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Operator
All lines are now live.

MacKenzie Robertson – Office of the National Coordinator 
Thank you, good morning everyone, this is MacKenzie Robertson in the Office of the National Coordinator.  This is the 42nd meeting of the HIT Policy Committee.  This is a public meeting and there are two times on the agenda for public comment and the meeting is also being transcribed so I’ll just remind everyone for the transcript to please identify yourself before speaking.  I’ll now take roll call.  Farzad Mostashari?  

Farzad Mostashari, MD, ScM – Health and Human Services – Office of the National Coordinator for Health Information Technology 
Here.


MacKenzie Robertson – Office of the National Coordinator 
Thanks, Farzad.  Paul Tang?  

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Here.

MacKenzie Robertson – Office of the National Coordinator
Thanks, Paul.  David Bates?  Christine Bechtel?

Christine Bechtel, MA – Vice President – National Partnership for Women & Families 
Here.

MacKenzie Robertson – Office of the National Coordinator 
Thanks, Christine.  Christopher Boone?

Christopher Boone, FACHE, CPHIMS, PMP – Director of Outpatient Quality and Health IT – American Heart Association
Here.

MacKenzie Robertson – Office of the National Coordinator
Thanks, Chris.  Neil Calman?  

Neil S. Calman, MD, ABFP, FAAFP – President & Cofounder –The Institute for Family Health
On the phone.

MacKenzie Robertson – Office of the National Coordinator
Thank you, Neil.  Richard Chapman?  Art Davidson?  

Arthur Davidson, MD, MSPH – Director - Denver Public Health Department 
On the phone.

MacKenzie Robertson – Office of the National Coordinator
Thanks, Art.  Connie Delaney?  Paul Egerman?  Judy Faulkner?

Judy Faulkner – Founder & Chief Executive Officer – EPIC Systems Corporation 
Here.

MacKenzie Robertson – Office of the National Coordinator
Thanks, Judy.  Gayle Harrell?

Gayle Harrell, MA – Florida State Representative – Florida State Legislator 
On the phone.

MacKenzie Robertson – Office of the National Coordinator
Thanks, Gayle.  Charles Kennedy?

Charles Kennedy, MD, MBA – Chief Executive Officer - Accountable Care Solutions – Aetna
Here.

MacKenzie Robertson – Office of the National Coordinator
Thanks, Charles.  David Lansky?

David Lansky, MD – President & Chief Executive Officer – Pacific Business Group on Health 
Here.

MacKenzie Robertson – Office of the National Coordinator
Thanks, David.  Deven McGraw?

Deven McGraw, JD, MPH – Director – Center for Democracy & Technology 
Here.

MacKenzie Robertson – Office of the National Coordinator 
Thanks, Deven.  Frank Nemec?  Marc Probst?  I know he is in attendance he is just out of the room.  Joshua Sharfstein?  Latanya Sweeney?  Scott White?  And Terry Cullen for Madhulika Agarwal?

Theresa Cullen – Director, Health Informatics – Veterans Health Administration
Here.

MacKenzie Robertson – Office of the National Coordinator
Thanks, Terry.  Patrick Conway?  Tom Greig?  And Robert Tagalicod?  Okay with that I’ll turn it over to for opening remarks to Dr. Mostashari.

Farzad Mostashari, MD, ScM – Health and Human Services – Office of the National Coordinator for Health Information Technology 
Thank you it’s been an eventful time since our last meeting together some of you are still struggling with the aftermath of hurricane Sandy.  I know at least one of the members who is still without power and anticipating the nor’easter bearing down on the east coast again and it demonstrated, I think, for all of us the need for us to come together and the impact that working together we can have private sector, philanthropies and government working together.  

Of course, on everyone's mind is also another event, the elections.  And I was struggling last night to capture all of the swirl of thoughts and emotions about last night.  And I summarized it in my own mind, and on Twitter, in one word, and that word was data.  It was admiration and appreciation for the role that the power of data had played in the campaign.  It was also the appreciation for how if that power of analysis and data has transformed marketing, campaigning, baseball, how is it possible for us to imagine a world where that power of data is not brought to bear on life and death, on clinical care, on population health and affirming the path that we’re on around Health IT and bringing data to life. 

