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P R O T E C T I N G ,  M A I N T A I N I N G  A N D  I M P R O V I N G  T H E  H E A L T H  O F  A L L  M I N N E S O T A N S  

February 15, 2017 
  
The Honorable Michelle Benson 
Chair, Health and Human Services Finance and 
Policy Committee 
Minnesota Senate  
3109 Minnesota Senate Building 
95 University Ave. W. 
Saint Paul, MN 55155-1606  

The Honorable Matt Dean 
Chair, Health and Human Services Finance 
Committee 
Minnesota House of Representatives  
401 State Office Building 
100 Rev. Dr. Martin Luther King Jr. Blvd. Saint 
Paul, MN 55155

 
The Honorable Jim Abeler 
Chair, Health, Human Services Reform 
Finance and Policy Committee 
Minnesota Senate 
3215 Minnesota Senate Building 
95 University Ave. W. 
Saint Paul, MN 55155-1206 
 

The Honorable Joe Schomacker 
Chair, Health and Human Services Reform 
Committee 
Minnesota House of Representatives  
509 State Office Building 
100 Rev. Dr. Martin Luther King Jr. Blvd. Saint 
Paul, MN 55155 

To the Honorable Chairs: 

The enclosed report summarizes the input the Minnesota Department of Health (MDH) 
received in response to a request for information about the impacts to patients and providers, 
as well as costs, associated with the requirements of the Minnesota Health Records Act 
(MHRA) related to patient consent for the release of health records.  MDH was directed to seek 
public input on this topic pursuant to Minnesota Statutes, Section 62J.495, Subd. 4, paragraph 
(b)(6).  

Our analysis of the responses and relevant observations highlights a number of considerations 
and opportunities for lawmakers as they weigh options related to the MHRA:  

1. The MHRA does not adequately support the majority of patients whose preference, as 
reported by providers, is to share their health information to ensure they receive the 
appropriate care.  



I M P A C T S  A N D  C O S T S  O F  M I N N E S O T A  H E A L T H  R E C O R D S  A C T  

1  

2. If the consent requirements of the MHRA remain in place, some clarifications to 
operationalize the current MHRA intentions are needed.    

3. Education, resources and legal assistance related to the MHRA are needed by providers, 
especially providers in smaller practices. Education and resources are also needed by patients.  

4. Implementing MHRA often requires a manual (work around) process for obtaining patient 
consent outside of the electronic health record system digital workflow. This implies more 
resources are needed for implementation of customized systems that are MHRA-compliant.  

5. It will be difficult for Minnesota to achieve its goals related to coordination of care for 
complex patients, improved quality of care, and cost savings due to varied interpretations of 
the consent requirements in the MHRA. 

Questions about this report may be directed to Diane Rydrych, Director of the Division of 
Health Policy at the Minnesota Department of Health, by phone at (651) 201-3564 or by email 
at Diane.Rydrych@state.mn.us.  

 

Sincerely, 

 
Edward P. Ehlinger, MD, MSPH 
Commissioner 
P.O. Box 64975 
St. Paul, MN 55164-0975 
www.health.state.mn.us 
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Executive Summary 

In 2016, the Minnesota Legislature directed MDH, in consultation with the Minnesota e-Health 
Advisory Committee, to seek public input on the costs and patient impact associated with the 
consent requirements included in the Minnesota Health Records Act (MHRA). With input from 
the Minnesota e-Health Advisory Committee and related workgroups, MDH released a request 
for information (RFI) in September 2016. Eighty-six responses were received by the deadline, 
including 24 responding from the patient perspective, 35 responding from the provider 
perspective, and 22 responding from both perspectives. 

Patient responses reflected a range of opinions, with little agreement on the positive or 
negative impacts of the MHRA:  
▪ Some patients who have complex health care needs want a smoother, more efficient, and 

less restrictive information sharing process. Others who responded want control of who 
sees their personal information.  

▪ The RFI addressed the concept of “cost” by asking about patient burden and time 
associated with signing consent forms. We saw minimal and varied responses, with little 
conclusive determination that there is a cost for patients. 

▪ The limited number of patient responses to this RFI means that these responses are not a 
statistically valid sample of the overall Minnesota patient population. 

Responses from health care providers and payers were much more consistent in their views 
about the MHRA: 
▪ Providers indicated consensus that MHRA has a negative impact on patients relating to: 

interrupted care coordination; duplicative labs, test and imaging; delays in care; signing 
many forms; and in general going against patient expectations that providers share relevant 
health information with the patient’s other providers. 

▪ Providers report that there are costs and confusion associated with managing the MHRA 
requirements. Costs are varied, and not all could calculate the costs other than to point out 
that the requirements take time and attention away from patient care.  

▪ Providers report that processes to obtain consent vary widely.  

▪ Providers report that the vast majority of patients (>95%) provide consent to share their 
information.  

▪ Providers report that they would like MHRA to align with the federal Health Insurance 
Portability and Accountability Act of 1996 (“HIPAA”). 

▪ Providers from hospitals, clinics, dental care, mental health care, payers, and associations 
that represent large numbers of providers responded to the RFI. Collectively these 
responses represent a substantial share of Minnesota’s healthcare providers. 
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The range of RFI responses from a patient/individual and a health care provider perspective 
suggest a number of considerations and implications. The following considerations were 
reviewed and endorsed by the Minnesota e-Health Initiative’s Advisory Committee and are 
offered as part of this analysis. 

 
▪ The MHRA does not adequately support the majority of patients whose preference, as 

reported by providers, is to share their health information with their providers.  

▪ Some clarifications to operationalize the current MHRA intentions are needed.  

▪ Providers need education, resources and legal assistance to understand MHRA 
requirements, especially providers in smaller practices. Patients also need education and 
resources.   

▪ Implementing MHRA often requires a manual work around process for obtaining patient 
consent outside of the electronic health record system digital workflow.   

▪ It will be difficult for Minnesota to achieve its goals related to coordination of care for 
complex patients, improved quality of care, and cost savings due to varied interpretations 
of the consent requirements in the MHRA.  
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Introduction  

In 2016, in response to a recommendation of the Governor’s 2015 Health Care Financing Task 
Force, the Minnesota Legislature directed MDH, in consultation with the Minnesota e-Health 
Advisory Committee, to seek public input on the costs and patient impact associated with the 
consent requirements under the Minnesota Health Records Act (MHRA):  

Minnesota Session Laws 2016, Regular Session, Chapter 189, article 20, section 5 
Amending Minnesota Statutes 2015, section 62J.495, Subd. 4: 

(6) seeking public input on both patient impact and costs associated with requirements 
related to patient consent for release of health records for the purposes of treatment, 
payment, and health care operations, as required in section 144.293, subdivision 2. The 
commissioner shall provide a report to the legislature on the findings of this public input 
process no later than February 1, 2017. 

The legislative request stems from inconsistencies between the federal Health Insurance 
Portability and Accountability Act of 1996 (“HIPAA”) and the Minnesota Health Records Act 
(MHRA) and the resulting tension, confusion and sometimes misunderstanding amongst 
patients and providers when it comes to the appropriate sharing of health information. HIPAA’s 
Privacy Rule requires patient authorization (consent) for certain disclosures of protected health 
information (PHI) but it does not require consent when the disclosure is for the patient’s 
treatment, for payment for that treatment, or for health care operations purposes. In contrast, 
the MHRA requires patient consent when a health care provider discloses an individual’s health 
records for treatment, payment, or health care operations and for most other releases, with 
limited exceptions.  

In response to the Legislature’s charge to explore this issue, the Minnesota Department of 
Health issued a Request for Information (RFI) to receive formal comments about the MHRA 
from the community and to study its impacts on quality of care, as well as direct and indirect 
financial impacts. This report is a summary of the information provided by patients and health 
care providers through the RFI process.   

