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KEY TOPICS

1. Call to Order
MacKenzie Robertson, Office of the National Coordinator (ONC), welcomed participants to the 41st Health Information Technology Policy Committee (HITPC) meeting. She reminded the group that this was a Federal Advisory Committee (FACA) meeting being conducted with two opportunities for public comment, and that a transcript will be posted on the ONC website. She conducted roll call and reminded members to identify themselves for the transcript before speaking. She turned the meeting over to HITPC Chair Farzad Mostashari.

2. Remarks
Farzad Mostashari, National Coordinator, gave extensive remarks on the recent news coverage of HIT. He acknowledged that he was hurt by a Wall Street Journal opinion piece that referred to ONC as a cheerleader. The piece reportedly referred to the few cost benefits and called HIT a misguided effort and a waste of money, as well as criticized the government for not setting standards for documentation of blood pressure and problem list. He reported that the academic community and others had responded with evidence and opinions to the contrary. According to Mostashari, 27 of the 31 published cost-benefit analyses show either cost reduction or health benefits. Such studies have a narrow focus while HIT is an infrastructure and once in place can do much with marginal costs. The real question should be how to implement HIT to maximize health benefits and cost savings. He mentioned an article in the American Journal of Managed Care that described a project in Minnesota to incorporate prior notification and authorization requirements into clinical decision support. Findings showed improved health outcomes, savings in providers’ time, and a decrease in unnecessary tests.

He continued his rebuttal, noting that although it was interesting that the WSJ encouraged more regulation, its assertion about the lack of standards is untrue. In Stage 2, 42 distinct standards are required. Next, he talked about a series of articles in The Washington Post and The New York Times on billing. Data from the decade before the meaningful use program show an association between the increase in severity of codes and their distribution across hospitals. According to Mostashari, the articles imply that the incentive to adopt electronic health records (EHRs) contributed to the increase in severity. He offered several alternative explanations, one being that the more severe codes may have been the correct codes and not necessarily an indicator of fraud. Only a few cost aspects were considered. Actually, the total costs for Medicare and Medicaid were comparatively lower over the past few years. The purpose of EHRs is to refocus on managing population costs. Coordination rather than documentation is the issue. There is a shift away from payment on volume. Information is essential to manage care. Moreover, EHRs can be useful tools for audit and enforcement. He pointed out that the Robert Wood Johnson Foundation’s Open Notes project found that 99% of respondents wanted to continue to see their providers’ notes. Patients can be made partners in detecting fraud.

He announced that for Stage 3, he wants the HITPC to look at policies around documentation of patient care. There is lots of information being carried forward that may not be necessary. He said that he wants to work with vendors and providers on functionality of EHRs to, for example, look at audit logs and provider authentication and fraud. Stage 3 will focus on quality, outcomes and population management. He referred to a recent article in the Annals of Internal Medicine that describes increases in quality of care. He reminded the members that several years are required for the results of change to be visible. 

3. Review of the Agenda 
Paul Tang, Vice Chairperson, reminded members that the meeting was dedicated to the request for comment (RFC) for Stage 3 in which everything will be directed to improving outcomes.  He referred to the summary of the September 2012 meeting, which was circulated with the meeting materials, and asked for a motion to approve the summary. The motion was made and seconded and a voice vote resulted in unanimous approval.

Action item #1: The summary of the September 2012 HITPC meeting was approved as circulated.

4. Meaningful Use Stage 3 Request for Comment (RFC) Input from the Meaningful Use Workgroup 
Tang, in his role as chair of the Meaningful Use Workgroup, explained that the workgroup members and Michele Nelson, ONC, deliberated over the comments on the preliminary recommendations presented to the HITPC in August and made a number of changes. He reviewed the RFC schedule leading up to May 2013 when the HITPC is scheduled to transmit final Stage 3 recommendations to HHS. Once again, he reviewed the guiding principles:
• Supports new model of care (e.g., team-based, outcomes-oriented, population management) 
• Addresses national health priorities (e.g., NQS, Million Hearts) 
• Broad applicability (since MU is a floor) 
−Provider specialties (e.g., primary care, specialty care) 
−Patient health needs 
−Areas of the country 
• Promotes advancement -- Not "topped out" or not already driven by market forces 
• Achievable -- mature standards widely adopted or could be widely adopted by 2016 
• Reasonableness/feasibility of products or organizational capacity 
−Prefer to have standards available if not widely adopted 
−Don’t want standards to be an excuse for not moving forward 