The second was the appreciation for truth in data.  There was a lot of discussion that many of us followed, whatever our political persuasion around whether the analysis of surveys was going be found to be accurate or whether the journalistic…of uncertainty equals equality was going be shown.  And there was something of a, I guess relief that data matters, that science matters, that predictions can be based on evidence.  And for all of those who were following Nate Silver and 538 predictions it’s truly remarkable that we sometimes see this in our little corner of world where the preponderance of the evidence, 92% of studies, can be positive in showing the benefits. 

But, if there is uncertainty, if there are differences, the journalistic urge to create some sort of narrative of two equally opposing realities can become the narrative of the day.  So, there was relief in seeing the truth in data.  And finally, there was the relief when those probabilities converged to the binary, the 0-1, the data, the fact of the election that goes either one way or another and resolves itself. 

And now we are thinking what does this mean?  And I think everybody would agree that it gives us in the administration more time to finish the job.  We’ve made incredible progress in the past four years on Health IT and in my view; it gives us a chance to continue to make strides, to continue the essential thrust of the policies and the approaches.  But it also, as was pointed out, affirms our responsibility to do the people’s work, to come together, republicans and democrats to do the people's work.  And this committee appointed by republicans and democrats with stakeholders from patient advocates, doctors, hospitals, payers, researchers, vendors embodies that coming together for the common work, the focus on challenges that we can only solve together.  

And I think we can disagree sometimes about how to get there and progress has always been through fits and starts.  It’s not always been straight lined, not always smooth paths, but the painstaking work of building consensus there is no substitute for that in Health IT and standards or in the broader policies and that is what we are committed to, the painstaking work of building consensus. 

Now, as we look at the what the President said, the value of citizenship does not end with our vote.  And about what not just can be done for us but what about what can be done by us through the hard and frustrating, but necessary work of self government.  That’s what this Policy Committee to me embodies.  We need to keep reaching, keep working, keep fighting and take the time to look afresh at what we are doing. 

Today we'll go through the next stage Request for Comments that the Meaningful Use Workgroup, the Information Exchange Workgroup, Privacy and Security Workgroup and others have put together.  And one thing I’d like to challenge us is whether we’re pushing hard enough on interoperability.  Whether there’s more that we can do.  Whether it’s around query-based exchange and all the cluster of identity matching and patient consent, issues that come with that to ensure are we pushing hard enough, are we moving fast enough in terms of the privacy and security that must accompany the greater availability and greater flow of information.  Whether it’s around 2 Factor authentication or audits and consent management for sensitive information.

Whether we are doing enough to make sure that as we make progress that safety is addressed as much as it possibly can and that we’re setting the stage for innovation.  So, those are going to be, I think the opportunity for us, as we move forward, to step back also, and I’d like to ask the Policy Committee as we go through the Request for Comment to, at least let's ask, let's ask if there is more, if there is a slightly different take that we could pursue to make these come true, because although we have been given more time, a week, a month, a year, and before you know it, the opportunity for that urgency is lost.  Thank you.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Good, thanks, Farzad, and we’ll take that into account as we go through the RFC.  I’ll give some introductory remarks on what we’re trying to accomplish with that, but thank you for those words.  Let me just quickly go over the agenda.  We are going start off with an update from Rob Anthony on the continuing exciting news of how Meaningful Use is making a difference.  

We then, as Farzad mentioned, are going to do a final walk through before we publish the RFC, hopefully within the next week, to keep our timetable of getting the information, our final recommendations and the ONC/CMS NPRM and rulemaking out as quickly as possible and the goal was to give everyone, all the stakeholders enough notice to make the changes and develop the new functionality. 

We'll then conclude the morning with public comment as our new approach, have a lunch break then Healtheway is going to present an update on the eHealth Exchange, previously known as the NwHIN Exchange and then we’ll conclude with an ONC up date, some of the pilot work that’s going on by ONC, I think Gayle asked about that last time and Carol Bean is going to talk to us as well updating us on the certification, the testing waves and then we’ll conclude with a public comment period in the afternoon.  Any comments on the agenda?

Okay, I wonder if I could entertain a motion for approving the minutes from last meeting?  

W
So moved.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
And second?

W
Second.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Any further discussion?  All approved?  Okay, any opposed or abstained?  Okay, thank you.  Okay, let’s begin with Rob Anthony updating us on the EHR incentive program from CMS.