RFI Process 
In carrying out its responsibilities related to e-Health in Minnesota, MDH works closely with a 
large, legislatively mandated e-Health Advisory Committee that includes representatives from a 
wide range of health care provider settings, physicians, nurses, health systems, small hospitals, 
local public health departments, behavioral health, long term care and consumers.  MDH 
consulted with this Advisory Committee on ways of structuring and disseminating the RFI 
questionnaire. During an annual planning session in August 2016, Advisory Committee 
members suggested an approach to capture both provider and patient feedback in separate 
sections of a structured request for information. The Advisory Committee also suggested 
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creating a cost calculating “formula” or worksheet that providers could use to respond the RFI 
cost portion, and proposed some cost elements to include. The updated RFI question set was 
endorsed by the Minnesota e-Health Advisory Committee at its quarterly meeting on 
September 13, 2016.  

MDH released the request for information on September 16, 2016, with a 39-day response 
period ending October 24, 2016. MDH used multiple distribution methods to promote the RFI. 
The RFI was shared via email with members of key advisory committees, health associations 
and patient advocacy groups. It was promoted at several workgroups and also published in 
multiple email newsletters maintained by MDH and the Minnesota Department of Human 
Services (DHS) as well as others maintained by stakeholder partners of the Minnesota  
e-Health Initiative.  

Key distribution outlets included: 
▪ Minnesota e-Health Weekly Update, MDH (about 5,000 subscribers) 

▪ e-Health Roadmap Community of Interest, MDH (about 1,200 subscribers) 

▪ Health Reform listserv, MDH (about 6,800 subscribers) 

▪ SIM listserv, DHS (760 subscribers) 

▪ Minnesota Health Care Programs Provider News, DHS (about 13,300 subscribers) 

Eighty-six responses were received by the October 24, 2016 deadline. An additional response 
was received several days after the deadline but was not included in the analysis. Five other 
responses were excluded from analysis, including: an email with no information and no 
attached document; a duplicate response; and three responses that addressed only payer 
explanation of benefits and patient confidentiality (the comments did not address the topic of 
this RFI). The total number of responses included in the analysis was 81. 

The RFI approach was very qualitative, and respondents were not required to answer all RFI 
questions. As such, responses include information in a variety of formats. A systematic 
approach was developed to review and analyze the responses. Two teams of reviewers 
comprised of staff from MDH and the Minnesota Department of Administration developed a 
process to review each question, identify themes at the question level, and synthesize those 
themes by cost and impact of the MHRA. More about the process may be found in Appendix B, 
“Methodology.” 
  



I M P A C T S  A N D  C O S T S  O F  M I N N E S O T A  H E A L T H  R E C O R D S  A C T  

6  

 

Response Analysis 

Individual/Patient Responses 
Forty-six responses included the patient perspective (22 of these also responded from the 
provider perspective). Of 46 responses: 
▪ Thirty-one responded to some or all of the RFI questions and 15 provided a letter regarding 

MHRA impact and costs, but that may or may not have addressed the RFI questions.  

▪ Twelve provided a form letter that addressed the general topic of the MHRA but did not 
directly address the RFI question set. 

The responses to this RFI should be considered as examples of patient/individual opinions and 
experiences, and not necessarily generalizable to the greater Minnesota population.  

Theme #1: Patients do not agree on the positive or negative impact of MHRA 
 
The concept of “impact” was addressed by asking a scaled response to seven topics relating to receiving 
health care. The question and items include: 

For each of the following items, check the box that best describes the extent to which 
you feel Minnesota’s law requiring written permission to share your health information 
impacts your ability to … 

a. Receive quality care 
b. Receive timely care 
c. Make sure your health information is protected 
d. Receive coordinated care 
e. Avoid extra doctor visits, tests, x-rays, etc. 
f. Take care of your health 
g. Be satisfied with your care experience 

Table 1 shows the count and percent responses for each item. For items relating to health care, 
the responses show a polarization of opinion on negative versus positive impact of MHRA. For 
the item relating to protection of health information (item c), there is consensus that MHRA has 
a positive impact. 
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Table 1: Patient Perspectives on Impact of MHRA (count and percent) 
blank Negatively 

impact    
Positively 

impact 
Do not 
know 

No 
response 

blank 1 2 3 4 5   

a. Receive quality care 
6 

13% 
6 

13% 
8 

17% 
1 

2% 
6 

13% 
2 

4% 
17 

37% 

b. Receive timely care 
8 

17% 
7 

15% 
7 

15% 
0 

0% 
5 

11% 
2 

4% 
17 

37% 
c. Make sure your 

health information is 
protected 

1 
2% 

0 
0% 

6 
13% 

6 
13% 

15 
33% 

1 
2% 

17 
37% 

d. Receive coordinated 
care 

7 
15% 

7 
15% 

6 
13% 

2 
4% 

7 
15% 

0 
0% 

17 
37% 

e. Avoid extra doctor 
visits, tests, x-rays, 
etc. 

6 
13% 

5 
11% 

8 
17% 

2 
4% 

6 
13% 

2 
4% 

17 
37% 

f. Take care of your 
health 

6 
13% 

2 
4% 

11 
24% 

2 
4% 

8 
17% 

0 
0% 

17 
37% 

g. Be satisfied with 
your care experience 

5 
11% 

6 
13% 

10 
22% 

1 
2% 

7 
15% 

0 
0% 

17 
37% 

 

Patients who indicated that they (or those they care for) have complex health care needs 
wanted a smoother, more efficient, and less restrictive information sharing process. There were 
many comments from individuals about receiving unnecessary, redundant or duplicative tests 
or having to re-tell their story every time they saw a new provider. Examples include:  
▪ “Providers are oblivious to the spectrum of participants in the health care team of my 

grandchildren. When presented Release of Information forms, only one or two obvious care 
partners are considered. So in the midst of concern about grandchild(ren), I have to take 
time from attending their sessions to complete the forms and request additional releases 
for others including educators and specialty providers like OT/PT.”  

▪ “I was referred to a pain specialist. The pain clinic wanted to have all of my records – 
specialists, diagnostic studies, procedures, reports, etc. that I have for this problem. This 
medical issue have [sic] been going on for over 2 years now and I have seen many 
specialists, have had numerous diagnostic tests and needed to remember all of these 
clinics, MD, therapists, specialists, diagnostic and procedural center and have a referral for 
ROI sent to each location. Not all of the Release of Information (ROI) forms were received 
by the locations I sent them to. I needed to wait, check in to see if each of these locations 
received the ROI, and whether they forwarded my records to the pain center. If the ROI was 
not received, then I needed to send another form and wait again until all of the records 
were sent from all of the locations.” 

▪ “It is very time consuming and also probably is not well explained because everyone is in a 
hurry. Most of the time I get a paper shoved at me and they say ‘Sign here.’” 



I M P A C T S  A N D  C O S T S  O F  M I N N E S O T A  H E A L T H  R E C O R D S  A C T  

8  

▪ “Current system communication issues negatively impact the ability to make sure that 
medication information is correct and current.”  

▪ “I was diagnosed with ALS in February of 2014. To be sure, receiving this diagnosis was 
devastating all by itself, but the road to receiving this news was fraught with needless 
complexity and poor communication between health systems, doctors, nurses, and other 
health care professionals. It was necessary for me to travel between different health 
systems because no one system had expertise in every specialty I needed to see. Moreover, 
it was, and remains necessary to frequently obtain a second opinion from an outside 
source. All of this poor coordination resulted in me having to repeat my story every time I 
saw a different provider, and I'm convinced that I received unnecessary, duplicative lab and 
other diagnostic tests. At each different office visit I was presented with a new consent 
form to sign. I did so at every request. I assumed that this would facilitate a free flow of 
important information about me from my primary care doctor to various specialists and 
diagnostic testing sites. It did not. It was the rare exception that relevant records and 
testing data preceded my visits. This lack of information necessitated me to retell my story, 
what tests had been done so far, and the results of those test. This is a faulty process at 
best. From my perspective, the policies and procedures designed to protect my privacy have 
gone over- board. It seems like we've confused privacy with secrecy. Although this 
paperwork and lack of coordination might seem like a harmless by-product of laws designed 
to protect me, this "protection" comes with a heavy cost. The cost is wasted time of 
patients, doctors, and clinic staff; duplicative tests; unnecessary out-of-pocket costs; and 
finally, delays in getting appointments and receiving care.”  