Next, he referred members to the recommendations grid, which was both included in the previously distributed meeting materials and shown on slides. The slides showed each objective for Stages 1 and 2 and proposed for 3, as well as a recommended place holder for Stage 4. Red items showed changes from Stage 1 to Stage 2, blue items from Stage 2 to Stage 3 recommendations and green items updates made following the August 1, 2012 HITPC meeting. Beginning with the domain Improve Quality Safety, Efficiency and Reducing Health Disparities, he methodically reviewed SGRP101 through SGRP121, concentrating on the reasons for the most recent changes in Stage 3 recommendations (Stage 4 placeholders not listed here): 
101- CPOE for medications includes DDI checking for “never” combinations as determined by an externally vetted list.
Certification Criteria: EHR must be able to consume an externally supplied list of “never” DDIs, using RxNorm and NDF-RT standards along with a TBD DDI reactions value set.
Certification Only for EPs
· EHRs must also have the ability to identify abnormal  test results and track when results are available. 
· EHR must have the ability to transmit lab orders using the lab order and results Interface guidelines produced by the S&I Framework Initiative. 
RFC: Are the existing standards for laboratory orders adequate to support including this certification criterion?

104 - Remove objective because topped out and ensure used in CQMs for disparities.
Certification criteria: 
• Occupation and industry codes
• Sexual orientation, gender identity (optional fields)
• Disability status 
Differentiate between patient reported and medically determined
Need to continue standards work

105 - Certification criteria only: Use of lab test results, medications, and vital signs (BP, ht, wt, BMI),  to support clinicians’ maintenance of up-to-date accurate problem lists.  Vendors utilize rules to help providers improve the problem list (e.g. Method for Assigning Priority Levels ). System provides prompts about additions, edits, and deletions for clinicians review and action.
RFC: How to incorporate into certification criteria for pilot testing?

106 - System provides prompts about additions, edits, and deletions for clinicians review.
RFC: How to incorporate into certification criteria for pilot testing

107 -  System provides prompts about additions, edits, and deletions for clinicians review and action.

113 - The 15 CDS interventions should include one or more interventions in each of the following areas, as applicable to the EP's specialty: 
· Preventative care (including immunizations) 
· Chronic disease management (e.g., diabetes, hypertension, coronary artery disease) 
· Appropriateness of lab and radiology orders 
· Advanced medication-related decision support* (e.g., renal drug dosing) 

115 - EP Objective: Generate lists of patients for multiple specific conditions and present near real-time (vs. retrospective reporting) patient-oriented dashboards to use for quality improvement, reduction of disparities, research, or outreach reports. Dashboards are incorporated into the EHR’s clinical workflow for the care coordinator or the provider.  It is actionable and not a retrospective report.  

117 - 2) Mismatches (situations in which a provider dispenses a medication and/or dosing that is not intended) are tracked and used for quality improvement. 

Discussion of Revisions
Judy Faulkner asked about (slide 6) transitions with orders: What about transitions without orders? Tang responded that the point is to encourage orders with all transitions and referrals; the measure (denominator) is based on orders. Complaining about the difficult in reading the small print, she inquired about (slide 11) maintaining the medication list. Tang explained, giving an example that if an item appears on the problem list without a corresponding med (or vice versa), an alert is generated. This is a spotting mechanism only. Faulkner said that (slide 14) the use of the word “intervention” should be reconsidered. Tang replied that its use is consistent with the NPRM language. Faulkner suggested “guidance.”