Robert Anthony – Health Insurance Specialist – Centers for Medicare & Medicaid 
Thank you, I also spent last night watching the live updates from the 538 blog so that’s what data geeks do on election night and this is also what we do with data.  So, I’m just going to run through, I know that you have a busy agenda so we’re just going to run through very quickly the latest numbers, what we see our projections for October and as some of you may know having reached the end of the federal fiscal year, September 30th, October we’re going to start seeing some of the hospitals coming in for both first and second year for 2012 and we expect that to continue into November as well.

There is our standard information on attestation at the end of this where we are with the averages for all of the Meaningful Use objectives and I’m not really going to go through that.  It is actually fairly unchanged; in fact there are only a couple of areas where we’ve changed a percentage point or two from when we presented the information last time.  So, you’ll see pretty much the same high scores across it.

But overall we had a very good September registration.  We had 20,000 registrations, obviously, most of them Medicare eligible professionals as you can see that brings us to over 300,000 active registrations through the end of September.  This was, as you can see, a little bit of an increase for September alone on the Medicare side.  I think that we had a number of people who came in judging by some of our call center traffic who were looking to complete their three months at the end of the year and we’re taking care of their registration early.

The breakdown now is almost $4 billion in Medicare incentive payments, that of course is to both EPs and hospitals; it’s a little over $2.5 billion to hospitals on the Medicare side and about 1.4 for eligible professionals.  This remains pretty much unchanged, in fact, we seem to have stabilized in even the particular order of these specialties, but this does represent the specialties that are paid under Medicare as we’ve discussed before.  

We don’t really have specialty data on the Medicaid side, but we do through our PECOS system which is our enrollment system for Medicare providers, have this type of specialty code and we’re able to see what type of specialties are actually receiving payments for the EHR incentive program and as we would expect the top two are really primary care under family practice and internal medicine, but we do have a wide range of specialties that are represented and at this point in time I think, as you’ll see later, we have 58% of the incentive payments are going to non-primary care folks and that percentage also seems to have stabilized across the board as well.

It was from September to August a fairly small rise, but I think, as you can see, counting up from May, June, July we’re getting a definite increase, this is pretty consistent with what we saw with the pattern in 2011 as far as incentive payments were concerned.  A number of people came in towards the end of the year so we do expect the end of the year and again in January and February to be particularly large on the Medicare side, especially since we’ll have a number of folks returning for year two who will have to attest in January and February, but we do anticipate, based on this, a good amount of new people coming in as well. 

The Medicaid side we are at a little over $3.5 billion.  Again, most of that on the hospital side as we would expect with the larger payments but a significant number I think that’s a little over 1.2 on the Medicaid eligible professionals.  I don't have a particular breakdown, as I said, for Medicaid specialty but somebody did ask last time I was here about how many of the Medicaid eligible professionals were pediatricians and I can say that looking at what was registered as pediatric medicine, which is about as far down as we can dig on the Medicaid side, it looks like about 7,005 of the Medicaid EPs have a specialty of pediatric medicine under those that were paid.

September was a pretty consist month and actually there’s been a lot of consistency month to month with all of the Medicaid payments as well.  So, overall we have 158,000 eligible professionals, hospitals and Medicare Advantage eligible professionals paid for almost $8 billion for the program through the end of September, as you can see there we’ve got about 60,000 Medicaid eligible professionals and as I said about 7,000 of those are under the pediatric specialty.  

So, and I have continual problems for some reason with this one percentage on this graph, but we do have at this point in time, out of the 5,011, the left side of this indicates those that are registered, the right side indicates those that are paid.  So we have a total of about 80% of hospitals registered at this point and out of those registered overall, out of the 5,011, I’m sorry, we have 3,044 paid which is a little over 60% of all eligible hospitals that have received a payment.

I break EPs down a little bit into registered and paid, we do have a significant number registered at this time, almost 60% out of the total number of EPs have actually registered for the program, obviously the largest number on the Medicare side, but a significant number, 20% of Medicaid EPs registered, that is out of the total by the way, it’s not 20% of total Medicaid it’s 20% out of the total EPs.