▪ “It is our experience that the current system of sharing and using medical information is 
extremely flawed. Our patients and caregivers often do not distinguish the difference 
between HIPAA and the MHRA; they simply know that their information does not get to 
their clinicians and care team. They experience redundant testing, countless hours on the 
phone with clinic staff and records departments, and become accustomed to re-telling their 
story every time they see a new provider. This is undoubtedly frustrating, especially at a 
time when a person is unwell and should be focused on recovery, not record keeping.” 

▪  “Sometimes I cannot get my records as quickly as I would like them because I have to stop 
and sign something. I don’t always understand why I have to sign something again.  If 
someone is going to take care of me, then my information should be available to them.”  

 

Some patients expressed that managing their privacy preferences is an important part of their 
care and well-being. Examples include: 

▪ “Obtaining my written permission for specific medical care record releases is a positive 
aspect of my various encounters with the health care system. Discussing and obtaining my 
written consent for data releases requires a personal interaction with my physician or other 
professional.” 
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▪ “MN’s privacy laws either positively affect or do not affect my ability to receive good health 
care. I am most open to receiving care when I feel confident about the privacy of my 
personal information.” 

▪ “I support the MHRA and its current patient consent requirements for sharing of medical 
information. The law as it stands today gives me the right to determine what doctors, 
hospitals, clinics and business associates my data is shared with for payment, treatment, 
health care operations and more.” 

 

Theme #2: Patients have varied experiences relating to the “cost” of providing 
consent for sharing their personal health information. 

The RFI addressed the concept of “cost” by asking patient burden and time associated with 
signing consent forms, as presented by this scenario” 

“Think about the effort you exert for yourself or someone you care for to share your 
health information between your doctors, other health care providers you see, and other 
organizations involved in your care because written permission is required for all sharing 
(e.g., signing forms, completing paperwork, making phone calls, getting translation 
assistance, etc.). 

The concept of “burden” was addressed by asking patients, upon considering that scenario, to 
respond to a scaled question:  

To what extent is this effort a burden for you?” 

Table 2 shows the response as count and percent responses to this question. Responses are 
distributed across the scale, with nine respondents indicating no burden at all and five 
indicating a great deal of burden. These responses show that there is not a common consensus 
among patients who responded to the RFI on the level of burden posed by the consent 
requirements of MHRA. 

Table 2: Self-reported Burden of Providing Written Permission 
blank 

No burden 
at all    

A great 
deal of 
burden 

Do not 
know 

No 
response 

(scale) 1 2 3 4 5   
Count 9 2 5 8 5 2 15 

Percent 20% 4% 11% 17% 11% 4% 33% 
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The concept of “time” was addressed by asking patients, upon considering that scenario, to 
respond to this question: 

If you are able, please estimate the amount of time (in hours) each year you spend with 
these efforts because written permission is required for sharing information.  

 

Just sixteen responders provided an answer to this question, ranging from “negligible” to 132 
hours per year, along with several comments that the time/cost does not matter. This minimal 
and varied response show that there is not a common consensus on the time expenditure 
posed by the requirements of the RFI. 
 
Theme #3: Patients have varied opinions on how their personal health 
information should be controlled and used. 

Some patient respondents expressed a desire for a smoother, seamless process for sharing 
their health information amongst providers and others who need to have access to it. Example 
comments include: 
▪ “As a patient I would feel that it is my provider’s obligation to get my records to a specialist 

if I had to go to one. I think this rule overcomplicates things for the patient.”  

▪ “ALS claimed my father’s life in 2013. I watched as this debilitating disease affected his 
concentration, sapped his energy, and as the disease progressed limited his ability to speak. 
This crippling disease required him to interact with a multitude of healthcare professionals 
and offices throughout the remainder of his life. At each different visit he was presented 
with a new consent form to sign, and was again required to repeat his story to each new 
provider he met. The burden to ensure medical information is provided at the right time 
and place should not fall to ailing patients and their caregivers. With the technology 
available today to share clinically appropriate data amongst healthcare providers, it is time 
for Minnesota to update our laws to match the current federal laws.”  

▪  “In a perfect world, each person would have one medication list that would be shared 
among all providers and pharmacies, regardless of affiliations between or among those 
entities. Even better, a record that patients could update themselves. I’m sure that written 
permission requirements are a huge barrier to that and also coordinated access to other 
medical information, along with software challenges and terminology variations.”  

▪  “The information I complete at each visit is redundant and duplicated each visit.  It takes 
time and resources for me and the staff to complete these forms each visit.  I would be 
comfortable with signing a consent stating that I consent to each visit unless I request 
differently.  I feel this would save me and my provider time.”  

 

Others expressed a desire to have more control over how their information is shared, 
expressed their support of the current consent provisions in the Minnesota Health Records Act 
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and/or felt that HIPAA does not provide adequate protection of their information. In particular, 
the provisions of HIPAA are to share information for the purposes of treatment, payment and 
operations. However, several patients indicated that they are not comfortable with the broad 
provisions in HIPAA for “operations;” instead they want to control who has access to their 
information for that purpose as well. Several patient respondents also indicated that they want 
to know who has accessed their information. Example comments include: 

▪ [Form letter] “I support the current MHRA and its current patient consent requirements for 
sharing of medical information. The law as it stands now gives me the right to determine 
what doctors, hospitals, clinics and business associates my data is shared with for payment, 
treatment, health care operations and more. I will not stand for having you decide with 
whom my private records are shared. That decision is mine and mine alone. It is important 
that Minnesota does not remove or change the Minnesota Health Records Act because this 
law protects each and every Minnesotan.” 

▪ “The state of MN has the best privacy for me and my family when compared to HIPAA. 
Why? Our medical records filled with very personal information are shared with the 
doctor/clinic so that we might be able to get the appropriate care. Part of this care we 
receive is simply begins with the trust that the information given is held in complete 
confidence of the clinicians we choose. In contrast HIPAA SHARES OUR INFORMATION! We 
need to be in control of our family’s medical records!”  

▪ “Although MN requires consent for a number of areas beyond HIPAA requirements, many 
consent forms are bundled with only one signature illegally forcing me to give broad 
consent foe [sic] everything, including the items that I am not required to consent to. It is 
my data and I want to control who sees it… As a patient, I want to have control over my 
information through MN’s consent requirements. I also want to be able to see who has 
accessed my information and that means everyone including physicians, staff, research 
organization, government agencies including MDH. Managing my health and wellbeing 
requires that I manage my data.”  

▪ “[T]he definition of health care operations by HIPAA is too vague, too encompassing, and 
too long for a health care consumer to trust.”  

▪ “[T]here should be no attempt to cut costs by eliminating patient consent requirements. 
The Minnesota Health Records Act is unique in its protection of the legal foundation for 
confidentiality: consent requirements for sharing of private patient data. MHRA protects 
what HIPAA does not.”  

▪ “Minnesota’s consent laws are the only medium by which patients can have control over 
who accesses and shares their information. … HIPAA doesn’t protect patient privacy – 
Minnesota law protects patient privacy through the consent requirements. Medical records 
contain personal information and are entrusted to doctors and hospitals for the sole 
purpose of receiving care. Thus, a patient receives the best care when he or she is in control 
over all data-sharing decisions and can trust that personal information and data are held in 
confidence.”  
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▪ The Hippocratic Oath underscores that the principle of confidentiality is a critical facet of 
patient care. It is essential for developing and maintaining patient trust and for eliciting 
truthful answers to the doctor’s questions. Thus, there should be no attempt to cut costs by 
eliminating patient consent requirements. The Minnesota Health Records Act is unique in 
its protection of the legal foundation for confidentiality: consent requirements for sharing 
of private patient data. MHRA protects what HIPAA does not.”  