Gayle Harrell referred to slide 9 and proclaimed that some of the content in the placeholder could be moved back to Stage 3. Most states have Prescription Drug Monitoring Programs (PDMP) and all states have Medicaid formulary lists, both of which should be incorporated in and used in Stage 3. Florida has been doing something similar since 2003, which resulted in very significant cost savings. Available formularies should be used. Tang reported that according to the Health Information Technology Standards Committee (HITSC), the necessary standards are not broadly available. He agreed to investigate the suggestion about the Medicaid formularies.

Jodi Daniels, ONC, reported on a pilot project to make the Prescription Drug Monitoring Program (PDMP) readily available to providers. Seven small pilots are underway. A toolkit will be designed to make it easier to get to PDMP via EHRs. She invited members to send suggestions to her.

Responding to a member’s concern about the absence of disability status on slide 10, Tang pointed it out to her and said that the question is whether disability status should be patient reported or medically reported or determined.

Marc Probst indicated that he was impressed with the detail of the recommendations. He wondered whether the workgroup had categorized the requirements for the recommended changes. Do we fully understand what we are asking? Tang referred to the principle of reasonableness and feasibility and said that a matrix could be constructed to categorize the objectives and criteria. 

Tang moved to the domain Engage Patients and Families and explained each of the most recent changes:
204A – MENU item: Automated Transmit: (builds on “Automated Blue Button Project”):  Before issue final recommendations in May, will review the result of Automated Blue Button pilots.

204B - MENU: Provide 10% of patients with the ability to submit patient-generated health information to improve performance on high priority health conditions, and/or to improve patient engagement in care (e.g. patient experience, pre-visit information, patient created health goals, etc.).  This could be accomplished through semi-structured questionnaires.
Based upon feedback from HITSC this can be a MENU item.
Need RFC language to describe the rational for this function (contributes to health outcomes improvement, QI goals and care efficiency).

206 - Add language support: For the top 5 non-English languages spoken nationally, provide 80% of patient-specific education materials in at least one of those languages based on EP’s or EH’s local population, where publically available. 

Discussion
Harrell talked about being concerned with the privacy and security of downloads. Is the goal for the patient to be able to download a record and incorporate it into a PHR for transmission and if so, what is the physician’s liability? Tang pointed out that provider-to-provider transmission is covered under HIPAA. When a patient transmits her data to someone, she is responsible. Joy Pritts, ONC, confirmed that once information is transmitted to the patient, it becomes the responsibility of the patient. Discussion ensured. Someone commented on the distinction between a patient giving directions on transmission once or at specific visits. Pritts reported that she is working with others in HHS to determine the best approach to this new policy issue. Considering HIPAA and HITECH, and the NPRM on the latter and based on the existing rule, there is no restriction on the format in which the record is provided. In some states, laws may restrict transmission. She indicated a lack of clarify as to whether the provider’s liability ends with the receipt of permission to transmit. It is possible that the provider’s liability may extend to the receipt of the transmitted information by the other party. Harrell said that people are very concerned with the liability issue. Pritts noted that concerns commonly surface with the introduction of new technology. Tang acknowledged that the issue should be explored in the RFC. Christine Bechtel talked about a recommendation that patients receive a warning prior to confirmation of a download. A pilot project is underway on auto-transmission of summaries. Tang said that the RFC preamble will first describe what is known, followed by the questions.

Faulkner said that it is tricky to determine to what the patient has agreed. Difficulties include the education of individual clinicians, the need for signature pads, paper overload and that too much authorization impedes patient access to services. Pritts reported that a pilot on obtaining e-consent will launch this month, using tablets and videos. Faulkner expressed concern about a complicated process with unnecessary steps.

George Hripcsak, Co-Chair, Meaningful Use Workgroup, presented the most recent changes to the recommendations for the Care Coordination domain in Stage 3. 
	302 - SC&C Recommendation: Standards work needs to be done to adapt and further develop existing standards to define the nature of reactions for allergies (i.e. severity). 