This does indicate paid and even though we do have a large number of EPs we still are hoping to get on board and we have every indication that the program is growing and we are going to get a larger number here in 2012.  We do have a growing number of eligible professionals paid and this does represent 15 or almost 16% of total EPs have been paid under Medicare and almost 12% of the total EPs have been paid under Medicaid, so a little over 1/4 of all eligible professionals have received either a Medicare or Medicaid payment and this is really just a recap of where we are.  We tried to summarize this.  We are, at this point, 60% of all eligible hospitals having received a payment, whether they have done Meaningful Use or adopt, implement, upgrade, which means they have made, at the very least, that financial commitment to put an EHR into place.

We do have one out of every five Medicare EPs at this point are Meaningful Users.  And one out of every four EPs total have made a financial commitment to an EHR and as I said, about 58% of at least the Medicare EPs that are receiving incentives are non-primary care folks.  These are just draft estimates for October.  We just ran these numbers yesterday and we may still have some refinements to them.  So, they are still rough, but we are on part due a pretty large number of payments in October, it will…like the date figure is a little bit misleading because it took an average of last time but it will put us about 168,000 eligible professionals paid. 

We are looking to pay, as you can see there, 400 hospitals in October that number, as I said, may go up.  We have every indication that we’re going up for November because, again that October/November period is when most hospitals are coming in and attesting.  So, it will be a significant month in October for payments for hospitals both Medicare and Medicaid payments looking at close to $500 million in hospital payments alone in October bringing us to a little over $645 million, which will definitely take us over the $8 billion mark for October.

And as I said, I won’t go through the attestation data, you’re going to see that most of this is very much unchanged, it’s the same popular menu objectives for EPs and hospitals, the same least popular menu objectives for all of the reasons that we’ve talked about before.  This does represent about 105,000 EPs that have attested, very few of which have been unsuccessful and over 2200 hospitals that have attested.  

So, we have a pretty significant sample here and we’re going to, as we move into January and February, start taking a look at this data, none of which, as I said has really changed significantly from last month, but we’ll be comparing that 2011 to 2012 data as we get more of that in and hopefully we’ll be able to talk about first year of Meaningful Use or first year of the EHR incentive program versus 2012. 

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Very good, thanks a lot, Rob.  Do you want to offer any comments on what you might be hearing feedback for Stage 2?

Robert Anthony – Health Insurance Specialist – Centers for Medicare & Medicaid 
You know, overall, I think that the comments that we received during the public comment period were no real surprise to us because we had been in touch with a lot of provider groups, a lot of consumer groups, we had heard a lot of this just in talking in the field.  We did try and weigh a lot of that heavily, obviously when we put Stage 2 together, so in fact when we’ve gone out and now with a final and we’ve been talking to people a lot of what we’re hearing comment-wise hasn’t surprised us there either.  

Overall, we do feel that people are being very supportive of the ability to be able to meet those Stage 2 measures.  There are the obvious concerns in areas that we would’ve expected there to be when we look at objectives in Stage 1 such as the summary of care transitions where people are doing a very high deferral rate at this point for that as a menu item, obviously that’s going to generate a fair amount of angst, if you will, about how to tackle that once it becomes a core.  

So, we’re certainly with ONC thinking about how we can ease that transition for providers and make some educational resources available so that we can make those easier to achieve for folks, but that’s primarily what we’ve been hearing in relation to Stage 2 at this point.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Thanks.  Any comments or questions for Rob?  Charles?

Charles Kennedy, MD, MBA – Chief Executive Officer - Accountable Care Solutions – Aetna
Is there any update on the senators who sent that letter to Kathleen Sebelius about Meaningful Use 2, where is that going?  

Farzad Mostashari, MD, ScM – Health and Human Services – Office of the National Coordinator for Health Information Technology 
The senators have requested a briefing and we’re working to schedule that briefing.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Other questions/comments?  Okay, thank you very much, Rob.

Robert Anthony – Health Insurance Specialist – Centers for Medicare & Medicaid 
Thank you.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Good to hear the good news.  Okay so the next topic is to walk through the RFC and let's see, I think, do we want to do…I guess I can do it from here.  Okay, let me mention, put in the context of our timeframe and the whole RFC process, as you know we’ve been working toward this essentially a preliminary recommendation that’s not even the draft final, it’s the preliminary recommendations and we’ve been getting public…all of our meetings are open of course, and we’ve been getting public comment all along, but we wanted to do a formal public comment period so that we get written comments and really have the rational spelled out and we will be issuing that within the next week or so, it’s a 45 day comment period, that brings it toward the end of December or early January.