▪ “1) I specifically search out providers who provide clear statements about privacy rights, 
abide by MN law regarding consent, and follow the rule regarding data ''of minimum 
necessary to provide treatment". I avoid providers and healthcare entities who attempt to 
request me to "blanket releases" regarding my consent, as this is not in my best interest as 
a healthcare consumer. 2) The definition of healthcare operations by HIPPA is too vague, 
too encompassing, and too long for a healthcare consumer to trust.”  

The RFI also asked questions pertaining to patient preferences for allowing provider access to 
information. One question addressed the duration of consent.  

Once you sign a form giving consent (permission) for your health provider to view and add to 
your health record, how long would you prefer that this provider be allowed to access your 
record?  

Table 3 provides count and percent responses to the question options. Most of the responders 
(19) desire their provider to have access forever or until the patient takes away those 
permissions. 

Table 3: Patient Preferences for Duration of Provider Access (count and percent) 
  

count percent blank 
5 11% My provider should have access forever 

14 30% My provider should have access until I take away his or her permissions 
2 4% My provider should have access for 1 year 
3 7% My provider should have access for the duration of that visit and any 

related follow-up. 
5 11% Other 

15 33% No response 

 

The RFI also asked patients how important three aspects of sharing personal health information 
are, including: 

▪ Allowing my doctor/health provider to share my necessary health information with other 
providers I need to visit, such as referrals to specialists. 

▪ Being able to choose which parts of my health record can be shared with other health 
providers (e.g., physical health, mental health) 

▪ Being able to see who has viewed my electronic health record 
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Table 4 shows that patient respondents generally agree that it is important to allow their health 
providers to share their necessary health information with other providers, that they be able to 
choose what parts of the health record can be seen, and that they be able to see who has 
viewed their record. 

Table 4: Importance of Information Sharing Considerations (count and percent) 
blank Not at all 

important    
Very 

important 
Do not 
know 

No 
response 

blank 1 2 3 4 5   

a. Allowing my doctor/health 
provider to share my 
necessary health information 
with other providers I need to 
visit, such as referrals to 
specialists. 

5 

11% 

0 

0% 

0 

0% 

3 

7% 

19 

41% 

0 

0% 

19 

41% 

b. Being able to choose which 
parts of my health record can 
be shared with other health 
providers (e.g., physical 
health, mental health) 

3 

7% 

0 

0% 

3 

7% 

8 

17% 

12 

26% 

2 

4% 

18 

39% 

c. Being able to see who has 
viewed my electronic health 
record 

2 

4% 

2 

4% 

3 

7% 

7 

15% 

13 

28% 

1 

2% 

18 

39% 
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Provider Responses 
Fifty-seven responses included the provider perspective (22 of these also responded from the 
patient perspective). Of these: 
▪ Forty-five responded to some or all of the RFI questions and 11 provided a letter regarding 

MHRA costs and impact, but that may or may not have addressed the specific RFI questions.  

▪ Fifty-one clearly indicated that they are directly involved in providing patient care, and six 
indicated that they represent provider interests (e.g., an association). 

Theme #4: Providers report negative impact on patient care due to MHRA 

The concept of “impact” was addressed by asking a scaled response to seven topics relating to 
the perceived impact of MHRA on the organization’s ability to provide care. The stem question 
and follow-up items include: 

For each of the following items, check the box that best describes the extent to which the 
consent provisions of the MHRA impact your organization’s ability to… 

a. Provide quality care 
b. Provide timely patient care 
c. Protect patient information 
d. Coordinate a patient’s care 
e. Avoid ordering extra visits, tests, and/or images 
f. Manage patients with complex conditions 
g. Ensure patients are  satisfied with their care experience 

Table 7 shows the count and percent responses for each item. About half of provider 
respondents completed this question. Of these, there is generally strong agreement that MHRA 
negatively impacts care coordination, providing timely care, avoiding extra visits/test, and their 
ability to provide quality care. There is generally strong agreement that MHRA positively 
impacts their ability to protect patient information. 
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Table 7: Provider Opinion of MHRA Impact on Patient Care (count and percent) 

blank 

 
Negatively 

impact    
Positively 

impact 
Do not 
know 

No 
response 

blank 1 2 3 4 5   

a. Provide quality 
care 

12 
21% 

9 
16% 

16 
28% 

0 
0% 

2 
4% 

1 
2% 

17 
30% 

b. Provide timely 
patient care 

19 
33% 

11 
19% 

11 
19% 

0 
0% 

0 
0% 

0 
0% 

16 
28% 

c. Protect patient 
information 

1 
2% 

4 
7% 

15 
26% 

5 
9% 

13 
23% 

3 
5% 

16 
28% 

d. Coordinate a 
patient’s care 

22 
39% 

2 
9% 

12 
21% 

0 
0% 

2 
4% 

0 
0% 

16 
28% 

e. Avoid ordering 
extra visits, tests, 
and/or images.  

14 
25% 

7 
12% 

12 
21% 

0 
0% 

1 
2% 

7 
12% 

16 
28% 

f. Manage patients 
with complex 
conditions 

19 
33% 

10 
18% 

10 
18% 

0 
0% 

2 
4% 

0 
0% 

16 
28% 

g. Ensure patients are  
satisfied with their 
care experience 

9 
16% 

16 
28% 

9 
16% 

0 
0% 

2 
4% 

3 
5% 

18 
32% 

 

Providers also report that consent requirements impact care coordination. Providers responded 
that they only share relevant information to coordinate care, but the MHRA consent 
requirements often interfere with their efforts, especially as related to vulnerable populations. 
Providers described a need for care continuity and a holistic approach to patient care, requiring 
complete, current, and up-to-date records, all of which is difficult when complying with both 
HIPAA and the MHRA. 

The following examples illustrate responses relating to this theme: 
▪  “The Minnesota HRA consent requirement often complicates care coordination disclosures 

for vulnerable populations. For example, [Provider] is a Medicaid program that serves high 
risk individuals who often have comorbid conditions, behavioral health and chemical health 
diagnosis, and receive (or are eligible for) multiple social services. Without consent, it is 
hard to facilitate care coordination efforts to support this population. It is particularly 
difficult for providers when the disclosures would otherwise be allowed under HIPAA as 
treatment and payment disclosures for which patient authorization is not necessary. Great 
efforts are being taken by [Provider] to create processes that increase the ability to obtain 
consent from this population, and those efforts require significant resources that could be 
put into other aspects of this vital program. If the Minnesota consent requirement did not 
exists, HIPAA privacy regulations would still adequately protect the health information of 
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this vulnerable group, while also fostering information sharing that could improve health 
outcomes for these individuals.” 

▪ “Just about every case we see could benefit from better communication/coordination 
efforts, but it is particularly important in the area of behavioral health. Psychiatrists and 
primary care doctors should be constantly exchanging information every time there is a 
medication change or change in a patient’s functioning. Medications can have subtle yet 
harmful interactions with each other. If a primary care doctor does not know their patient is 
experiencing psychosis, they could have difficulty communicating treatment plans and 
achieving positive outcomes.” 

▪ “The burdens and delays the MHRA places on patients may be seen at every point of health 
care delivery. For example, a patient with a complex medical condition, who obtains 
primary care and specialty care from multiple health systems, must obtain consent for each 
provider to share with each other provider across systems - which for complex patients may 
amount to dozens of consents across multiple locations, visits, and providers. In an 
emergency setting, the MHRA often interferes in care delivery indirectly, because an 
emergency provider does not know what key providers to contact for information, due to 
the limited scope of the patient's medical records.  In long-term-care, home health and 
other settings that utilize social services, the MHRA often hinders the timely delivery of 
coordinated car[sic] because medical providers and social service agencies must manage 
multiple consents before they are able to provide patients with housing supports, cash  
assistance,  or other benefits to support and maintain  the health care patients receive. The 
MHRA adds delay and burden to an already-complex health care system, to the detriment 
of patients.” 

▪ “Our patients and caregivers often do not distinguish the difference between HIPAA and the 
MHRA; they simply know that their information does not get to their clinicians care team.”  

