentives for employers and plans that 
provide meaningful incentives. (2009)
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6. Examine HIEs that are 
sustainable and study 
the data to identify exact 
sources of sustainability 
and provide a how to guide 
to sustainability, recogniz-
ing that one size doesn’t 
fit all.

6.1 Federal Agencies (such as HRSA and ONC) should fund re-
search and development of lessons and tools to support sustain-
ability of HIEs (2008)

6.2 NGOs should work directly with successful and unsuccessful 
HIEs to study their processes for creating the organization, identify 
and learn from business models, and create models for ongoing 
sustainability. (2008)

6.3 Based on this research, NGOs should develop guides and tools 
to support sustainability that are adaptable to individual HIE net-
work needs. (2009)

7. Provide grants and loans 
to offset start up costs of 
exchanges in geographic 
areas where no or limited 
data exchange currently 
exists.

7.1 Congress should establish a matching funds loan program 
for states to make initial low cost loans to start-up HIEs in areas 
where no or limited HIEs exist.  Funding should be available to 
allow providers to acquire the systems/infrastructure needed to 
connect to the exchange. (2008)

7.2 NGOs (philanthropies) and Federal Agencies should continue 
to fund early developmental phases of HIEs, tied to specific perfor-
mance goals and deliverables to help ensure sustainability. (2008-
ongoing)

8. Harmonize and leverage 
efforts of current organi-
zations that are creating 
evidence-based perfor-
mance measures to maxi-
mize impact, streamline 
and standardize reporting.

8.1 All stakeholders should agree on a national measurement 
harmonization strategy to create an initial set of consistent and 
uniform quality measures that are meaningful and whose use will 
likely lead to improvements in quality, safety, efficiency or effec-
tiveness in health care. (2007-2008)

8.2 All stakeholders in quality measurement and improvement 
should utilize the resulting uniform measure set in quality report-
ing initiatives, in order to minimize burden of reporting and finan-
cial costs related to the collection of data. (2009)

8.3 NGOs should continue to study the impact of, and best practic-
es for, engaging consumers in a dialogue about healthcare quality, 
including the use of quality measures in selecting a provider, and 
electronic health records use. (2007-2008)

8.4 Consumer Organizations should work with consumers to help 
them effectively understand and use quality measures in selecting 
a provider, including electronic health records use. (2008-2009)
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9. Identify and standardize 
electronic data elements 
for each consensus perfor-
mance measure (as part of 
the development/approval 
process) so that measures 
can be readily incorpo-
rated by vendors into EHR 
systems and by health 
information exchange 
initiatives, and data can be 
electronically transmitted 
and collected from clinical 
sources and rewarded.

9.1 The Federal Government should designate a lead organization 
to standardize data elements used in quality performance mea-
surement reporting. (2008)

9.2 NGOs, Provider Organizations and HIT Vendors (through or-
ganizations such as the National Quality Forum) should continue 
to identify established high-priority measures for the near-term 
implementation of data capture for quality measurement. (2008)

9.3 NGOs, including Standards Development Organizations, as well 
as Provider Organizations and HIT Vendors, through the Collab-
orative for Performance Measure Integration, should continue to 
identify import and export mechanisms to standardize methodolo-
gies for data capture. (2008-ongoing)

9.4 Employers, Health Plans, State Governments, CMS, other Fed-
eral Health programs and business coalitions (Employers) should 
utilize the standardized data elements and electronic measure 
specifications outlined in 9.1 in their collection and reporting meth-
odologies. (2009)

9.5 CMS should require the use of a standardized electronic data 
set for submission of information for performance measurement 
activities for the Medicare program. (2010)

9.6: Federal Agencies, through HITSP and CCHIT, should begin to 
include the data elements and standardized methodologies identi-
fied in 9.1 for data capture in their work. CCHIT should use these 
as certification criteria beginning in 2009. (2009-ongoing)

10. Coordinate HIE and 
quality data aggrega-
tion activities to assure 
interoperability and make 
administrative start up and 
ongoing costs associated 
with them as efficient as 
possible, thereby reducing 
burden of participation by 
both payers and providers.

10.1 The Federal Government and Employers should support the 
creation of “value exchanges” and State and Community Health 
Information Exchange Collaboratives, and incentivize their collabo-
ration with each other, as well as QIOs who can serve as quality 
partners. (2008-2009)

10.2 NGOs should study, identify and recommend best practices 
for convening and operating multi-stakeholder value exchanges 
and health information exchanges. (2008-2009) 

10.3 Multi-stakeholder value exchanges (NGOs) should coordinate 
data submission for performance measurement activities. (2011)

11. Transition from perfor-
mance measures that rely 
on manual chart abstrac-
tion and claims data to 
measures that rely on not 
only claims data but also 
electronic clinical data 
sources.

11.1 The Federal Government should work with Quality Organiza-
tions to determine a timeline to transition to standardized elec-
tronic data reporting, including measures that rely on multiple 
electronic data sources to encourage data sharing. (2007-2008)

11.2 Federal Agencies (CMS) and State Governments should lead 
by mandating electronic data submission for participation in quality 
reporting programs. (2011-2020)
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MANAGING PRIVACY, SECURITY AND 
CONFIDENTIALITY

In order to produce work that is and will remain relevant given the 
shifting environment and rapid developments in the areas of pri-
vacy, security and confidentiality, the committee sought to take a 
simple and clear approach to the underlying core issues most often 
encountered in these areas.  To do so, the committee drafted a set 
of consensus principles, a core set of “common questions” (instead 
of strategies and actions) and a strong bibliography of leading 

articles on related subjects.  The Committee recommends that eHI establish a multi-stakeholder task 
force to continue to monitor, address and give guidance on emerging questions and issues related to 
privacy and security.

Consensus was reached on the principles; however, given the environment there are a number of 
questions that must be applied at the organizational level. The “common questions” are intended to be 
a starting place for facilitating the dialogue that must occur. The Blueprint does not suggest answers to 
these questions.  They are intended to be applicable for any organization that stores, transmits, and/
or uses personal health information and should guide the organization in the development of internal 
policies and procedures related to privacy, security and confidentiality. 

Principles

Transparency 1. 

Policies for the permissible use of personal health information by those other than the patient • 
should be clearly defined, accessible, and communicated in an easily understood format.
Individuals have the right to know how their personal health information has been used and • 
who has access to it. 

Collection and Use of Personal Health Information 2. 

Personal health information of the individual consumer should be obtainable consistent with • 
applicable federal, state and local law.  It should be accurate, up-to-date, and limited to what 
is appropriate and relevant for the intended use.
Consumers have a right to privacy of their personal health information, taking into account • 
existing exceptions under law. Consumers should be apprised when they have a choice in how 
their personal health information will be used and shared and when they can limit uses of their 
personal health information. 

Individual Control 3. 

Individuals should be able to limit when and with whom their identifiable personal health • 
information is shared.  Individuals should be able to delegate these responsibilities to another 
person.
Individuals should be able to readily obtain an audit trail that discloses by whom their personal • 
health information has been accessed and how it has been used. 

Security 4. 

Measures should be implemented to protect the integrity, security, and confidentiality of each • 
individual’s personal health information, ensuring that it cannot be lost, stolen, or accessed or 
modified in an inappropriate way.
Organizations that store, transmit, or use personal health information should have in place • 
mechanisms for authentication and authorization of system users. 
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Audit 5. 