And ONC will summarize all the comments from the RFC we’ll then, work in the various Workgroups to update and revise the recommendations taking into account those comments and then present it back to this group in March.  Then we’ll take the feedback from the whole Policy Committee work that through and then come back with draft final recommendations in April so we can submit our final recommendations to ONC and CMS in May as promised. 

So, as you can see, there’s plenty, first of all, this is just a Request for Comment to the public, so, it’s nothing close to final and second this committee will even have more opportunities besides today to provide additional feedback.  So, we’re going to walk through the RFC as change from the last time we presented it to you, that’s indicated sort of in a light…on the screen if you are looking at it’s in the green, on your print out it’s in sort of a light font, a light green font.

So, we’ll walk through that and discuss the changes only.  I’ll go through it for the Meaningful Use Workgroup.  David Lansky will cover for the Quality Workgroup.  Deven I think is on standby, but there are no changes really to her work from Privacy and Security.  And then Farzad is going to speak to us about some of the priorities in ONC and CMS for discussion here as well and we can choose to incorporate that in the RFC as well.  Okay?

So, let’s go and unfortunately there is no page numbers so I will talk about the ID number and I think Altarum is controlling the screen.  So, we’re going to advance to the first change, which is 101 and that’s really sort of a minor change to incorporate some of the comments that we have from this group.  This has to do with where moving CPOE from medication only to lab and radiology and as part of that we wanted to make sure that EHRs have the capability to track results from lab tests and the reason is to try to avoid if from falling through the cracks. 

So when lab tests come back and they’re abnormal we want to know there should be a notification, there should be the function to notify the ordering provider and when they’re not completed as you ordered, so, that might mean you might be missing an important test either because the patient didn't get the order or didn’t act on it yet, but you may want to make sure that gets done.  So that capability, although it’s in some EHRs today want to make sure it’s all EHRs so we’ll have the future capability of being able to remind people when things are not happening and also to audit when people have looked at it, because we want to make sure things don’t fall through the cracks, make sure that providers do see the results in a timely way.  So, that’s what you see under the certification only in section 101.  Any comments about that?  As, I say, this is sort of further clarification of what we meant from last time. 

Okay, so we’ll progress onto the next change which is under item 105.  So it’s 105, 106 and 107, and here what we’re doing again is to try to clarify the language, there were some questions that arose when we spoke of it last time.  Just to remind you of the topic it’s under problems, medications and medication allergy.  And we all realize how important that information is and we want to make sure that it is not only accurate but complete and I think we recognized that in today’s EHR, today’s paper record, in today’s EHR they’re not necessarily complete or up-to-date.  So, we want to take advantage of the data in the EHR, speaking of data, as Farzad mentioned, to help us keep those lists up-to-date.  

There can be things that are not on the problem list that should be.  There can be medications that are on the list but they’ve long since been discontinued.  We’d like to have people rely on this list in particular.  So, we’ve elevated it back to a formal objective with the purpose of using the systems tools to help the providers maintain those lists in an accurate way.  

Farzad Mostashari, MD, ScM – Health and Human Services – Office of the National Coordinator for Health Information Technology 
If I may, Paul?

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Yes?

Farzad Mostashari, MD, ScM – Health and Human Services – Office of the National Coordinator for Health Information Technology 
The Million Hearts Initiative, and we’ve talked a lot about aligning Meaningful Use with health goals and outcomes that we seek, there is some analysis that the Centers for Disease Control and others have done that have found that up to 1/3 of people whose blood pressure is poorly controlled, and there is some great research out of Northwestern and Geisinger and others to demonstrate this, have repeated high blood pressure measurements but no diagnosis of hypertension and no treatment, and having a complete diagnosis is not just good data it’s actually a critical element to ensuring the right care occurs.  So, I’m glad that this has been highlighted up again.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Exactly right and in addition, our reports about how well we’re doing depends on having this information coded.  