▪ “[T]he best care decisions are made with the most complete information, and under federal 
law, this 360° review is possible, because HIPAA permits providers that share clinically 
appropriate information with other providers. Unfortunately for patients in Minnesota, this 
360° effort requires multiple consents: a consent to release information must be received 
by both the creator of the record (like a cardiologist), and with the eventual recipient of the 
record (like a primary care physician). This must be repeated for every member of the care 
team who may have, or need to see information pertaining to that patient’s condition. As a 
result, the full picture often emerges at the expense of additional labs and images; which 
notably, have inherent costs and risks.  

Theme #5: Providers report patient burden due to duplicative effort/tests 
generally. 

Providers responded that MHRA consent requirements often cause duplication of testing, 
procedures, and costs for patients. The requirements result in delayed care, patient anxiety and 
discomfort, and ultimately, impact patient safety. In addition, providers responded that the 



I M P A C T S  A N D  C O S T S  O F  M I N N E S O T A  H E A L T H  R E C O R D S  A C T  

1 7  

MHRA consent requirements negatively impact their communications with patients, family 
members and caregivers.  

The following examples illustrate responses relating to this theme: 
▪ “It has been the experience of [Provider] that the MHRA creates unnecessary barriers to 

sharing critical health information related to our members. This hampers our ability to 
provide those members opting out with access to high-quality, affordable care that is 
optimized for their specific circumstances. Each inefficiency adds expense, erodes quality, 
and diminishes improved outcomes, which in turn results in higher costs across the system 
and impacts premiums across the market.” 

▪ “The MHRA creates many limitations that negatively impact medication management. We 
often face instances where we know members are on multiple medications that could result 
in negative drug interactions that include safety and efficacy concerns. Additionally, we are 
aware of instances in which a member is seeing multiple providers for the same health 
issue, possibly receiving duplicative and/or contrary care. Due to Minnesota’s overly strict 
privacy laws, we cannot share information in either of these instances with the providers to 
aide in improving quality of care and outcomes, while ensuring efficient resource use and 
minimizing overall costs.” 

▪ “It is important to acknowledge that [Provider conducted] a limited study, however, the 
analysis identified two very strong themes: 1) having access to information reduces 
unnecessary diagnostic procedures, and 2) providers overwhelming cited the burden of 
getting a consent at every patient visit as a barrier to using a health information exchange.” 

▪ “Eliminate unnecessary medical procedures. Understanding if a test or other medical 
service has been performed already and knowing the results of those tests reduces the 
need for providers to repeat procedures. Duplicative testing is both costly to the health care 
system but it can also result in patients having to wait to receive care until their consent is 
given again. This reduces the quality of care for patients and is extremely inefficient and 
costly.” 

▪ “[T]he most common and concerning example of the negative impact on patient care in our 
specialty care setting is the challenge of obtaining referring provider records that are 
necessary for treatment purposes. Providers and staff express frustration with the time and 
effort that is spent on obtaining and relaying consents for that purpose. Patients also 
express dissatisfaction with repeated requests to sign consents as well as frustration if their 
providers do not receive the records they need for their visit.” 
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Theme #6: Providers report that consent requirements frustrate and overwhelm 
patients 

Providers responded that the MHRA requires too many forms and obtaining consent is often 
overwhelming and burdensome for patients. Providers described that patients do not 
understand why there are such strict consent requirements and generally just sign the forms. 

The following examples illustrate responses relating to this theme: 
▪ “The burden of sharing medical information should not fall on the patient and their family, 

yet, because of the complexity of layering state and federal regulations, it often does. Many 
of our patients have experienced being in a room with a clinician who cannot access 
medical information from another facility, even when the patient wants the clinician to see 
it. Frequently, this is because the consent was not received at the right time and in the right 
location. Other times, it is because some providers err on the side of not releasing 
information, since the layering of these laws creates doubt or confusion about what can be 
shared, and with whom.” 

▪ “Consent has become almost meaningless to patients who just want to sign the paperwork 
and get on with their issues. Making this as complex as it is only makes the process more 
burdensome and less effective.” 

▪ “The requirement for written consent under the MHRA can negatively affect payment for 
services billed, which affects not only the provider, but the patient as well. For example, say 
a patient was seen in the hospital for gallbladder surgery and the patient did not sign a 
written consent for release of medical records to support payment by the patient’s health 
insurance company. In this case, the patient’s medical records cannot be sent to the 
patient’s insurance provider. Therefore, the bill for services may eventually be sent directly 
to the patient. The patient would then have to undertake the long and often frustrating 
process of reaching out to the various providers and insurance company to reconcile 
payment for services.” 

▪ “The burdens and delays the MHRA places on patients may be seen at every point of health 
care delivery. For example, a patient with a complex medical condition, who obtains 
primary care and specialty care from multiple health systems, must obtain consent for each 
provider to share with each other provider across the systems – which for complex patients 
may amount to dozens of consents across multiple locations, visits, and providers.” 

▪ “The volume of forms required for various levels of release of information can be confusing 
and overwhelming to patients, particularly in an acute care setting. Explaining what 
permissions each form gives in regards to ROI is not necessarily taxing to the staff though I 
don’t think the patients are always absorbing the information being provided.” 

▪ “The more forms patients must read and sign, the more likely it is that they are not reading 
through all of the language on the forms and therefore not fully understanding what they 
are signing. This means patients are less likely to be giving informed consent. Too often, the 
summary of the form when handed to the patient is inaccurate, which has led to patients 
either believing they are authorizing information to be shared broadly across a system when 
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that is not the case, or patients believing their authorization is more limited than what it 
really is. Reducing the number of forms or the forms’ complexity would help provide more 
useful information to patients in a form more easily understood.” 

 

Theme #7: Providers report that consent requirements run contrary to patient 
expectations 

Providers responded that patients expect providers to share relevant personal health 
information and they also expect a seamless payment process. Many providers indicated that 
there is high patient dissatisfaction with the consent process they must follow. 

The following examples illustrate responses relating to this theme: 
▪ “[A]llowing the sharing of information for purposes of payment is consistent with patients 

[sic] expectations. When patients provide information about the guarantor/payor of their 
medical expense, they expect that a provider will bill that payor. Having to sign a consent 
permitting a provider to share information in order to bill for services adds an unnecessary 
and redundant administrative step to seeking care. In the event a consent is not collected – 
for example, if a patient enters the emergency department unconscious, is admitted to the 
hospital and the front-end process for collection of consent cannot be followed – the 
patient’s payor cannot be billed and, as a result, the patient may receive a bill for the full 
amount of the emergency department and hospital admission charges.” 

▪ “The current MHRA requirements restrict the ability to focus on the patient and meet their 
expectations for coordinated care. Examples might include patients that are transitioning 
from an inpatient episode or specialty care back to their primary care provider which might 
not be in an organizationally related clinic. The lack of the ability to readily share 
information results in duplications and increases in the cost of care as potential 
misalignment of care. These examples of inability to coordinate care negatively impact the 
patient, care providers/facilities and payers.” 

▪ “[T]he release of health information for treatment, payment, and operations is consistent 
with patient expectations. Most individuals expect, even appreciate, that their health 
information will be released as necessary to provide the individuals with services, billing for 
services, and quality improvement. Despite these advantages to release of health 
information for treatment, payment, and health care operations, the consent requirement 
in the MHRA creates an unnecessary barrier and burden on the release of health 
information even for these most essential purposes.” 
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Theme #8: Providers report that consent requirements are complex and 
confusing for providers 

Providers responded that collecting the consent required by the MHRA, at various times and 
places and for various reasons, is often complex, time-consuming, burdensome, confusing, and 
a barrier for providing care. Providers also reported collecting consent on various forms, which 
requires ongoing training because staff have a hard time understanding requirements under 
both HIPAA and the MHRA. Additionally, providers that operate across state lines indicated that 
the additional Minnesota consent requirements are difficult and confusing to implement and 
share information. 

The following examples illustrate responses relating to this theme: 
▪  “Reduce administrative burden, allowing more health care dollars to be focused on 

providing care instead of handling bureaucratic requirements. Navigating laws governing 
which data may be disclosed, who must consent (and on what form, for what duration), or 
what data subsets must be deleted is administratively burdensome for patients and 
providers alike. It is frustrating, time consuming, and can result in providers spending their 
time dealing with paperwork instead of patients.” 