Each such organization must have a comprehensive audit process to examine compliance with • 
its internal privacy, security, and confidentiality policies and procedures.
Organizations have a responsibility to ensure that an individual is notified when the organiza-• 
tion learns of unauthorized or inappropriate access to that individual’s personal health infor-
mation. 

Accountability and Oversight 6. 

Individuals should be apprised as to who monitors policy compliance with privacy, security and • 
confidentiality policies, how complaints will be handled, how individuals will be informed of a 
violation and existing remedies available to them. 

Technology and Privacy 7. 

Technological developments must be adopted in harmony with policies and business rules that • 
foster trust and transparency.  
Privacy protections must be at the forefront of all technological standards.  Privacy issues can-• 
not be addressed post-system design and implementation.

Common Core Questions About Privacy and Security

Given the dynamic nature of public and private sector developments for privacy, security and confiden-
tiality, a specific direction or set of rules for stakeholders to follow is lacking.  Further complicating the 
situation are the questions that are asked — to which the relevant answers depend on the stakeholder.  

Today there are inconsistencies in federal and state privacy and security laws and this is further 
complicated by stakeholders’ interpretations of the laws and the reconciliation of the inconsistencies.  
There are a number of projects underway at the federal and state level to reconcile these issues; how-
ever, it is important to understand what exists today and to have stakeholders achieve consensus on 
relevant interpretations.  

The common core questions below are intended to help organizations examine and address the un-
derlying issues most often encountered in the areas of privacy and security.  Organizations ranging 
from health information exchanges (HIEs) and provider organizations, to researchers, vendors, policy 
experts and lawmakers at the national, state, and local levels can apply these questions.  Because the 
context in which stakeholders operate will vary, these questions serve as a guide to facilitate relevant 
answers given different environments. These questions are not meant to be asked only one time – as 
the environment changes, organizations will need to readdress these questions to ensure they con-
tinue to be compliant.

Policy decisions should be the driver of technology; however, these questions should be asked in the 
context of the technology and its capabilities.

What federal and state privacy and security laws are you subject to? Are partner stakeholders sub-1. 
ject to the same laws? What are the implications if stakeholders are subject to different laws?  

There may be differences under federal and state laws as to how different types of health informa-2. 
tion are handled (e.g. mental health and substance abuse).  What are the implications of having 
different laws for different types of health information?   

What are the implications of having different federal and state laws affecting privacy and security?  3. 
Is there consensus on how the laws apply to each stakeholder? What are the implications of hav-
ing different laws across states? 

Not all entities are covered by the same laws, even in the situation where they perform the same 4. 
services.  What are the implications of having some entities performing similar services covered by 
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federal law (e.g., HIPAA) and others not?  

How does this impact your competitiveness?   ¾

How does this impact your ability to exchange information with others?   ¾

Does contracting with non-covered entities create different levels of accountability and/or en- ¾
forceability in the exchange of health information? 

Assuming you are not a covered entity or its business associate, what would be the implica- ¾
tions of complying with enforceable confidentiality, privacy, and security requirements at least 
equivalent to relevant HIPAA principles?  

Should there be different confidentiality, privacy, and security protections for electronic records as 5. 
compared to paper records, whether in whole or in part? 

Is there a minimum set of confidentiality, privacy, and security protections that you think any 6. 
organization that stores, transmits, and/or uses personal health information should follow? If not 
HIPAA, then what?  

How and when should privacy and security policies be available to employees? How will employees 7. 
be held accountable for following these policies? 

How do you collect, maintain, store, share or transmit personal health information?  8. 

What is your approach for dealing with breaches of privacy and security?  9. 

How and at what point in time do you communicate your privacy and security practices to pa-10. 
tients/consumers? How and at what point in time do you communicate changes in your practices? 

What level of consent and how much control are consumers given over the flow of their informa-11. 
tion, i.e., “authorization and consent,” before disclosure, “ability to review and correct informa-
tion,” and so on? What level of control should consumers have over the use of de-identified patient 
data for population health initiatives or research that is outside the direct care delivery process?  
What is the best way to educate consumers about these issues and the impact of their choices?
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APPENDIX A – RESOURCES

Engaging Consumers Resources

American Health Information Community (AHIC), Chronic Care Workgroup Visioning Statement, • 
October 2006. http://www.hhs.gov/healthit/ahic/materials/meeting10/cc/Virtual_Care_Vision.doc 
AHIC Proposed Principles for Consumer Empowerment Breakthrough, 2006. http://www.hhs.gov/• 
healthit/ahic/materials/meeting02/cemp/Cemp_principles_breakthrough.doc 
America’s Health Insurance Plans (AHIP), Issue Brief: Improving Health Care through • 
Personal Health Records, December 2006. http://www.ahip.org/content/fileviewer.
aspx?docid=18328&linkid=156982 
America’s Health Insurance Plans, PHR Data Elements, • http://www.ahip.org/content/fileviewer.
aspx?docid=18328&linkid=156990 
BlueCross BlueShield Association, Consumer Preferences and Usage of Healthcare Information, • 
November 2006. http://www.bcbs.com/issues/transparency/research/Consumer-Research-Study-
Nov-2006.pdf 
California HealthCare Foundation: It Takes a Region: A Framework to Improve Chronic Disease • 
Care, Wagner, 2006. http://www.chcf.org/documents/chronicdisease/CreatingAFrameworkToIm-
proveChronicDiseaseCare.pdf 
California HealthCare Foundation. “Online Patient-Provider Communication Tools: An Overview,” • 
2003. http://www.chcf.org/topics/chronicdisease/index.cfm?itemID=21600 
California HealthCare Foundation, National Consumer Health Privacy Survey 2005, Forrester Re-• 
search. http://www.chcf.org/topics/view.cfm?itemID=115694 
Cynthia Baur, PhD, Office of Disease Prevention and Health Promotion, US Department of Health • 
and Human Services. Presentation: “Health Literacy as a Factor in the Adoption and Use of Per-
sonal Health Records”, September 18, 2006.
Health Information Technology-Consumer Principles, March 2006. • http://justicematters.national-
partnership.org/site/DocServer/HIT.pdf?docID=991
Institute of Medicine, Crossing the Quality Chasm, (see especially Ten Rules for Care Delivery Re-• 
design). 2001.  www.iom.edu 
Lansky, David, PhD, Senior Director, Health Program at Markle Foundation Summary of email con-• 
cerning barriers to engaging consumers in HIE.  August 8, 2007.
Markle Foundation, Connecting Americans to their Health Care Working Group on Policies for • 
Electronic Information Sharing Between Doctors and Patients. July 2004. http://www.markle.org/
downloadable_assets/consumer_principles_101105.pdf 
Markle Foundation, Connecting Americans to their Health Care: A Framework for Networked Per-• 
sonal Health Information. December 2006. http://www.connectingforhealth.org/commonframe-
work/docs/P9_NetworkedPHRs.pdf
Markle Foundation, Consumer Survey on Attitudes Toward PHRs and Electronic Health Info Ex-• 
change, October 2005. http://www.connectingforhealth.org/resources/101105_survey_summary.
pdf 
Moyer CA, Stern DT, Dobias KS, Cox DT, Katz SJ. Bridging the electronic divide: patient and provid-• 
er perspectives on e-mail communication in primary care. Am J Managed Care 2002; 8: 427–33.
Tang P et al. Personal Health Records: Definitions, Benefits, and Strategies for Overcoming Barri-• 
ers to Adoption. J Am Med Inform Assoc. 2006 Mar-Apr; 13 (2):121-126.
Value-Driven Healthcare: A Purchaser Guide. February 2007. • http://www.bridgestoexcellence.org/
pdf/Purchaser_Guide_REVISED_v1.2_2-2-07.pdf