Farzad Mostashari, MD, ScM – Health and Human Services – Office of the National Coordinator for Health Information Technology 
Right.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
So, there is just enumerable benefits to making sure this happens.  So, we want the EHRs to assist us.  At the same time we’re learning as we go, this is Stage 3.  We did not want to prescribe how it’s done.  One example has already been reported where you can have like decision support remind somebody.  We give an example here, if someone is on insulin or other hypoglycemic medications and their A1c is up chances are they have diabetes and if it’s not on the problem list why don’t we add it.  

The example that Farzad and Tom Frieden mentioned of hypertension where blood pressures are consistently elevated and it’s not on the problem list, you know, we should at least remind the clinician.  Now, we also said we’re not going to have the machine add those items automatically; they need to be passed through a licensed professional.  So, those are the ways we’ve tried to lay this out in our revised text and we’re open to comments to see if we get a good enough job.  And Judy, you’re the one that brought this up so we’ve been working to help clarify it.

Judy Faulkner – Founder & Chief Executive Officer – EPIC Systems Corporation 
Right now when we, with the EHRs do drug-drug interactions, we the EHR vendors don’t create the drug-drug interaction detail and our customers don't, it’s something that is purchased because there is third-party who does that.  I don't know if there is a third-party who figures out all the different things that can trigger or should be alerted to the physician to trigger the diagnosis of diabetes and in fact, I know that different vendors are working on data marts and universes and they take a long time and they’re a lot of work to try to figure out what is it and it is a cross between the physicians and the computer scientists to get that and I don't know how the EHR vendors can do that on their own without something to purchase that already does that.

So, I have that both for the data marts and the universes, I have that on prompting the provider that the medication needs to be removed.  I don't know if the drug files say this medication should not be used longer than this period of time prompt the user, if so, then the vendor can do it.  If not I don’t know who is going to make it up.  And the last one, the reactions and, well for all three of them have to do with where is the data for that?  And do you know where that is Paul?

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Okay, so looks like we could clarify it even more, thank you for bringing that up.  It was not our intent that the EHR vendors would supply that information.  The EHR vendors would supply the ability to write rules to be able to prompt the clinician.

Judy Faulkner – Founder & Chief Executive Officer – EPIC Systems Corporation
But then if you do, there is a whole ton of things that would need those rules.  Does every one of those customers need to spend a huge amount of time writing the rules over and over, and over?  And, maybe if you could just get it down to a few diagnoses that you think are the most critical, maybe 3 or 4 then they can do it and work with the vendors to do it.  If it becomes broad spectrum and it’s just anything needs to be, hey this should have triggered that, I think that’s going to be too much.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
So the way we envisioned it.

Judy Faulkner – Founder & Chief Executive Officer – EPIC Systems Corporation 
Yeah?

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Was that if we had this capability to write these rules, to use lab data, to use vital signs, to use medications, to write a rule that would prompt the clinician to re-examine the problem list or the medication list then chances are what happens is the provider would pick the high priority conditions hypertension, diabetes, some of the common ones and you’d probably guess that they’d pick things that are being measured in CQMs.

Judy Faulkner – Founder & Chief Executive Officer – EPIC Systems Corporation 
Sure.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
So that’s probably the way providers would deal with this.  We’re going to talk in CDS section about repositories that are maintaining rules so I'll get to that in a little bit, but really this one is not to have vendors supply those rules just the capability in all these cases.

Judy Faulkner – Founder & Chief Executive Officer – EPIC Systems Corporation 
Well, I am worried because I do know that data marts and universes take a lot of work and a long time to do and they can involve hundreds of different interactions of the data elements to figure out, that’s what I’ve been told at least, it can involve a whole lot of them, that it is…unless we really limit it, it might be an awful lot of work for every health care organization to do separately and that would worry me.  Do you think we should put down, at least in this stage, do it for…the ability to do it should be there and it should be done for the following three or something like that so that it’s clear that it’s not everything.  It’s clear that the ability should be there and it’s clear that it’s not everything.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Right.

Judy Faulkner – Founder & Chief Executive Officer – EPIC Systems Corporation 
And then each organization beyond the three can decide to go further.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Let me entertain the notion from others, now we are going to discuss this again in the context of CDS and in the context of Tom Frieden’s recommendations.  So, maybe we can cover it then.