	
	303 - Certification Criteria: Inclusion of data sets being defined by S&I Longitudinal Coordination of Care WG, which are expected to complete HL7 balloting for inclusion in the C-CDA by Summer 2013: 
1) Consultation Request (Referral to a consultant or the ED) 
2) Transfer of Care (Permanent or long-term transfer to a different facility, different care team, or Home Health Agency) 

304 - Certification Criteria: Develop standards for a shared care plan, as being defined by S&I Longitudinal Coordination of Care WG. Some of the data elements in the shared care plan overlap content represented in the CDA. Adopt standards for the structured recording of other data elements, such as patient goals and related interventions.

305 - Certification Criteria: Include data set defined by S&I Longitudinal Coordination of Care WG and expected to complete HL7 balloting for inclusion in the C-CDA by Summer 2013: Shared Care Encounter Summary (Consultation Summary, Return from the ED to the referring facility, Office Visit)

	\           
3308 – 308 - IE workgroup recommendation (IF provider directories exist and are operational): 
EH OBJECTIVE: The EH/CAH will send electronic notification of a significant healthcare event in a timely manner to key members of the patient’s care team, such as the primary care provider, referring provider or care coordinator, with the patient’s consent if required. 
EH MEASURE: For 10% of patients with a significant healthcare event (arrival at an Emergency Department (ED), admission to a hospital, admission to a long term care facility, discharge from an ED or hospital, or death) , EH/CAH will send an electronic notification to at least one key member of the patient’s care team, such as the primary care provider, referring provider or care coordinator, with the patient’s consent if required, within two hours of when the event occurs. 

	





Discussion
Someone brought up the issue of what an EHR system can do for a practice beyond improving care for the individual patient. Hripcsak acknowledged that the emphasis to date has been the patient. But some functions, such as generating lists by conditions, can be used for population management. Lists can be used for action. To do something such as examine a pattern of unexpected ED visits or hospitals admissions will require more advanced analytics. 

David Bates talked about a survey that his organization conducted for the National Quality Forum (NQF). Currently, the use of EHRs is very primitive. Tools are needed to enable more comprehensive analyses, but they have yet to be developed. Someone suggested adding a question to the RFC to that effect. Tang indicated that a question on dashboards may cover it.

Hripcsak continued with the domain of Population Health. Only a minor change was made to the threshold in 405.

Discussion
Joshua Sharfstein suggested having the capability to receive an urgent message from the state health agency. He referred to a pilot project in Maryland in which this was successfully done. Hripcsak replied that the workgroup examined ways to receive alerts for specific patients in stage 4. However, the workgroup members had not thought about a general message. Art Davidson said that such a concept was embedded in slide 37. The Centers for Disease Control and Prevention (CDC) sends health alert messages. Sharfstein pointed out a need for something below the level of national messages. Davidson said standards for that function are not currently available but that the Direct provider directory can possibly be used for messages. 

Tang said that the recommendations will be revised per the comments.
 
5. Meaningful Use Stage 3 Request for Comment Input from the Information Exchange Workgroup 
Larry Garber, Member, Information Exchange Workgroup, presented three recommendations: 
Query for Patient Information (EHR Certification Criteria) Proposed Criteria for the next phase of EHR Certification: 
1. The EHR must be able to query another entity* for outside records and respond to such queries. This query may consist of three transactions: 
• Patient query based on demographics and other available identifiers, as well as the requestor and purpose of request. 
• Query for a document list based for an identified patient 
• Request a specific set of documents from the returned document list *the outside entity may be another EHR system, a health information exchange, or an entity on the NwHIN, for example. 
2. When receiving in inbound patient query, the EHR must be able to: 
• Tell the querying system whether patient authorization is required to retrieve the patient’s records and where to obtain the authorization language**. (E.g. if authorization is already on file at the record-holding institution it may not be required). 
• At the direction of the record-holding institution, respond with a list of the patient’s releasable documents based on patient’s authorization 
• At the direction of the record-holding institution, release specific documents with patient’s authorization 
3. The EHR initiating the query must be able to query an outside entity** for the authorization language to be presented to and signed by the patient or her proxy in order to retrieve the patient’s records. Upon the patient signing the form, the EHR must be able to send, based on the preference of the record-holding institution, either: 
• A copy of the signed form to the entity requesting it 
• An electronic notification attesting to the collection of the patient’s signature 

Query Provider Directory (EHR Certification Criteria) 
Proposed Criteria for the next phase of EHR Certification: The EHR must be able to query a Provider Directory external to the EHR to obtain entity-level addressing information (e.g. push or pull addresses).
Request for Comment for EHR Certification with these additional questions: 
• Are there sufficiently mature standards in place to support this criteria? What implementation of these standards are in place and what has the experience been? 