Transforming Care Delivery at the Point of Care Resources

American College of Physicians, Linking Physician Payments to Quality, 2005. http://www.acpon-• 
line.org/hpp/link_pay.pdf
American College of Physicians. The Paperless Medical Office: Digital Technology’s Potential for the • 
Internist. 2004. http://www.acponline.org/hpp/paperless.pdf
American Hospital Association, Continued Progress: Hospital Use of Information Technology, 2007. • 
http://www.aha.org/aha/content/2007/pdf/070227-continuedprogress.pdf
American Medical Association, Guidelines for Pay-for-Pay-for-Performance Programs, February 24, • 
2005. http://www.ama-assn.org/ama1/pub/upload/mm/-1/finalpfpguidelines.pdf
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Brailer DJ, Terasawa EL. Use and Adoption of Computer-Based Patient Records. Prepared for Cali-• 
fornia HealthCare Foundation; October 2003.
California HealthCare Foundation: It Takes a Region: A Framework to Improve Chronic Disease • 
Care, Wagner, 2006. http://www.chcf.org/documents/chronicdisease/CreatingAFrameworkToIm-
proveChronicDiseaseCare.pdf 
Commission on Systemic Interoperability: Final Report, Ending the Document Game, 2005. • www.
gpo.gov. 
CSC Connecting for Health Team, Revenue and Cost Model for a Nationwide Health Information • 
Network, 2007.
Digital Health Recovery for the Gulf Coast (2007). eHealth Initiative and Foundation.• 
eHealth Initiative, Connecting Communities Toolkit, 2006. • http://toolkit.ehealthinitiative.org/ 
eHealth Initiative Common Principles – Upfront Funding and Sustainability, • www.ehealthinitiative.
org 
eHealth Initiative, Parallel Pathways for Quality Healthcare, 2005.  • http://www.ehealthinitiative.
org/assets/documents/ParallelPathway5-25-052PM.doc 
eHealth Institute. eHealth: Striving for Critical Mass. A Summary Report of The Fourth Annual • 
eHealth Developer’s Summit. May 2004.
eHealth Initiative Value and Sustainability Model, Telemedicine Special Project Grants Development • 
of Health Information Exchanges. 2007. 
Federation of American Hospitals, Comment Letter on Value-Based Purchasing, January 2007.  • 
http://www.fah.org/issues/comment_letters/2007/CMS%20P4P%20Comment%20Letter%201-24-
07%20%202.pdf 
Health Information Technology in the United States: The Information Base for Progress. Institute • 
for Health Policy at Massachusetts General Hospital and the School of Public Health and Health 
Services at George Washington University. 2006.
Institute of Medicine, Pathways to Quality Healthcare Series, Rewarding Provider Performance, • 
2006. www.iom.edu/bppi. 
Institute of Medicine, Pathways to Quality Healthcare Series, Aligning Incentives in Medicare, • 
2006. www.iom.edu/bppi.
Lansky, David, PhD, Senior Director, Health Program at Markle Foundation Summary of email con-• 
cerning barriers to engaging consumers in HIE.  August 8, 2007.
Linder JA, Schnipper JL et al. Barriers to Electronic Health Record Use during Patient Visits. AMIA • 
Annu Symp Proc. 2006; 2006: 499–503.
Miller RH, Sim I. “Physicians’ Use of Electronic Medical Records: Barriers and Solutions”. Health Af-• 
fairs; March/April 2004: 116-126.
Markle Foundation, Financial, Legal and Organizational Approaches to Achieving Electronic Con-• 
nectivity in Healthcare, October 2004. http://www.connectingforhealth.org/assets/reports/flo_sus-
tain_healtcare_rpt.pdf 
Moyer CA, Stern DT, Dobias KS, Cox DT, Katz SJ. Bridging the electronic divide: patient and provid-• 
er perspectives on e-mail communication in primary care. Am J Managed Care 2002; 8: 427–33.
Overcoming Barriers to Electronic Health Record Adoption. Results of Survey and Roundtable Dis-• 
cussions Conducted by the HFMA. February 2006.
“Parent and Physician Attitudes Regarding Electronic Communication in Pediatric Practices,” Pediat-• 
rics, May 5, 2002, 109(5): 740-744.
Value-Driven Healthcare: A Purchaser Guide. February 2007. • http://www.bridgestoexcellence.org/
pdf/Purchaser_Guide_REVISED_v1.2_2-2-07.pdf
Wang SJ, Middleton B, et al. “A Cost-Benefit Analysis of Electronic Medical Records in Primary • 
Care”. The American Journal of Medicine; 114(5): 397-403, 1 April 2003.

Improving Population Health Resources

American Health Information Community, Population Health Workgroup, Visioning Matrix, 2006.  • 
http://www.hhs.gov/healthit/ahic/materials/meeting10/bio/Visioning_Matrix.doc 
American Health Information Community (AHIC), Quality Workgroup End State Vision, 2007.  • 
http://www.hhs.gov/healthit/ahic/materials/qual_vision_execsum.doc 
AHRQ Conference on Data Collection and Reporting. Collecting and Reporting Data for Performance • 
Measurement: Moving Toward Alignment. November 8-9, 2006
AMIA June 14-15, 2007 Secondary Data Conference: Secondary Use of Data for Commercial Pur-• 
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poses: Challenges, PowerPoint, Lou Diamond
AMIA: Toward a National Framework for the Secondary Use of Health Data, Safran et al, Septem-• 
ber 2006. http://www.amia.org/inside/initiatives/healthdata/finalpapertowardanationalframework-
forthesecondaryuseofhealthdata_09_08_06_.pdf 
AMIA: Background Materials for AMIA June 14-15, 2007 Secondary Data Conference, • http://www.
amia.org/inside/initiatives/healthdata/2007/index.asp 
AQA Data Sharing and Aggregation Principles for Performance Measurement and Reporting, Janu-• 
ary 2006. http://www.aqaalliance.org/files/DataAggPrinciples-May06.doc
AQA Principles for Reporting to Clinicians and Hospitals, April 2006.  • http://www.aqaalliance.org/
files/ProviderPrinciplesMay06.doc 
AQA Principles for Health Information Technology and Measurement Aggregation, April 2006. • 
http://www.aqaalliance.org/files/PrinciplesforHITandMeasAgg-May06.doc 
California HealthCare Foundation: It Takes a Region: A Framework to Improve Chronic Disease • 
Care, Wagner, 2006. http://www.chcf.org/documents/chronicdisease/CreatingAFrameworkToIm-
proveChronicDiseaseCare.pdf 
Collaborative ONCHIT Request for Information Response, facilitated by Connecting for Health, • 
January 18, 2005, www.connectingforhealth.org
de Brantes, Emery, Overhage, Glaser, Marchibroda, The Potential of HIEs as Infomedaries. Journal • 
of Healthcare Information Management, Vol. 21, No. 1. http://www.ehealthinitiative.org/assets/
documents/Winter07JHIMArticle-deBrantesetal.PDF 
eHealth Initiative, Connecting Communities Toolkit, 2006. • http://toolkit.ehealthinitiative.org/
eHealth Initiative. Health Information Exchange: From Start-up to Sustainability. Developed by • 
the eHealth Initiative Foundation with support from the Department of Health and Human Services 
Health Resources and Services Administration. Washington, D.C. May 2007. http://toolkit.ehealth-
initiative.org/value_creation_and_financing/tools.mspx?Section=381&Category=395&Document=
1160
eHealth Initiative. Improving the Quality of Healthcare through Health Information Exchange: • 
Selected Findings from eHealth Initiative’s Third Annual Survey of Health Information Exchange 
Activities at the State, Regional and Local Levels. Washington, D.C.: eHealth Initiative; September 
2006. http://toolkits.ehealthinitiative.org/assets/Documents/eHI2006HIESurveyReportFinal09.25.
06.pdf 
HHS: Framework for Strategic Action, Brailer and Thompson, July 2004. • http://www.hhs.gov/
healthit/framework.html
International Security, Trust & Privacy Alliance Presentation to Health Information Protection Task-• 
force of State Alliance for eHealth, April 25-26, 2007.
Markle Foundation, Connecting Healthcare In the Information Age: The Steering Group Report, • 
2003. http://www.connectingforhealth.org/resources/steering_grp_report_6.5.03.pdf 
Markle Foundation, Connecting for Health Common Framework, http://www.connectingforhealth.• 
org/commonframework/ 
Markle Foundation, Connecting for Health, Response to Federal Request for Information on Data • 
Stewardship, http://www.connectingforhealth.org/resources/cfh_ahrq_aqa_rfi_073007.pdf
National Committee on Vital and Health Statistics. Information for Health: A Strategy for Building • 
the National Health Information Infrastructure. November 15, 2001.
Physician Quality of Care, 2004. • http://www.acponline.org/hpp/performance_measure.pdf
Safran et. Al., Toward a National Framework for the Secondary Use of Health Data: an American • 
Medical Informatics Association White Paper. J Am Med Inform Assoc. 2007;14:1-9. DOI 10.1197/
jamia.M2273 
The learning healthcare system: A workshop of the IOM roundtable on evidenced-based medicine: • 
Presentation abstracts. 2006. Washington, DC.