Judy Faulkner – Founder & Chief Executive Officer – EPIC Systems Corporation
Okay.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Because, I think that’s a good point.  So, we’ll clarify it that it’s not the EHR vendor’s responsibility to provide the rules just the capabilities.

Judy Faulkner – Founder & Chief Executive Officer – EPIC Systems Corporation 
Okay.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Other comments on this?  Yeah, Terry?

Theresa Cullen – Director, Health Informatics – Veterans Health Administration
I want to agree with Judy.  Having done this it’s really difficult to do and so…and Paul, I think you’re right we’re talking about capability of the system to do the equivalent of Boolean logic or whatever for 5 different domains vitals, labs, medications, frequency of visits, whatever if it’s a primary care patient or something like that, and perhaps you spell that out in the CDS.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Yes.

Theresa Cullen – Director, Health Informatics – Veterans Health Administration
But, I think if we don’t spell it out it’s the wild west out there and we may make it really difficult to do.  So, I think you can do it two ways.  You can either do it by picking off diagnoses that are used for the CQM or you can do it by being really explicit about the functionality.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
I wonder if we can pose that as a question since again this is an RFC.  The reasons we want to…there is always a tension of allowing innovation as one of our goals and yet I understand the comments you’re making, both of you are making in the sense of, wow if you leave it too open then people end up thinking they have to everything and then so that’s always a tension.  So, if we can explain that in the RFC and get people’s feedback maybe that will help.  Farzad?

Farzad Mostashari, MD, ScM – Health and Human Services – Office of the National Coordinator for Health Information Technology 
Is partly the suggest that this could also be in the decision support section in terms of being able to do diagnostic decision support based on importing certain rules?

Judy Faulkner – Founder & Chief Executive Officer – EPIC Systems Corporation 
What do you mean decision support section?  Of the software or of this?

Farzad Mostashari, MD, ScM – Health and Human Services – Office of the National Coordinator for Health Information Technology 
Of the RFC.

Judy Faulkner – Founder & Chief Executive Officer – EPIC Systems Corporation 
Oh, okay.  

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
How about if I readdress this under decision support and so we can discuss it, because that is an extremely important section.

Judy Faulkner – Founder & Chief Executive Officer – EPIC Systems Corporation 
Okay.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
It’s always been an extraordinarily important topic in this whole EHR incentive, but let’s…we’ll show you what we did with that and maybe we can work some of these ideas in there.  Okay, the other thing that was mentioned and you’ll find it on the following page, it’s under IDM 107, under proposed future stage and that’s explore the food drug interactions.  Currently, the feeling is that the food drug interactions are popping up with too high of a false positive rate and so that’s why it’s deferred for future stage yet it’s important.  And so we are trying to put a signal out there and get feedback from the public and the vendors on how can we do a better job on that so we can make it part of Meaningful Use.

Judy Faulkner – Founder & Chief Executive Officer – EPIC Systems Corporation 
Who knows that?  Who knows the food drug interactions?

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Presumably the same…actually in most of the drug-drug interaction databases they have drug-food.

Judy Faulkner – Founder & Chief Executive Officer – EPIC Systems Corporation
They have the food-drug?  Okay.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
It’s just that it’s too high a false positive rate right now not that drug-drug isn’t not a false positive.

Judy Faulkner – Founder & Chief Executive Officer – EPIC Systems Corporation 
So, okay, Paul if it’s too high a false positive rate then what’s the next step in how you deal with it?

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
That’s what we are asking comments for I think.  It’s really one standard, because we don’t have standards for various food ingredients and the other is getting to some way of triaging, you know, drug-drug interactions have levels.

Judy Faulkner – Founder & Chief Executive Officer – EPIC Systems Corporation 
Oh, okay, what I meant by that is, is it that the drug-drug interaction, food-drug interaction people are told don’t make is so false positive?  Is it that the users are told you change the drug-drug interaction?  I mean, I’m down at the practical level of how do we program it, because you can’t think that through.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Yeah, I think our request here, Meaningful Use Workgroup, is to think through…so one standardize the food ingredients how can we do that?  And then two, is there a better way to triage the kinds of interactions, you know, in drug-drug interactions there is severity and there’s acuteness etcetera, are there similar ways to characterize food drug interactions?  As far as drug-drug interactions the way we had…we’re temporizing is to have EHR vendors provide us the capability, us the providers, the capability to tweak something.