▪ “Obtaining and tracking patient authorization for treatment, payment, and operations is 
time and resource intensive. Because Minnesota’s CHCs [Community Health Centers] are 
not affiliated with large, integrated health systems, they must refer their patients to 
external organizations for specialty and other ancillary services at high volumes. 
Authorizations must be obtained before any information can be disclosed to begin this 
referral process. This extra step creates additional work and sometimes a delay in patients 
receiving recommended services.” 

▪ “In addition, the misalignment of consent requirements between the MHRA and the Health 
Insurance Portability and Accountability Act (HIPAA) creates additional regulatory 
complexity for CHCs who have sites across state borders.” 

▪ “Requiring a written consent to obtain records for patients that are referred to our 
organization for specialty services delays care and ties up resources. The process is 
cumbersome – sending an authorization form to the patient; waiting for the mailback [sic] 
before sending to the organization. In certain clinics work needs to be done prior to patient 
visit and this delays that process and frustrates patients and providers.” 

Theme #9: Providers report that there is a cost associated with managing the 
consent requirements of MHRA 

Providers estimate that the annual cost of administering the consent requirements of the 
MHRA ranges from negligible to significant. About half of the provider respondents (29 of 57) 
included a cost estimate relating to managing the requirements of MHRA. Some providers have 
absorbed costs into their workflows and were unable to attribute a particular cost to the MHRA 
requirements specifically. 
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Of the 29 provider respondents who reported cost estimates, the costs ranged from $0 to 
$2,543,328, with a median of $66,910. In some cases these costs were calculated using a 
worksheet provided in the RFI, and in some cases the respondents provided an estimate based 
on their own calculation.  

These costs estimates should be viewed in the context of the organization’s overall budget, as 
there was a wide range in the size of the responding organizations. Twenty respondents 
provided both a cost estimate and a budget estimate, with MHRA costs calculated as a range 
from 0% to 17.35% of operating budget, and median of 0.16%. Table 5 summarizes the costs 
and budget information submitted by provider respondents. 

Table 5: MHRA Costs and Operating Budget 
blank 

MHRA Cost Operating budget 
Cost as a percent of 

operating budget 
Number responding 29 25 20 

Range $0 to $2,543,328 
$241,756  to 

$3,600,000,000 
0.00% to 17.35% 

Median $66,910 $50,000,000 0.16% 

 

Another measure of MHRA costs is the cost per patient encounter.  Twenty-six provider 
respondents were able to provide both cost and encounter information. Table 6 shows the cost 
per encounter ranges from $0.00 to $24.31, with a median of $0.83. Table 2 summarizes the 
responses by providers that listed their organization’s approximate annual number of patient 
encounters and the correlating cost related to the MHRA per encounter. 

Table 6: MHRA Costs per Encounter 
blank Encounters Cost per Encounter 
Number responding 30 26 

Range 538 to 10,700,000 $0.00 to $24.31 

Median 70,900 $0.83 

The following examples illustrate responses relating to how costs were calculated: 
▪ “Costs for complying with the requirements of the MHRA are difficult to estimate, but we 

have estimated costs to be somewhere in the range of $800,000 to $1,500,000 annually. 
These costs include the costs of (a) requesting, obtaining, storing, and managing the 
consents, (b) training staff to appropriately handle consents, and (c) developing policies and 
procedures and providing support to administer the processes and reviewing these policies 
and procedures on a regular basis. These costs do NOT include the costs associated with 
delayed treatment, treatment provided without the benefit of the patient’s medical records 
history, or duplicative treatment/tests associated with the process of obtaining or failing to 
obtain the appropriate consents under MHRA.” 
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▪ “The average number of requests per week is around 10, annual 520. Average salary is 
$19.45/ hour. We do not bread [sic] down our software costs by module so I could not fill in 
that data.” 

▪ “Managing the Minnesota consent requirements involves multiple departments across the 
hospital system. The departments most involved in the process include Registration and 
Health Information Management. Other departments support the work done by these 
departments, such as Information Privacy and Security, Organizational Learning and 
Development, Electronic Health Record, and Legal. Consent is collected annually for all 
outpatient encounters, and upon every Emergency Department visit and Inpatient 
Admission. On average, Registration staff spend 2.5 minutes per encounter collecting the 
patient consent at check-in, and 1.5 minutes scanning and documenting the consent. 
Registration staff require initial training (upon hire) related to the consent collection 
process, as well as refresher training and training when processes are updated.” 

▪ “Health Information Management staff, along with the health system’s contracted record 
vendor, are responsible for managing request to release patient information. The health 
system receives over 116,000 requests per year for release of patient information. For each 
of these releases, staff must be aware of the Minnesota HRA requirements, how this law 
impacts release for various purposes (i.e., personal access requests, care provider requests, 
third party payor requests, law enforcement requests, etc.). In addition to staff time 
required to analyze the request in accordance with the Minnesota HRA significant time is 
invested in training Health Information Management staff on the various aspects of the 
HRA.” 

▪ “The health system encounters additional costs for equipment, hardware and duplication 
services in order to maintain processes related to the MHRA. Additionally, costs are 
incurred through electronic health record system adaptations to accommodate the 
Minnesota consent requirement and electronic storage space to store all scanned consent 
forms within the electronic health record.” 

▪ “Information Privacy and Security, along with Legal, also invest time to support these 
departments and others in analyzing Minnesota HRA requirements.” 

▪  “Cost estimate includes the following elements: Cost to track and locate release forms; 
Cost to manage signatures required for HIE; Vendor cost to correspond with organizations 
with whom we release; Vendor cost to manage to different state requirements; Vendor cost 
to train on requirements” 

▪ “Approximately $40,000. This approximation, assisted by the table included in the RFI, 
includes a portion of the expense associated with collecting consents that would be 
required by HIPAA. The majority of the cost is associated with (1) communicating with 
outside providers, payors, and patients in an effort to document the additional consents 
required by the MHRA; (2) training staff on requirements unique to the MHRA; and (3) 
resolving patient and organizational issues resulting from the additional burdens of the 
MHRA.” 
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Theme #10: Providers report that processes to obtain consent vary widely 

Many providers did not describe a process to obtain and manage patient consent for the 
exchange of health information in their responses to the RFI. Those providers that did 
document a process provided descriptions that varied widely depending on the size, location, 
and type of organization. This variation may be due to lack of clarity in MHRA, as well as 
variation in operational practices. 

The most common response (67% of respondents) described that consent forms must be in 
writing, on a paper form, and signed. The providers usually obtained consent prospectively, at 
registration, or at the patient’s first visit. Some providers indicated that they then have to scan 
the written consent into an Electronic Health Record (EHR) system. Some providers use a 
process that requires the printing, mailing or faxing of paper forms (26% of respondents), while 
others indicated they have an e-consent process where a consent form is signed and sent via 
email, or contains an electronic signature (12% of respondents). 

The following examples illustrate responses relating to this theme: 
▪ “New patients have several documents they must complete for consent, patient privacy, 

financial arrangement, etc. Additional consent forms related to care are obtained at the 
time the care is going to be completed.” 

▪ “Our organization has the patient sign a life time consent for release of information for 
treatment, payment and operations. A separate patient signed consent is needed for other 
types of releases, but not for treatment, payment and operations.” 

▪ “At a high level, our processes generally involve sending an Authorization to Release 
Information form to the member who must complete the form and return it via mail. 
[Provider] must then maintain a copy of this form on its systems. Pursuant to Minnesota 
law, this form is only valid for one year so the process must be repeated annually. In 
addition, various segments of a health plan’s business may have other, separate processes 
that must be accounted for and met.” 