Aligning Financial and Other Incentives Resources

Aligning Physician Incentives: Lessons and Perspectives from California; September 2005.• 
American College of Physicians, Linking Physician Payments to Quality, 2005. • http://www.acpon-
line.org/hpp/link_pay.pdf 
American Medical Association, Guidelines for Pay-for-Pay-for-Performance Programs, February 24, • 
2005. http://www.ama-assn.org/ama1/pub/upload/mm/-1/finalpfpguidelines.pdf
Baker, G at MedVantage, Inc. Pay-for-Performance: On the Race Track presentation at Pay-for-• 
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Performance Summit on February 15, 2007.
California HealthCare Foundation: It Takes a Region: A Framework to Improve Chronic Disease • 
Care, Wagner, 2006. http://www.chcf.org/documents/chronicdisease/CreatingAFrameworkToIm-
proveChronicDiseaseCare.pdf 
Commission on Systemic Interoperability: Final Report, Ending the Document Game, 2005. • www.
gpo.gov. 
Connecting for Health Working Group on Financial, Organization, and Legal Sustainability of Health • 
Information. Achieving Electronic Connectivity in Healthcare: Summary of Financial Incentives 
Recommendations.  July 2004.
CSC Connecting for Health Team, Revenue and Cost Model for a Nationwide Health Information • 
Network, 2007.
eHealth Initiative Common Principles – Upfront Funding and Sustainability, • www.ehealthinitiative.
org 
eHealth Initiative Value and Sustainability Model, Telemedicine Special Project Grants Development • 
of Health Information Exchanges. 2007. 
eHealth Initiative, Parallel Pathways for Quality Healthcare, 2005.  • http://www.ehealthinitiative.
org/assets/documents/ParallelPathway5-25-052PM.doc 
eHealth Initiative, Connecting Communities Toolkit, 2006. • http://toolkit.ehealthinitiative.org/ 
Federation of American Hospitals, Comment Letter on Value-Based Purchasing, January 2007.  • 
http://www.fah.org/issues/comment_letters/2007/CMS%20P4P%20Comment%20Letter%201-24-
07%20%202.pdf
Institute of Medicine, Pathways to Quality Healthcare Series, Rewarding Provider Performance, • 
2006. www.iom.edu/bppi. 
Institute of Medicine, Pathways to Quality Healthcare Series, Aligning Incentives in Medicare, • 
2006. www.iom.edu/bppi.
Lorenzi, NM. Strategies for Creating Successful Local Health Information Infrastructure Initiatives. • 
December 16, 2003.
Markle Foundation, Financial, Legal and Organizational Approaches to Achieving Electronic Con-• 
nectivity in Healthcare, October 2004. http://www.connectingforhealth.org/assets/reports/flo_sus-
tain_healtcare_rpt.pdf 
Provider Incentive Models for Improving Quality of Care. March 2002. Report provided by Bailit • 
Health Purchasing (BHP) on behalf of The National Health Care Purchasing Institute (NHCPI). An 
Initiative of the RWJ Foundation.
Rosenfield S, Zeitler E, Mendelson D. Financial Incentives: Innovative Payment for Health Informa-• 
tion Technology. Foundation for eHealth Initiative. March 2004.
Thrall, JH. The Emerging Role of Pay-for-Performance Contracting for Health Care Services. Radiol-• 
ogy 2004; 233:637-640.
Value-Driven Healthcare: A Purchaser Guide. February 2007. • http://www.bridgestoexcellence.org/
pdf/Purchaser_Guide_REVISED_v1.2_2-2-07.pdf

Managing Privacy, Security and Confidentiality Resources

American Health Information Community (AHIC) “Privacy and Security Framework,” March 13, • 
2007. http://www.hhs.gov/healthit/documents/AHICMaterials031307.pdf 
American Health Information Community, Confidentiality, Privacy and Security Work Group.  Re-• 
quest for Information.  May 2007. URL: http://www.hhs.gov/healthit/ahic/materials/06_07/cps/
florida_center.pdf
America’s Health Information Plans (AHIP), statement on the Confidentiality of Medical Records. • 
http://www.ahip.org/content/default.aspx?bc=39|341|317 
Assessment of Variation and Analysis of Solutions.  Health Information Security and Privacy Col-• 
laborative Report, pg ES-8.  June 30, 2007.
Connecting for Health. Notification and Consent.  January 2005.  URL: • www.connectingforhealth.
org 
eHI Connecting Communities Toolkit “Policies for [HIE] Information-Sharing Common Principles,” • 
(2006) http://toolkit.ehealthinitiative.org/policies_for_information_sharing/common_principles.
mspx 
Healthcare Leadership Council “Confidentiality of Patient Information: Principles,” October 2002 • 
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http://www.hlc.org/html/principles4.html 
Health Privacy Project “The Promise of e-Health: Putting Patients First”• 
Markle Foundation and Robert Wood Johnson Foundation, “Connecting for Health Common Frame-• 
work: Resources for Implementing Private and Secure Health Information Exchange,” April 6, 
2006. http://www.connectingforhealth.org/commonframework/
National Committee on Vital Health Statistics. Ad Hoc Work Group on Secondary Uses of Health • 
Data.  PowerPoint Presentation, June 2007.
National Health Information Security and Privacy Collaboration • http://www.rti.org/page.
cfm?nav=7&objectid=6D0A81F4-6A6D-44A5-BD5E14B2A7077ED6
Patient Privacy Rights. Privacy Notes.  URL: • www.patientprivacyrights.org 
Privacy and Security Solutions for Interoperable Health Information Exchange: Interim Assessment • 
of Variation, Executive Summary, December 29, 2006.
Public Attitudes Toward Medical Privacy. Gallup Survey.  September, 2000. URL: • http://www.for-
healthfreedom.org/Gallupsurvey
The Collaborative Response to the ONCHIT Request for Information, January 18, 2005. • http://
www.connectingforhealth.org/resources/collaborative_response/collaborative_response.pdf
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APPENDIX B – STAKEHOLDER LIST AND BLUEPRINT DATES 
EXPLAINED