Data Portability Between EHR Vendors (RFC) Request for Comment for EHR Certification: 
• What criteria should be added to the next phase of EHR Certification to further facilitate healthcare providers’ ability to switch from using one EHR to another vendor’s EHR? 

Discussion
Deven McGraw acknowledged her support for including the Information Exchange Workgroup’s recommendations in the RFC. She assured the committee members that the Privacy and Security Tiger Team will examine the use cases prior to the finalization of the recommendations. 

6. Meaningful Use Stage 3 Request for Comment Input from the Privacy and Security Tiger Team 
McGraw, Co-Chair, Privacy and Security Tiger Team, presented questions in three areas: 
The Health IT Policy Committee has already recommended that provider users of EHRs be authenticated at National Institute for Standards and Technology (NIST) “Level of Assurance” (LoA) 3 for remote access (e.g., more than user name and password required to authenticate) by Stage 3 of MU. 
1. Should the next phase of EHR certification criteria include capabilities to authenticate provider users at LoA 3? If so, how would the criterion/criteria be described? 
2. What is an appropriate MU measure for ensuring provider users authenticate at LoA 3 for remote access? Under what other circumstances (if any) should authentication at LoA 3 be required to meet MU? 
3. NIST establishes guidance for authentication of individuals interacting remotely with the federal government. What, if any, modifications to this guidance are recommended for provider EHR users? 

In Stages 1 and 2 of MU, EPs/EHs/CAHs are required to attest to completing a HIPAA security risk assessment (and addressing deficiencies), and, in stage 2, attesting to specifically addressing encryption of data at rest in CEHRT. 
1.What, if any, security risk issues (or HIPAA Security Rule provisions) should be subject to MU attestation in Stage 3? 
2. For example, the requirement to make staff aware of the HIPAA Security Rule and to train them on Security Rule provisions is one of the top 5 areas of Security Rule noncompliance identified by the HHS Office for Civil Rights over the past 5 years. In addition, entities covered by the Security Rule must also send periodic security reminders to staff. The Tiger Team is considering requiring EPs/EHs/CAHs to attest to implementing Security Rule provisions regarding staff outreach & training and sending periodic security reminders; we seek feedback on this proposal. 

Accounting for disclosures, surveillance for unauthorized access or disclosure and incident investigation associated with alleged unauthorized access is a responsibility of organizations that operate EHRs and other clinical systems. Currently the 2014 Edition for Certified EHR Technology specifies the use of ASTM E-2147-01. This specification describes the contents of audit file reports but does not specify a standard format to support multiple-system analytics with respect to access. The Tiger Team requests feedback on the following questions: 
1. Is it feasible to certify the compliance of EHRs based on the prescribed standard? 
2. Is it appropriate to require attestation by meaningful users that such logs are created and maintained for a specific period of time? 
3. Is there a requirement for a standard format for the log files of EHRs to support analysis of access to health information access multiple EHRs or other clinical systems in a healthcare enterprise? 
4. Are there any specifications for audit log file formats that are currently in widespread use to support such applications? 

Discussion
Members had no comments. McGraw invited members to attend the virtual hearing on patient identification and authentication on October 29. 

7. Public Comment
Robertson announced that comments were limited to three minutes

Kelly Emerick of the Secure ID Coalition commented that she supported requiring LoA 3, but that she preferred LoA 3 or higher. How do we know records are sent and received as intended? She encouraged the HITPC to take a hard look at how to ensure secure transmission. 

Joanne Lynn, Altarum Institute, complained about the movement of care plan from Stage 3 to Stage 4 (slide 13) without explanation. A care plan is the most important aspect of care for the seriously ill. She declared that care plan is not controversial and said that she had a similar issue with slide 13 and advance care plan. Patients could carry a PDF with their advance directives. Patients need mobility of this information. She probed for an explanation from Tang. Robertson thanked her for her comments.

