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Hospitals show marked improvement in information exchange with
care partners outside their system.
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HOSPITALS ADVANCE INFORMATION SHARING, BUT EXTERNAL BARRIERS TO INCREASED DATA EXCHANGE REMAIN

Hospitals increasingly share a
summary of care with other care providers
when a patient is discharged. There
are multiple methods for sending data
electronically, and a hospital may use
one or more methods on a routine basis
(Chart 2). Sharing patient information
during transitions in care is an essential
aspect of ensuring care is coordinated and
limiting redundancy in testing. However,
the standard information currently
included in summary of care documents
that are required in the EHR Incentive
Program often does not meet the needs of
clinicians. As a result, hospitals must rely
on custom programming and additional
configurations in order to ensure
sufficient patient information is shared
for care decisions. With the appropriate
standards in place, providers could obtain
the data they need without additional
work-around solutions.
Hospitals also are participating in
health information exchanges (HIEs).
HIEs facilitate health data exchange and
serve to aggregate and make available
data about a patient’s previous care to

Patients’ Online Access to
Health Data is Growing
Patients have gained widespread online
access to their hospital medical records
over the past few years. Eighty-nine
percent of hospitals provided patients
the ability to view information from
their medical record online in 2014,
up from 43 percent in 2013 (Chart 3).
A growing percentage of hospitals also
are offering the option for patients to
perform functions outside of reviewing
their medical record, such as requesting
prescription refills and scheduling
appointments.

Hospitals employ multiple means to share summary of care records
with care partners.
Chart 2: Percent of Hospitals that Routinely Send a Summary of Care Record
Through Indicated Channel, 2014
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Source: AHA analysis of AHA Annual Survey IT Supplement data, 2014, for community hospitals.

clinicians at the point of care. In areas
where HIEs are operational, 75 percent of
hospitals participate. This is a significant
increase over reported participation in
2011, when 22 percent of hospitals were
active in an HIE. Fourteen percent of
hospitals operate in a region not served by
a HIE.2
Hospitals may participate in multiple

HIEs; however, the costs to participate
in a HIE vary and may be substantial. At
the same time, HIEs do not necessarily
support all of the information sharing
that hospitals want to do. In addition,
they may not share information with
other HIEs and there is not a national
HIE network that ensures patient data is
available across providers and localities.

Hospitals have greatly increased patients’ online access to their
health information.
Chart 3: Percent of Hospitals where Patients are Able to Perform the Indicated Services
Online, 2013 and 2014
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Despite Progress, Critical Barriers Still Impede the Effective Flow of Information
Despite significant hospital investment in
IT infrastructure and EHRs, barriers to
information sharing still exist. The lack of
compatibility of products across vendors
makes the effective and efficient exchange
of health data needed to provide care an
ongoing challenge. Hospitals also have the
responsibility of ensuring the privacy and
security of sensitive information.
Health care providers have an obligation
to share information needed for care.
Too often, however, systems do not yet
support effective and efficient data sharing.
Policymakers have recently expressed
concerns around “information blocking” –
the intentional interference with the sharing
of electronic health information. According
to the Office of the National Coordinator
(ONC) for Health IT, most complaints
of information blocking are directed at
vendors and developers, some of whom
charge high fees for users to send or receive
data or for development of the interfaces
necessary to allow two different IT systems
to exchange data. Additional concerns
relative to vendors relate to development
practices that prevent or make it difficult
for EHRs to connect with products and IT
systems made by other companies.3
Because of these and other issues,
barriers to sharing information across
care settings are widespread (Chart 4).
The most prominent barriers are the lack

Hospitals face many barriers to the exchange of information
necessary to efficiently manage patient care.
Chart 4: Percent of Hospitals Reporting Issues when Trying to Electronically Send,
Receive or Find Patient Health Information with Other Care Settings, 2014
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of EHRs among other care partners or
compatibility between EHR systems. In
addition, directories or other tools to locate
other providers are not widely available.

Further, more than a quarter of hospitals
are required to pay additional costs to send
or receive health data, which provides a
disincentive to information sharing.

Action is Needed to Remove These Barriers
Hospitals have invested heavily in
health IT and EHRs that support the
exchange of health data. Stage 2 of the
EHR Incentive Program increases the
requirements for information sharing,
while Stage 3 rules require use of
standards that are not yet in common
use. Hospitals face significant challenges
in achieving success in either stage

without support to overcome the barriers
to universal information exchange.
Providers need the technology and
infrastructure that will allow their IT
systems to communicate effectively. For
example, providers must often create a
separate interface for each department’s
IT system to allow information to flow
into the hospital’s EHR, even within

the same hospital. The average cost
of a typical interface may range from
$10,000-$20,000, while interfaces
for more complex functions, such as
pharmacy dispensing, may cost as much
as $75,000.4 In addition, a highlyskilled workforce must be deployed to
maintain fragile interfaces. Hospitals
may be required to use hundreds or even
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thousands of interfaces to share data
across departments and care settings.5
These costs, in addition to selected vendor
Conclusion
practices
such as charging a fee to send
or receive data, make it difficult for
Teaching hospitals provide an environsome hospitals to afford the investments
ment for residents to learn and faculty to
necessary to enable seamless information
serve as educators, providers and researchsharing.
ers. These roles advance the broad mission
Mature, nationally used data and
of teaching hospitals to prepare each
exchange standards for information
generation of physicians, provide critical
exchange are critical for data to flow. Due
patient care and specialized services, often
to a lack of clarity and specificity, vendors
to the disadvantaged; and facilitate the
can interpret and implement standards
discovery of new therapies and treatments.
differently, which makes it difficult and
Congress has long recognized the public’s
expensive to share and integrate data
responsibility to support physician trainacross EHRs.
ing in teaching hospitals, funding DGME
Hospitals are required to purchase
costs since the inception of Medicare

and use EHRs that have been certified
by ONC as meeting all standards and
support the sharing of health data. 2015
was the first year that all providers were
required to use the most recent version
and IME since the introduction of the
of the certified EHR. However, these
inpatient PPS in 1983. While the current
products often fail to operate in an
system offers the predictability necessary
interoperable way, despite certification.
to train tens of thousands of physicians
Vendors must be held accountable for the
each year, residency caps increase the
design and marketing of these products in
risk of physician shortages and threaten
order to ensure hospitals are able to share
patients’ access to care.
data. Additionally, ONC should fix the
The purpose and value of residency
certification program to ensure that EHRs
training in clinical settings and the
are able to support interoperability in a
financial support needed to sustain
real-world environment. Starting in 2015,
physician education will only increase
providers now face financial penalties for
as the U.S. population lives longer
not meeting the information exchange
with more complex health conditions.

and other requirements of the EHR
Incentive Program.
Health information cannot be seen as
belonging to an individual organization.
Improved clinical care will come when the
To ensure GME can meet the future
right information is available to the right
needs of the newly insured and aging
provider at the right time, so that it can
population, policymakers and stakebe used effectively at the point of care and
holders must commit to the consistent
beyond. Hospitals are actively promoting
and current level of GME funding and
the exchange of data, but additional
lift Medicare’s limit on funded residency
technology and infrastructure solutions are
positions. Policymakers must ensure that
needed to ensure that health IT products
payment or policy changes to GME do
are able to readily and easily communicate
not upend a world-class graduate medical
with one another to support the sharing
education system and a financing mechof information critical to ensuring highanism that has achieved the longstanding
quality, efficient care delivery that is
goal of supporting hospitals in the miscoordinated across the continuum.
sion of training physicians.
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