Stakeholder List:
In developing the strategies and actions in each of the five Blueprint areas, all committees drew from 
the same list of core groups in order to organize the actions in a way that lends itself to consistent 
presentation of the information, which will support search functions for the online version of the Blue-
print. This list was as follows: 

List of Stakeholders with a Possible Role in the Actions 
Consumer Organizations• 
Providers/Provider Organizations (e.g. medical societies, professional associations, etc.)• 
Payers (Employers/purchasers) • 
Health Plans • 
Health IT Vendors (includes network & applications vendors and related consultants) • 
State and Community HIE Collaboratives • 
Congress • 
Federal Agencies (HHS, CMS, etc)• 
State/Local Government• 
NGOs (includes foundations, membership or stakeholder organizations, commercial product re-• 
search organizations and others not outlined elsewhere in this list) 
Public health, Researchers, etc.• 
Pharmaceutical Manufacturers • 
Pharmacy Organizations (includes pharmacy-related trade and professional organizations)• 
Quality Organizations (includes Quality Improvement Organizations, accreditation organizations • 
such as URAC and the National Committee for Quality Assurance, as well as other quality organi-
zations such as the National Quality Forum) 

Dates in the Blueprint:
The committees sought to identify timelines for all of the actions contained in the Blueprint out of the 
desire to accelerate action where possible by assigning a meaningful timeline.  Thus, all actions have 
a date range associated with them, and it is our hope that stakeholders can look to the Blueprint as a 
resource when developing their organizational agendas in out years.  However, these dates should be 
considered and discussed. More feedback is encouraged as stakeholders begin to consider implemen-
tation.

In addition, it is important to note that where a committee provides an initial date but then adds, “and 
ongoing”, the committee envisioned that the activity would evolve and continue over time. 
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APPENDIX C – PROCESS FOR DEVELOPING THE BLUEPRINT

The Blueprint was developed over a six-month period, involving nearly 200 organizations and indi-
viduals representing every sector of healthcare, including clinicians, consumers, employers, health 
plans, healthcare IT suppliers, hospitals and other providers, laboratories, pharmacies, pharmaceutical 
manufacturers, public health agencies, and state and local organizations, who participated in either 
the direct development or review of Blueprint components.  

Multi-stakeholder committees, co-chaired by members of eHI’s Leadership Council, developed the 
content for each of the five focus areas.  Committees met over a six month period to discuss gaps and 
barriers to progress, develop guiding principles for moving forward, and identify practical strategies 
and actions, including timelines, that  will support a common path forward.  

Blueprint Development Process Overview
In February 2007, the eHealth Initiative and Foundation Boards approved the framework and ap-• 
proach for the launch of eHI’s Blueprint development process, which was formally kicked off in 
March 2007. 
With oversight and guidance by the eHealth Initiative Leadership Council and the work of five • 
Blueprint Committees led by eHealth Initiative Leadership co-chairs, the Blueprint was developed 
collaboratively with the hands-on support of eHI’s multi-stakeholder membership. 
Over 30 meetings were held between April and September to review, discuss and improve ele-• 
ments of the Blueprint involving over 100 individuals throughout the eHI membership. 
In addition to extensive deliberations by Blueprint Committee members during face to face meet-• 
ings and multiple phone conferences, eHI members provided input through eHI’s monthly member 
WebEx/calls and monthly Connecting Communities calls.  
The eHI Blueprint materials were also widely available to the eHI membership throughout the • 
process, with revisions posted on the eHI members-only website (and links highlighted on eHI’s 
weekly newsletters).
During the month of August, the Blueprint was vetted with additional stakeholders outside the eHI • 
membership.  
The eHealth Initiative Leadership played a critical role in developing the Blueprint by reviewing the • 
framework in February 2007, reviewing and discussing the principles across all five areas in June 
2007, and reviewing and providing comments on a detailed draft document during the September 
2007 Leadership Council meeting.
The eHealth Initiative Board of Directors approved the final Blueprint in October 2007. • 

This highly collaborative process resulted in the shared vision, principles, strategies and actions con-
tained in the Blueprint. 
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APPENDIX D – COMMITTEE MEMBERS AND LEADERSHIP

Engaging Consumers

Co Chairs:
Rachel Block

United Hospital Fund

J. Leonard Lichtenfeld, MD, FACP
American Cancer Society

Expert:
Lygeia Ricciardi, Independent Consultant

Staff:
Christine Bechtel, Rachel Hoeft, eHealth Initiative

Committee Members:
Krista Carlow

Microsoft Health Solutions Group

Paul Cotton
AARP

Joyce Dubow
AARP

Stacie Durkin, MBA, RNC, RHIA
Durkin & Associates

Jim Hansen
Care EnTrust

Donald W. Kemper, MPH
Healthwise

Selene Kepila
CareData

Laura Kneale
Altarum

Laura Kolkman
Mosaica Partners

John Lau
Maximus

Arthur Aaron Levin
New York eHealth Collaborative

Chuck Parker
Masspro

Misha Rizkin
Hewlett Packard

Maria Rudolph
American Collage of Physicians
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Josh Seidman, PhD
Center for Information Therapy

Barbara Selter
Maximus

Mary Therriault, RN, BSN
Healthcare Association of New York State

Micky Tripathi, PhD
Massachusetts eHealth Collaborative

Charlene Underwood, MBA
Siemens Corporation

Julie Wolter, MA, RHIA
Saint Louis University, Dept. of Health Information Management

Transforming Care Delivery At the Point of Care

Co Chairs:
Michael J. Berkery

American Medical Association

William F. Jessee, MD, FACMPE, FACPM
Medical Group Management Association

 
Staff:

Christine Bechtel, Jennifer Covich, Rachel Hoeft, eHealth Initiative
 

Committee Members:
James Acklin

Healthcare Reform Collaboratory 

Michael Blackman, MD
Berkshire Health Systems

Rachel Block
United Hospital Fund

Leigh Burchell
Center for Community Health Leadership

Kevin Donnelly
SNOMED International

Stacie Durkin, MBA, RNC, RHIA
Durkin & Associates

Beth Feldpush
American Hospital Association

Shelley Fichtner
Pharmaceutical Research & Manufacturers of America (PhRMA)

David R. Furnas
Gila Regional Medical Center



eHealth Initiative Blueprint: Building Consensus for Common Action 
October 2007 

Page 92

Bruce Henderson
Wellogic

Lewis A. Hughes, RN, MSN
CareEntrust

Vik Kheterpal, MD
CareEvolution, Inc.