▪ “1. All patients are sent an electronic form via secure email for their signature for the 
release of records. Patients are asked to immediately sign and return, via secure email, so 
we can obtain the records in a timely manner – preferably prior to the patient’s 
appointment. 2. If patient does not have email, the consent forms are mailed to the 
individual. We again request that the signed forms are sent ahead of their scheduled 
appointment so we can obtain records prior to the patient’s arrival so we can be fully 
prepared for making clinical decisions based on a complete medical history. Our Medical 
Assistants place confirmation calls prior to the patient’s appointment if we have not 
received their signed release prior to their appointment to remind them to send/mail the 
consent. 3. If the patient has not signed a release prior to their appointment, we will have 
them sign a release immediately upon arrival. From there, our administrative team goes 
into action trying to retrieve the medical records while the patient is still with our doctor.” 
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▪ “Even where a separate written consent is not actually required to exchange information 
for a particular treatment, payment, or health care operations purpose because the patient 
has already signed a written consent authorizing the exchange, staff may still request 
another written consent or else simply decline to make the disclosure. Those undesirable 
responses may occur because staff is unable to verify that there is a written consent on file 
due to time lags in scanning and filing the consent, or difficulty in finding the form in the 
record, or time and resource constraints. They also occur due to the discrepancies between 
the MHRA and HIPAA with regard to consents. Those discrepancies cause significant 
confusion about when a written consent is required and, when in doubt, staff will exercise 
caution.” 

▪ “Registration staff across the medical center and clinics collect the health system’s 
‘Information Authorization and Disclosure’ form, which contains the information necessary 
to meet the requirements of the Minnesota Health Records Act (this document is entirely 
separate from the Notice of Privacy Practices required under HIPAA). Registration staff gives 
each patient a copy of the form to review and sign. The staff then collect the completed 
form, scan it into the patient’s electronic health record, and document that the form was 
collected. Patients may opt out of certain information sharing, which is described and 
documented on the form. The organization has a verbal consent process for patients who 
are unable to sign the form on their own. Various departments reference the form and/or 
functionality within the electronic health record to determine if patients have opted out of 
specific types of information sharing (e.g., external research disclosures).” 
 

Theme #11: Providers report that most patients provide consent to share their 
information 

Provider respondents were asked what percent of their organization’s patients do not give 
consent to share their information. Thirty-six responders provided an answer, ranging from 0% 
to 75%, with a median of 2%. It should be noted that many responded along the lines of “very 
few;” for purposes of this analysis these responses were assigned a numeric value of 2%, when 
in fact they could be a smaller percent.  

These numbers should be viewed as a general guide and not necessarily as discrete values. One 
consideration with this question is that “consent” has a variety of interpretations (e.g., consent 
to treat vs. patient consenting to share information with an outside provider). Providers 
responded to this question based on their interpretation and consequently, some responses 
could be related to consent to treat, whereas others are related to consent to share with an 
outside provider. 

The following examples illustrate responses relating to this theme: 
▪ “It is not always practical and is quite burdensome to obtain consent or a written 

authorization from a patient to release records to another provider. One example that 
negatively affects nursing homes is when they are discharge planning for a resident, both 
involuntary and voluntary discharges. Nursing facilities are required to conduct discharge 
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planning which often requires the facility (as opposed to the resident) to find a safe 
location. Depending on the resident’s cognition, the resident may not sign an authorization 
to release information to another facility. In the case of an involuntary discharge when the 
nursing home must discharge for non-payment or any other reason under Federal law like 
the resident is a danger to the health or safety of others in the facility, the resident may not 
want to leave the facility and will refuse to give consent to release information. This places 
the nursing facility in an impossible situation because they need to contact other facilities 
(nursing homes, home care, assisted living) to make sure the resident is going to be properly 
cared for but they are limited by the statute in what they can provide the next facility 
without an authorization. This situation of providing another facility health records is 
allowed under HIPAA under the ongoing treatment, and payment provisions if it is a 
discharge due to nonpayment.” 

▪ “This varies by the complexity of care they are receiving from us. Outpatient therapy has 
the highest percentage at 50%. Those who receive complex care do not have an issue 
signing releases for care providers, but may object to family or friends, for example at our 
IRTS, where they only refuse 5-10% of the time. Case management and representative 
payee clients get annoyed that they have to sign releases for everyone when they just want 
help with their housing, bill paying, jobs, appointments, etc. They just want it to happen 
without releases being signed. Outpatient therapy clients are most annoyed at intake with 
the question of whether they have another care provider they want to send their records to 
because they do not see a need for signing a release for primary care when they are 
discussing marital issues, etc. They are the highest percent of people who refuse to sign – 
50-60%.” 

▪ “Approximately 7% of [Provider’s members] “opt out” or do not give their consent for data 
sharing. This low percentage signifies that an overwhelming majority of our members 
typically do not object to sharing their data. While their participation furthers progress in 
improving health care quality and outcomes and reducing overall costs, it does not lessen 
the additional complexity of the operational processes required because Minnesota law 
does not align with HIPAA.” 

▪ “Based on our analysis: 

▪ 0% of patients decline consent to share information for payment. Occasionally a patient 
may initially decline to consent sharing information for payment, but a patient will 
generally agree to the consent upon understanding that declining to consent for 
payment has the effect of making the patient personally responsible for charges for 
services. 

▪ 0.5% of patients decline consent to share information with other providers 

▪ 1.67% of patients decline to consent to share information for purposes of a record 
locator service 

▪ 4.47% of patients decline to consent to share information for research  

Note that a patient could fall into more than one of these categories.” 
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▪ “Less than 1% of our patients opt out of sharing records for continued clinical care. Clinic 
patients with scheduled or unscheduled appointments need a signed general consent. For 
scheduled hospitalizations, a consent / authorization signature is obtained before care is 
given to the patient. For hospital patients, a consent/authorization is not always obtained 
because of an emergency or unconscious state of the patient. In those cases, a signature is 
sought later from either the patient or a family member of the patient.” 

Theme #12: Providers report that they would like MHRA to align with HIPAA 

The most common answer from providers to the question, “What changes would you suggest 
be made to the MHRA that would improve patient care” was to align the MHRA with HIPAA. 
Almost three-fourths of provider respondents (41) specified that patient consent should not be 
required for the purposes of treatment, payment, and health care operations. Another six 
providers did not specify alignment with HIPAA, but indicated a need for clarity and/or 
simplification. Five provider respondents indicated that they support the current consent 
provisions of the MHRA. 

Providers further responded that both providers and patients have a greater understanding of 
HIPAA than the MHRA, it is very difficult to comply with both sets of laws and regulations, 
and/or compliance with both HIPAA and the MHRA is too costly. Providers also noted that there 
are many more resources and training materials related to HIPAA than MHRA, the consent 
process is complicated because many non-Minnesota providers do not understand MHRA, and 
effective compatibility requires integration of systems/records, universal forms, and 
standardization of legal requirement and processes. 

A small number of providers also mentioned the difference in the treatment of psychotherapy 
notes/mental health records in MHRA and HIPAA and proposed bringing those requirements in 
alignment, as well. For example, HIPAA allows mental health professionals to share 
psychotherapy notes, at the provider’s discretion, with patient consent. In recognition of the 
sensitivity of this information, HIPAA requires that this consent be captured on a form only 
documenting the consent to release psychotherapy notes. Minnesota law is more stringent 
than HIPAA with respect to the rights of individuals. In Minnesota, patients have the right to 
view or release all parts of their medical record and psychotherapy notes are part of that 
medical record that can be viewed or released. The added protection of the notes included in 
the medical record is to assure greater access for patients to all of their protected health 
information. 

The following examples illustrate responses to this theme. 
▪ “Overall MHRA It [sic] can be confusing for both staff and clients and is costly in both time 

and dollars. It would be ideal for state law to match HIPAA. This change would give staff and 
clients more resources about patient health information. Currently, it is confusing because 
HIPAA resources, such as the HHS.gov/hipaa, do not reflect all requirements for Minnesota 
patients. Updating the law would keep strict privacy protections in place while also allowing 
us to share health information for payment, treatment, or health care operations, make it 
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easier to provide integrated service delivery and ultimately provide better services for our 
clients.” 

▪ “We recommend that MHRA permit the sharing of information for treatment, payment and 
health care operations purposes, without consent, as permitted under HIPAA. This could be 
accomplished by adding these categories as to 149.293, subd. 5 as exceptions to the broad 
consent requirement.” 