Amari, self-identified as both a patient and of the American Medical Association, thanked ONC for providing two comment opportunities. Referring to p. 11, she acknowledged that as a consumer she would not necessarily notice errors in her record. How would this happen? Would the doctor ask, “Did I make an error?” HIPAA already allows for corrections. Regarding certification, she asked for protection against misuse. She reported that she had previously submitted comments to CMS requesting an evaluation of the meaningful use program. Providers could be queried about the hardest measures to obtain. The requirements for meeting objectives should be scaled back to allow more flexibility.

Diane Jones, American Hospital Association, commented on the timing of Stage 3. She recommend a delay in the RFC release date, which is scheduled to occur at the same time that many providers are focused on attestation for Stage 1 or implementing Stage 2. She recommended extension of the comment period to 60 days. 

Faulkner observed that it would be beneficial for the members themselves to have a time to discuss public comments. Additionally, meeting materials should be distributed on a set schedule in order to ensure sufficient preparation time. She also wondered about Stage 4: How would it be funded and how would it work? She went on to say that a single national standard for immunizations is needed. Robertson responded that she intended to institute administrative meetings to deal with meeting issues. 

Harrell had additional comments. She requested information on the outcomes of the many ONC pilots mentioned during the meeting. Tang told her that the provision of such information was the purpose of the monthly ONC updates. She declared that she wanted a list and summary of the pilot projects. Neil Calman inquired about the criteria for applying for and selecting pilot sites. Daniels responded that the pilots are often carried out via contracts. Contractors establish the criteria (with ONC approval) and select the sites. She indicated that she is open to suggestions for increasing transparency. 

Robertson introduced new member Chris Boone, American Heart Association, who then mentioned several consumer projects undertaken by his organization.

8.  Meaningful Use Stage 3 Request for Comment Input from the Quality Measures Workgroup 
James Walker, member, Quality Measures Workgroup, prefaced his recommendations by explaining that the workgroup had tried to rethink the purpose and form of quality measures. The measures should leverage data routinely captured in the EHR and PHR during the process of care. Support for clinical quality measure (CQM) calculations should be flexible and adaptive to future requirements, which may include new measures or changes to measure definitions at minimal cost. Providers should be able to configure the CQM calculation to use data elements appropriate to local workflow. An end goal is to shift quality measurement and reporting from sampled retrospective, human chart reviews and accounting records to concurrent, machine-automated improvement support while recognizing that there will remain a place for human abstracted quality measurement. He recommended the following questions for the RFC:
• Is a shift away from retooling legacy paper-based CQMs in exchange for designing e-CQMs de novo a reasonable and desirable course of action? 
• Is there an evidence basis for clinical population management platform use? Is there a business case?
• What are the technological challenges to widespread release and adoption? Can the HITPC encourage technology in this area without being prohibitively prescriptive? 

Walker said that to leverage CQM innovation from health systems and professional societies, the workgroup discussed a proposal to allow EPs or EHs to submit a locally developed CQM as a menu item in partial fulfillment of requirements (in lieu of one of the existing measures specified in the meaningful use program). Health care organizations choosing this optional menu track would be required to use a brief submission form that describes some of the evidence that supports their measure and how the measure was used in their organization to improve care. Two non-mutually exclusive approaches are proposed. A conservative approach might allow “Certified Development Organizations,” to develop, release and report proprietary CQMs. An alternate approach might open the process to any EP or EH but constrain allowable e-CQMs via measure design software (e.g., Measure Authoring Tool). The RFC question is what constraints should be in place.

Discussion
Tang said that there is potential for better tools. The source of data can be reconsidered and the burden of data collection reduced. 

Harrell talked about making measures appropriate and meaningful to individual providers; the specialties have not been addressed. She wondered who would vet new measures, a process that would require the time and participation of many interest groups.
 