Allan Korn, MD, FACP
BlueCross and BlueShield Association

J. Leonard Lichtenfeld, MD, FACP
American Cancer Society

Ken Majkowski, Pharm D
RxHub, LLC

Michele McGlynn
Siemens Corporation

Rosemarie Nelson, MS
Medical Group Management Association (MGMA)

Christopher Nohrden
IBM Global Well-being Services – Western U.S.

J. Marc Overhage, MD, PhD
Indiana Health Information Exchange (IHIE) and Regenstrief Institute, Inc.

Chuck Parker
Masspro

Russell Ricci, MD
Independent

Raymond Scott
Axolotl Corporation

Alan Silver, MD, MPH
IPRO

Micky Tripathi, PhD
Massachusetts eHealth Collaborative 

Improving Population Health

Co Chairs:
Brian Keaton, MD, FACEP

American College of Emergency Physicians

J. Marc Overhage, MD, PhD
Indiana Health Information Exchange (IHIE) and Regenstrief Institute, Inc.

Expert:
Emily Welebob, Independent Consultant
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Staff:
Christine Bechtel, Rachel Hoeft, eHealth Initiative 

Committee Members:
Deborah Anderson

NACCHO – Chicago Health Department

Camilla Hull Brown
Strategies for Tomorrow, Inc.

Marcus Cheatham
NACCHO – Ingham County Health Department

Emily Clements, MPH
Pfizer, Inc.

Sarah Corley, MD
NextGen Healthcare Information Systems and American College of Physicians

Kevin Donnelly
SNOMED International

Stacie Durkin, MBA, RNC, RHIA
Durkin & Associates

Floyd Eisenberg, MD, MPH
Siemens Medical Solutions Health Services

Michael Ezzo, MD
Hewlett Packard

Shelley Fichtner
Pharmaceutical Research & Manufacturers of America (PhRMA)

Gerard Freriks, MD
CONEXIS

Bruce Henderson
Wellogic

Tristan Horne
3M Health Information Systems

Lawrence Hughes
American Hospital Association

Kraig Kinchen, MD, MSc
Eli Lilly and Company

Steve Labkoff, MD, FACP
Pfizer, Inc.

J. Leonard Lichtenfeld, MD, FACP
American Cancer Society

Kathleen A. McCormick, PhD, RN, FAAN, FACMI
Science Applications International Corporation



eHealth Initiative Blueprint: Building Consensus for Common Action 
October 2007 

Page 94

Chuck Parker
Masspro

Peter Poleto
Healthcare Association of New York State

Misha Rizkin
Hewlett Packard

Edith Rosato, RPh
NACDS Foundation

Raymond Scott
Axolotl Corporation

Alan Silver, MD, MPH
IPRO

Paula Soper, MPH
NACCHO

Micky Tripathi, PhD
Massachusetts eHealth Collaborative

Allison Viola, MBA, RHIA
AHIMA

Deward Watts
Computer Sciences Corporation

Aligning Financial and Other Incentives

Co Chairs:
John Glaser, PhD

Partners HealthCare System

Allan Korn, MD, FACP
BlueCross BlueShield Association

Expert:
Andrea Gelzer, MD; Independent Consultant

Staff:
Christine Bechtel, Jennifer Covich, Rachel Hoeft, eHealth Initiative 

Committee Members:
James Acklin

Healthcare Reform Collaboratory

Michael Barr, MD, MBA, FACP
American College of Physicians

Peter Basch, MD
MedStar Health

Michael Blackman, MD
Berkshire Health Systems
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Rachel Block
United Hospital Fund

Mark Frisse, MD, MBA, MSc
Vanderbilt Center for Better Health

Michael Heekin
Governor’s Health Information Infrastructure Advisory Board

Joesph Heyman, MD, PC
American Medical Association

Christine Izui
BlueCross BlueShield Association

Irene Koch
Maimonides Medical Center

Laura Kolkman
Mosaica Partners

Alex Low
United Hospital Fund and NyeC

Ken Majkowski, Pharm D
RxHub, LLC

James McIlwain, MD
Information & Quality Healthcare

Chuck Parker
Masspro

Misha Rizkin
Hewlett Packard

Barbara Selter
Maximus

Joel Slackman
BlueCross BlueShield Association

Robert M. Tennant
Medical Group Management Association

Micky Tripathi, PhD
Massachusetts eHealth Collaborative

Andrew Webber
National Business Coalition on Health

Kristin Welsh
American Hospital Association

Anastassia Zinke
Healthcare Association of New York State
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Managing Privacy, Security and Confidentiality

Co Chairs:
Mark Frisse, MD, MBA, MSc

Vanderbilt Center for Better Health

Robert D. Marotta
HLTH Corporation/WebMD

Expert:
Vicki Estrin, Project Director; 

Vanderbilt Center for Better Health  

Staff: 
Christine Bechtel, Rachel Hoeft, eHealth Initiative 

Committee Members:
Paul Cotton

AARP

Cindy Dunn, RN, FACMPE
Medical Group Management Association

Vicki Estrin
Vanderbilt Center for Better Health

(Expert Consultant)

Gerard Freriks, MD
CONEXIS

David R. Furnas
Gila Regional Medical Center

Gerry Hinkley
Davis Wright Tremaine LLP

Lawrence Hughes
American Hospital Association

Joy Jacobsen
CareEntrust

Vik Kheterpal, MD
CareEvolution, Inc.

Irene Koch
Maimonides Medical Center

Peter Poleto
Healthcare Association of New York State

Harry Rhodes, MBA, RHIA
AHIMA

Kevin W. Ryan, JD, MA
Arkansas Center for Health Improvement / University of Arkansas for Medical Sciences, College of 

Public Health

Micky Tripathi, PhD
Massachusetts eHealth Collaborative

Paul Uhrig
SureScripts, LLC
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APPENDIX E – eHEALTH INITIATIVE AND FOUNDATION 2007 LEADERSHIP

Peter Basch, MD, Medical Director for eHealth Initiatives, MedStar Health 

Michael J. Berkery, Chief Technology Officer, American Medical Association

Rachel Block, Project Director, Quality Strategies Initiative, United Hospital Fund 

Marianne Cooper, Vice President, Public Sector Americas, IBM Corporation

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

Daniel T. Garrett, Managing Director, Healthcare IT Practice, PriceWaterhouseCoopers 

John Glaser, PhD, Vice President and Chief Information Officer, Partners HealthCare System 
(President-Emeritus, eHealth Initiative)

Edward N. Goodman, Vice President, Public Policy, VHA Inc.

Kevin Hutchinson, President and Chief Executive Officer, SureScripts

George J. Isham, MD, MS, Medical Director and Chief Health Officer, HealthPartners

William F. Jessee, MD, FACMPE, FACPM, President and Chief Executive Officer, Medical Group Manage-
ment Association

Charles N. Kahn, III, President, Federation of American Hospitals

Jeffrey Kang, MD, MPH, Senior Vice President and Chief Medical Officer, CIGNA Healthcare (President, 
eHealth Initiative Foundation)

Y. Michele Kang, Vice President and General Manager, Health, Northrop Grumman

Brian F. Keaton, MD, FACEP, President, American College of Emergency Physicians

Allan M. Korn, MD, FACP, Senior Vice President and Chief Medical Officer, BlueCross BlueShield Associa-
tion 

Martin LaVenture, PhD, MPH, Director, Center for Health Informatics, Minnesota Department of Health

J. Leonard Lichtenfeld, MD, FACP, Deputy Chief Medical Officer, American Cancer Society

Richard A. Mahoney, Vice President, Healthcare Information Solutions, Quest Diagnostics

Ken Majkowski, Pharm D, Vice President, Clinical Affairs and Product Strategy, RxHub LLC

Janet M. Marchibroda, Chief Executive Officer, eHealth Initiative and Foundation (ex-officio)

Robert D. Marotta, Senior Vice President and Regulatory Counsel, HLTH Corporation 

Dolores L. Mitchell, Executive Director, Group Insurance Commission, Commonwealth of Massachusetts 

Sandra G. Morris, RN, MSN, CM, Senior Manager, Employee Health Benefits, The Procter & Gamble 
Company 

Farzad Mostashari, MD, MSPH, Chair, Primary Care Information Taskforce; Assistant Commissioner, 
Epidemiology Services New York City Department of Health
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J. Marc Overhage, MD, PhD, President and Chief Executive Officer, Indiana Health Information Ex-
change; Professor of Medicine, Indiana University School of Medicine; Director, Regenstrief Institute, 

Inc.