▪ “The only effective change to the MHRA that will improve patient care is to fully align the 
MHRA with HIPAA by removing the restrictive consent for disclosure requirement. Modern 
health care is dependent on rapid exchange of patient information, often at times when the 
patient is unavailable. Current models for population health involve cooperation not just 
between health care providers but also health plans to ensure effective and streamlined use 
of resources. Exchange of patient information between parties with existing relationships to 
the patient, as currently allowed by HIPAA, is crucial to analyzing and proactively managing 
a patient’s medical condition, both in the long term and in emergent situations.” 

▪ “1. Repeal MN Statute 144.292; 2. Defer to the established HIPAA Federal Regulations that 
health care providers are required to comply with. Administrative, physical, and technical 
security requirements are already in the HIPAA privacy and security regulations. [sic] 4. 
Allow the release of information for treatment, payment and operations without patient 
consent.” 

▪ “[W]hile the MHRA is silent on issues of data security, secure transfer, and who may access 
a patient's medical records, it is in fact HIPAA that provides broad and strictly-enforced 
security standards, which comprise the bulk of the privacy protections patients receive. 
Under HIPAA, medical providers, insurance carriers and certain other entities already are 
required to follow significant privacy and security standards when using, accessing and 
disclosing protected health information. It is HIPAA that provides both the protections and 
enforcement that most protect patients' private health information.” 

 

Considerations and Implications 
The range of RFI responses from a patient/individual and a health care provider perspective 
suggest a number of considerations and implications for lawmakers as they weigh options 
related to the MHRA. In addition, the RFI identified several peripheral observations that are 
interrelated to the questions of impact or cost associated with the MHRA and relevant to the 
process of providing patient care.  

The following considerations were reviewed and endorsed by the Minnesota e-Health 
Initiative’s Advisory Committee and are offered as part of this analysis. 
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1. The MHRA does not adequately support the majority of patients whose preference, as 
reported by providers, is to share their health information to ensure they receive the 
appropriate care. While MHRA supports patients who do NOT want to share their personal 
health information, information from providers indicates that these patients represent a 
very small percentage of all patients.  Providers report that the vast majority of patients 
consent to have their information to be shared, and responses from patients to this RFI 
indicate a mix of preferences.  In practice, the MHRA inhibits the ability of those who want 
their information to be shared to do so easily. Future statutory approaches should more 
easily enable information sharing for patients who prefer that their information be shared, 
using a simplified process, and enable patients to better understand their confidentiality 
rights. 

2. If the consent requirements of the MHRA remain in place, some clarifications to 
operationalize the current MHRA intentions are needed. The responses to the RFI 
demonstrated a significant variation in the way that the consent requirements of the 
Minnesota Health Records Act are being implemented, indicating different interpretations 
of the law. Other, more extensive work of the Minnesota e-Health Initiative supports this 
conclusion. Clarifications include: 

▪ Clarifying that consent does not require a wet-pen signature and that electronic 
signature should be allowed. 

▪ Specifying how long a patient’s consent to share information remains in place before 
expiring. 

▪ Using common language and definitions regarding health information exchange, 
compared to Minnesota’s HIE Oversight law (Minnesota Statutes §§62J.498-4982). 

3. Education, resources and legal assistance related to the MHRA are needed by providers, 
especially providers in smaller practices. In addition to clarifications within the law itself, 
training, resources, and legal assistance are needed to help providers have a common 
understanding of the law and processes for implementation. Providers have many resources 
to support HIPAA, but very few to support MHRA.  In addition to resources to support 
MHRA, it is equally important for a more common understanding on specific provisions of 
HIPAA, including requirements for treatment, payment, and health care operations as well 
as security requirements. 

4. Education and resources are needed by patients.  In addition to providers, patients are 
often uncertain, misinformed or confused about information such as:  

• What rights they have regarding the disclosure of their information to providers, 
payers, and others. 
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• How their information is typically used and accessed in a health care setting, and 
how to understand an audit trail regarding access to their information. 

• The security protections that are in place to keep their information confidential. 
 

5. Implementing MHRA often requires a manual (work around) process for obtaining 
patient consent outside of the electronic health record system digital workflow. This 
implies more resources are needed for implementation of customized systems that are 
MHRA-compliant. Because the work around process requires more staff time/resources, 
many of which are hidden costs built into workflows, fewer resources are available for 
patient care. Providers that have the resources to try to electronically implement the 
process face expensive technology updates.   

6. It will be difficult for Minnesota to achieve its goals related to coordination of care for 
complex patients, improved quality of care, and cost savings due to varied interpretations 
of the consent requirements in the MHRA. The aims of accountable care organizations 
(ACOs), Integrated Health Partnerships (Minnesota Medicaid ACOs), and other health care 
payment and delivery reform models (e.g., health care homes) are to lower costs while 
improving care and outcomes. Care coordination, including sharing relevant patient 
information among appropriate providers, is necessary to achieve these goals. Future 
statutory changes should realize the potential of ACOs, health care homes and other reform 
efforts to improve health care in Minnesota. 
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Conclusions 
At a high level the responses to this RFI demonstrate frustration with and misunderstanding of 
current consent requirements in Minnesota. While providers report that the vast majority of 
patients provide consent for their information to be shared, the lack of consensus among 
patients who responded to the RFI is evidence that this topic is challenging to assess among the 
greater population. That said, two strong messages emerged: the desire of both providers and 
patients to easily coordinate care, and the desire to understand and decide who should have 
access to a person’s health information.  

Providers manage the consent requirements of the MHRA using a wide range of processes, 
often including manual workarounds that do not integrate into today’s electronic workflow 
environment. There are costs associated with this, but providers more often described the 
confusion factor for their staff and their patients that results from these workarounds. 
Furthermore, they experience problems with timely sharing of patient information with other 
providers, and see a burden for patients in dealing with repeat testing and appointments. 
Providers also noted that they don’t have easy access to “off the shelf” tools and training to 
support their implementation of MHRA, so developing these technologies and procedures is a 
resource issue. While the views of patients were mixed on whether the current law helps or 
hurts them, a clear majority of the providers supported changing Minnesota law to align with 
HIPAA to support care coordination, uniformity in interpreting the law, and efficient 
implementation of workflows and care delivery. 
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Appendix A: Request for Information 
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Appendix B: Methodology 
Introduction 
The RFI responses are qualitative in nature. The analysis team applied a systematic and rigorous 
method to review and analyze the data, develop themes, and allow for transparency of process. 

Analysis involved an iterative process of reviewing and categorizing (or organizing) the 
information provided in the RFI responses to identifying common themes. MDH-OHIT staff led 
the analysis of provider responses relating to costs (i.e., relating to questions A2 and A7), and 
all responses presented by or on behalf of individuals (all of section B). Department of 
Administration staff led analysis of provider responses not relating to cost. 

After independent review the two teams (MDH and Admin) met to discuss themes and come to 
agreement on the themes and considerations. The themes and considerations were endorsed 
by the Minnesota e-Health Advisory Committee during their December 8, 2016 meeting. 

Response profile 
MDH released the request for information on September 16, 2016, with a 39-day response and 
used multiple distribution methods to promote the RFI. 86 responses were received by the 
October 24 deadline. 

86 responses were received but excluded from this analysis 
▪ 1 response was blank (email with no attachment) 
▪ 1 response was a duplicate response 
▪ 3 responses were modified form letters addressing payer Explanation of Benefit; therefore 

deemed out of scope for this analysis. 

81 responses were reviewed for this report 
▪ 22 responded as or representing both provider and individual 

▪ 21 responded to all or part of the RFI form 
▪ 1 responded with a letter or email and not the RFI form 

▪ 57 responded as or representing providers 
▪ 47 responded to all or part of the RFI form 
▪ 10 responded with a letter or email and not the RFI form 

▪ 46 responded as or representing individuals 
▪ 30 responded to all or part of the RFI form 
▪ 16 responded with a letter or email and not the RFI form 
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