Jessie James, ONC, reported that ONC staff had located good measures used by DoD and VA that did not go through the NQF process. Vendors have commented on their interest in making measures relevant to specialties and subspecialties. A process for vetting has yet to be defined. He suggested soliciting comments on a vetting structure. Walker said that both testing and vetting must be done. 

Kevin Larsen, ONC, pointed out that the need for a question on certification: How do products enable development of new measures?

McGraw referred to a request by the Agency for Healthcare Research and Quality (AHRQ) for comments on quality measures. An ONC staff member said that ONC and AHRC staffs were working together. Comments are expected to be synthesized by January. A report will be made available to the HITPC. 

Harrell said that as the payment model changes, quality measures will become more important. They need to be specific to the individual provider. 

9. CMS Update 
Elizabeth Holland, CMS, presented the monthly update. September 2012 data are very preliminary. Registration is up, the largest number to date. Forty-nine states are launched for Medicaid and Puerto Rica recently launched. Hawaii is the 50th state. CMS staff is trying to educate providers on Stage 2 and conduct outreach for Stage 1. The latter has been much affected by a restricted travel budget. The goal is for everyone to be a meaningful user. Twelve hospitals came in October 1 for their second year. Regarding attestation, there was a slight increase overall from August. 94,782 EPs have attested, 94,538 successfully. 1,895 hospitals have successfully attested. Staff plans more webinars on Stage 2 and is working on FAQs and with ONC for technical specification sheets for vendors. A guidance on how to apply for payment adjustment hardship exceptions is forthcoming.

Regarding the objectives, on average all thresholds were greatly exceeded, but every threshold has some providers on the borderline. Drug formulary, immunization registries and patient list are the most frequently selected menu objectives for EPs. EHs most frequently select advance directives, drug formulary and clinical lab test results. Least frequently selected menu objectives for hospitals were transition of care and reportable lab results and for EPs transition of care summary and patient reminders were the least frequently selected. There was little difference among specialties in performance, but exclusions and deferrals varied.

Q&A
Harrell complained about the absence of percentages on penetration and participation in Holland’s report. She emphasized that she wanted percentages, not simply pie charts.

10. ONC Update 
Daniel informed the group that there is one vacancy on the HITPC and several on the HITSC. She repeated an earlier comment that a website will be used to solicit members for new workgroups on patient engagement. She hopes to get more diverse workgroup memberships. 

Staff is updating the consumer health strategy, security and safety sections of the ONC strategic plan. FCA, FCC and ONC staffs are preparing a congressionally mandated report on risk-based management. Public hearings will be held. Their announcements will be published in Federal Register. The Upcoming Health 2.0 conference will be another opportunity to obtain feedback on that topic. ONC awarded a contract to RAND to evaluate risk management of HIT errors. Another contract was awarded to design check lists. CQM specifications are in process. 

Daniel repeated comments that she made earlier in the meeting (agenda item #4). ONC is examining how HIT can contribute to the prevention of prescription drug abuse. PDMP are a great resource at the state level, but providers do not routinely use them. ONC awarded a contract to look at standards and policy to increase timely use by providers, emergency departments and pharmacies. The contractor convened a workgroup, which generated recommendations. The recommendations are being piloted in seven sites in Indiana, Michigan, Washington and another state. A tool kit on the use of PDMP is being designed. ONC is open to suggestions. She invited members to let her know on which projects they wish additional information.

Q&A
Harrell expressed her support for the use of PDMP.  She referred to a hearing on safety in 2011 and said that she wanted the hearing report. Daniels responded that ONC will publish its safety and strategic plans and invite comments. She offered to make a presentation to the committee or a workgroup upon request. She reminded Harrell that all hearings are open to the public. Tang said that he wanted a report made to the HITPC on safety and the update to strategic plan.

11. Public Comment
[bookmark: _GoBack]Robin Raiford, The Advisory Board Company, reported that the CIO of a hospital in Joplin, Missouri, told her that he qualified for meaningful use in spite of the tornado. 

 SUMMARY OF ACTION ITEMS:

Action item #1: The summary of the September 2012 HITPC meeting was approved as circulated.
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