Herbert Pardes, MD, President and Chief Executive Officer, New York-Presbyterian Hospital 

Susan L. Penfield, Vice President, Booz Allen Hamilton

Ileana Piña, MD, FAHA, Professor of Medicine, Case Western Reserve; Director of Heart Failure and 
Transplantation, University Hospitals of Cleveland; Representative, American Heart Association 

Russell J. Ricci, MD, Independent

Craig Richardson, Vice President, Johnson & Johnson

Jonathan C. Roberts, Chief Information Officer and Senior Vice President, CVS/pharmacy

John Schaeffler, Senior Government Relations Manager, GE Healthcare

Raymond W. Scott, Founder and Chief Executive Officer, Axolotl Corp.

M. Michael Shabot, MD, FACS, FCCM, FACMI, Senior Vice President and Chief Medical Officer, Memorial 
Hermann Healthcare System

Alan P. Spielman, President and Chief Executive Officer, URAC

Jonathan Teich, MD, PhD, Assistant Professor of Medicine, Harvard University; Physician, Emergency 
Department of Medicine, Brigham and Women’s Hospital; Chief Medical Informatics Officer, Elsevier 

Sciences

Robin J. Thomashauer, Executive Director, CAQH

John Tooker, MD, MBA, FACP, Executive Vice President and Chief Executive Officer, American College of 
Physicians (President, eHealth Initiative)

Dennis J. Van Liew, Senior Director, Strategic Management Group, Pfizer Global Research and Develop-
ment, Inc.

Deward R. Watts, Vice President and Managing Partner, Computer Sciences Corporation, Global Health 
Solutions

Andrew Webber, President and Chief Executive Officer, National Business Coalition on Health
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APPENDIX F – THE VETTING PROCESS

Vetting of the Blueprint With Key Stakeholders  
Because the healthcare system is so fragmented, collaboration across the multiple stakeholders in 
healthcare is crucial to defining and implementing solutions that are not only patient-centric, but also 
work within the system.

The eHI Blueprint was developed through a process led by eHI’s multi-stakeholder leadership with the 
hands-on involvement of eHI’s members—including individuals and organizations representing nearly 
every stakeholder in healthcare, including those who deliver care; those who manage care; those who 
pay for care; those who develop tools, services and therapies to support improvements in healthcare; 
those who protect the public’s health; those leading healthcare collaborative efforts at the state and 
local level; and finally, and most importantly—those who receive healthcare—consumers. 

Nearly 200 organizations and individuals participated in the development and vetting process in vari-
ous ways.  They were not asked to endorse the Blueprint report; rather, they provided invaluable 
feedback on its contents and organization: 

3M Health Information Systems
AARP

AdvaMed
Alaska Tribal Health Consortium

Altarum
American Academy of Family Physicians

American Academy of Pediatrics
American Cancer Society

American Clinical Laboratory Association
American College of Physicians

American College of Emergency Physicians
American Health Information Management Association

American Health Quality Association
American Heart Association

American Hospital Association
American Medical Association

American Medical Group Management Association
Arkansas Center for Health Improvement / University of Arkansas for Medical Sciences, College of 

Public Health
Arkansas Foundation for Medical Care

Association for State and Territorial Health Officials
Axolotl Corporation

Berkshire Health Systems
BlueCross BlueShield Association
BlueCross BlueShield of Florida

BlueCross BlueShield of Kansas City
Booz Allen Hamilton

Boundary Information Group
California Medical Association

CAQH
CareData

CareEntrust
CareEvolution, Inc.

Cascades Healthcare Community
Cedars Sinai Medical Center

Center for Community Health Leadership
Center for Democracy and Technology

Center for Information Therapy
Christus Health

CIGNA
Claredi
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Cleveland Clinic
College of American Pathologists

Colorado Foundation for Medical Care
CompTia

Computer Sciences Corporation
CONEXIS
Covisint

CVS/pharmacy
Danbury Hospital

Davis Wright Tremaine LLP
Delmarva Foundation for Medical Care

DocSite, LLC
DrFirst, Inc.

Durkin & Associates
Eastman Kodak

EDS
Electronic Health Record Vendors Association (EHRVA)

Eli Lilly and Company
Elsevier Sciences

Emergint
Epocrates

ERISA Industry Committee (ERIC)
ESRI

Express Scripts
Federation of American Hospitals

First Data Resources
Ford Motor Company

Fresno Healthy Communities Access Partners
GE Healthcare

Geisinger Health System
General Motors

Georgetown University
Georgia Medical Care Foundation

Gila Regional Medical Center
GlaxoSmithKline

Governor’s Health Information Infrastructure Advisory Board
Greater Rochester RHIO

Group Insurance Commission, Commonwealth of Massachusetts
Gunderson Lutheran

HCA Healthcare
Health Care For All Massachusetts
Health Services Advisory Group

HealthBridge
Healthcare Association of New York State (HANYS)

Healthcare Quality Strategies, Inc.
Healthcare Reform Collaboratory

Healthcare Transaction Processors
HealthInsight
HealthPartners

Healthwise
Hewlett Packard

HLTH Corporation/WebMD
IBM Corporation

IBM Global Well-being Services – Western U.S.
Indiana Health Information Exchange (IHIE) and Regenstrief Institute, Inc.

Information & Quality Healthcare (IQH)
Initiate Systems

Inland Northwest Health Services
INService
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Intel Corporation
InterComponentWare

IPRO
Island Peer Review Organization

Johnson & Johnson
Kaiser Permanente

Kansas Foundation for Medical Care
KDH Systems, Inc.

Los Angeles Care Health Plan
Louisiana Health Care Review, Inc.

Louisville Health Information Exchange
Madison Patient Safety Collaborative

Maimonides Medical Center
Marriott International

Massachusetts eHealth Collaborative
Masspro
Maximus

Mayo Clinic
McCutcheon & Company
McKesson Corporation

M.D. Anderson Cancer Center
Medco

Medical Group Management Association
Medical Information Technology, Inc.

Medical Review of North Carolina
MediCity

MedStar Health
MedVirginia, LLC

Memorial Hermann Healthcare System
Michiana Health Information Network

Microsoft Health Solutions Group
Minnesota Department of Health

Mississippi Federation of Medical Care/Information Quality Healthcare
Misys Healthcare Systems
Montefiore Medical Center

Mosaica Partners
National Association of Chain Drug Stores Foundation

National Association of County and City Health Officials 
National Business Coalition on Health

National Partnership for Women and Families
Network PDF

New Mexico Medical Review Association
National Rural Electric Cooperative Association

New York City Department of Health
New York eHealth Collaborative
New York-Presbyterian Hospital

NextGen Healthcare Information Systems
North Carolina Healthcare Information & Communications Alliance, Inc. (NCHICA)

Northrop Grumman
Norton Healthcare
NTT Data-AgileNet

Ohio KePro
Pennsylvania eHealth Initiative (PAeHI)

Pitney Bowes
Partners HealthCare System

Pfizer, Inc.
Pharmaceutical Research & Manufacturers of America (PhRMA)

Planned Parenthood Federation of America
PriceWaterhouseCoopers
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The Procter & Gamble Company 
Puerto Rico HIN

Qsource
Qualis Health

Quality Health Network
Quality Insights of Delaware

Quest Diagnostics
RxHub, LLC

Saint Louis University, Dept. of Health Information Management
Shared Health

Sharp Healthcare
Siemens Corporation

SimplicITy Healthcare Systems
SNOMED International

Spectrum Health
State of Florida Agency for Healthcare

Strategies for Tomorrow, Inc.
Stratis Health

SureScripts, LLC
Taconic IPA

Tellurian Networks
Thomson Healthcare

United Health Services
United Hospital Fund

University of Pittsburgh Medical Center
URAC

Vanderbilt Center for Better Health
Vecna Technologies

Verizon Communications, Inc.
Vermont Information Technologies Leaders (VITL) 

VHA Inc.
Virginia Health Quality Center

Vision Tree Software
WayPoint Advisors

Wellogic
Whatcomm Health Information Network

Wisconsin Department of Health & Family Services
Wisconsin Health Information Exchange

Wisconsin Physicians Service
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APPENDIX G – IMPORTANT ACRONYMS

AHIC American Health Information Community

AHIMA American Health Information Management Association 

AHRQ Agency for Healthcare Research and Quality 

AMA American Medical Association

AMIA American Medical Informatics Association

ANSI American National Standards Institute 

AQA AQA alliance (Formerly, Ambulatory Quality Alliance)

BTE Bridges to Excellence

CDC Centers for Disease Control and Prevention

CDISC Clinical Data Interchange Standards Consortium 

CHI Consolidated Health Informatics 

CCHIT Certification Commission for Healthcare Information Technology 

CCR Continuity of Care Record

CDS Clinical Decision Support 

CHC Community Health Centers 

CHCF California HealthCare Foundation

CMS Centers for Medicare & Medicaid Services 

CPOE Computerized Physician Order Entry

DEA Drug Enforcement Administration

DoD Department of Defense 

DOQ-IT Doctor’s Office Quality – Information Technology

eHI eHealth Initiative

EHR Electronic Health Record 

EHRVA Electronic Health Record Vendors Association

FACA Federal Advisory Committee Act 

FDA Food and Drug Administration

FHA Federal Health Architecture 

FORE Foundation of Research and Education (part of AHIMA) 

HHS Department of Health & Human Services

HIE Health Information Exchange 

HIMSS Healthcare Information Management Systems Society

HIPAA Health Insurance Portability and Accountability Act 

HISPC Health Information Security and Privacy Collaborative 

HIT Health Information Technology 

HITSP Health Information Technology Standards Panel 

HL7 Health Level 7 

IHE Integrating the Healthcare Enterprise 

IHS Indian Health Service 

IOM Institute of Medicine 

IT Information Technology 
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JCAHO Formerly, the Joint Commission on the Accreditation of Healthcare Organizations (now 
The Joint Commission, TJC)

MUA Medically Underserved Areas 

NAHIT National Alliance for Health Information Technology; “The Alliance”

NCI National Cancer Institute 

NCQA National Committee for Quality Assurance

NCSL National Conference of State Legislatures 

NCVHS National Committee on Vital and Health Statistics 

NGA National Governors Association 

NGO Non-Governmental Organization

NHIN Nationwide Health Information Network 

NIH National Institutes of Health

NLM National Library of Medicine 

NQF National Quality Forum

OHITA Office of Health Information Technology Adoption

OMB Office of Management & Budget

ONC Office of the National Coordinator (preferred abbreviation for ONCHIT)

ONCHIT Office of the National Coordinator for Health Information Technology

OPC Office of Programs & Coordination

OPR Office of Policy & Research

PFP Pay-for-Performance

PHR Personal Health Record 

PITAC President’s Information Technology Advisory Committee 

PQRI Physician Quality Reporting Initiative 

PVRP Physician Voluntary Reporting Program, now known as PQRI

QUAL Quality

QIO Quality Improvement Organization

RHIO Regional Health Information Organization 

RFP Request For Proposal

RWJF Robert Wood Johnson Foundation

SDO Standards Development Organization

SAMHSA Substance Abuse and Mental Health Services Administration

SNOMED Systematized Nomenclature of Medicine

TJC The Joint Commission (Formerly, the Joint Commission on the Accreditation of Health-
care Organizations)

URAC Utilization Review Accreditation Commission

VA Veterans Administration

VistA Veterans Health Information Systems and Technology Architecture 

VOE VistA Office EHR 

WEDI Workgroup for Electronic Data Interchange
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APPENDIX H - WHY A “BLUEPRINT?”

Like healthcare, the building design and construction industry is highly information-dependent. The 
industry also happens to be in the middle of its own transformation in the way it creates, maintains 
and disseminates information.  

“AutoCAD,” the computer modeling software that has dominated the industry for more than 20 years, 
is the program architects use to create blueprints.  But the AutoCAD program was created during 
a time when collaboration among architects, builders and engineers was thought to be a conflict of 
interest.24 In effect, that meant that the software created asymmetries by stripping critical information 
from the architectural blueprint, which engineers and builders needed to execute the plan, resulting in 
the need to recreate that information, opening the door to errors and delays.  But in the new millen-
nium, the building design and construction industry began to change as new software programs were 
created that maintained the integrity of information and permitted access and use by others, thus 
generating significant efficiencies and improvements in quality.   

There are obvious parallels to healthcare, where information asymmetries are commonplace and in-
formation tends to sit in the healthcare silos in which it was created.  In healthcare, we seek to unlock 
that resultant flow of data to facilitate improvements in quality and efficiency.

The eHI Blueprint is modeled after the next generation of architectural blueprints, where stakeholders 
have access to the information they need to support their movement forward.  In other words, the eHI 
Blueprint is not just a framework for action, but also a tool containing the consensus principles, broad 
strategies, specific actions and resources that all stakeholders in healthcare can use to build the high 
quality and efficient healthcare system we all envision. 

24 Foley, John. “Blueprint for Change,” Information Week, January 2004.   Article accessed April 2007 at:  http://www.information-
week.com/story/showArticle.jhtml?articleID=17500908.
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The eHealth Initiative and its Foundation are independent, non-profit affiliated organizations whose 
missions are the same: to drive improvements in the quality, safety and efficiency of healthcare 
through information and information technology.
 
eHI engages multiple stakeholders, including clinicians, consumer and patient groups, employers, 
health plans, healthcare IT suppliers, hospitals and other providers, laboratories, pharmaceutical and 
medical device manufacturers, pharmacies, public health, and public sector agencies, as well as its 
growing coalition of more than 250 state, regional and community-based collaboratives to develop and 
drive the adoption common principles, policies and best practices for improving the quality, safety and 
effectiveness of America’s healthcare through information and information technology.
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