Judy Faulkner – Founder & Chief Executive Officer – EPIC Systems Corporation 
Sure, we have the sensitivity ranges that we can do this.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
At the same time…

Judy Faulkner – Founder & Chief Executive Officer – EPIC Systems Corporation 
But, if they don’t give us that I don’t know how you do it.  

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Right, so this is almost an ask of the industry.

Judy Faulkner – Founder & Chief Executive Officer – EPIC Systems Corporation 
Yeah, but we’re not…it’s sort of like…

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Not of the EHR industry, sorry, I guess we have to be specific.

Judy Faulkner – Founder & Chief Executive Officer – EPIC Systems Corporation 
Yeah.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
So, it’s just the capability that we’re looking for.  So, the capability is pretty much built into EHRs if you use the drug-drug interaction.

Judy Faulkner – Founder & Chief Executive Officer – EPIC Systems Corporation 
So maybe then, as I’m thinking of how you program it, there would be a capability for the healthcare organization to say okay, muscles and penicillin react together, and each healthcare organization can decide on its own and put it in.  Is that what you’re saying?

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
That’s a way but I think we’re asking for help on this one.  

Neil S. Calman, MD, ABFP, FAAFP – President & Cofounder –The Institute for Family Health 
Paul, this is Neil.  

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Hey, Neil.

Neil S. Calman, MD, ABFP, FAAFP – President & Cofounder –The Institute for Family Health 
Doesn't this belong in the medication interaction section and not in the allergy?  Isn’t this listed under allergies here?

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
It could…are you thinking the same…so drug-drug interaction got moved to CDS are you suggesting we move this as well?

Neil S. Calman, MD, ABFP, FAAFP – President & Cofounder –The Institute for Family Health 
Yeah, because I don't think it really belongs in the allergy section, we’re not really talking about allergies here we’re talking about something that’s more…drug-drug interaction.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Okay, so move it to CDS?

Neil S. Calman, MD, ABFP, FAAFP – President & Cofounder –The Institute for Family Health 
Yeah, that’s what I would do.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Okay.  Other comments?  Okay, lower down on that page, item 109, we are just adding the notion…so remember the principle we had is we start with 10%, we go to 30 or 50 and we go as high as 80% because you can never have 100% and so once we’re at 80% we consider that measure topped out and we retire it not meaning take it out of EHRs but really retire its spot in the objective list for Meaningful Use and in the sense that gives us an opening to put something new in there.  

So, while we’re retiring that as a required objective for Stage 3, it’s still in Stage 1 and Stage 2, then the way we would track the progress is, as we always intended to track the outcomes, through the CQMs.  In this case for vital signs there’s NQF 0018.

Farzad Mostashari, MD, ScM – Health and Human Services – Office of the National Coordinator for Health Information Technology 
That’s blood pressure.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
For blood pressure, yes, and for smoking it’s NQF 0020 and I think there’s a typo there.  So, we were moving from the capabilities to support clinicians keeping track of blood pressure or keeping track of smoking status to how many of your patients have hypertension and have how many of your patients are smoking, which is the CQM end of the spectrum, sort of like done our good and now we’re moving onto other things that need to be put into EHRs.  Any comments about that?

Neil S. Calman, MD, ABFP, FAAFP – President & Cofounder –The Institute for Family Health 
Yeah, this is Neil again.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Yes?

Neil S. Calman, MD, ABFP, FAAFP – President & Cofounder –The Institute for Family Health 
It occurs to me, you know, we’ve had this discussion many times about sort of the retiring of things that are done.  It occurs to me that there are two different kinds of retirement here.  One is, you know, things that become practice through the EHR.  So, for example, ePrescribing and things like that.  You reach an 80% level, you know, it’s hard to imagine that once these systems are in place people are going to go back and just not ePrescribe or not use, you know, order entry computerized order entry.  But, it’s very easy to think about the fact that if you stop looking at something like asking about smoking that people will stop doing it.

And I appreciate the fact that we’re looking at outcomes, but until that’s tied to something, you know, I don't think that’s going to drive the same behavior.  I mean, I can just tell you from our own practice, the fact that people are looking at, you know, recording smoking status just store that measure from probably, I think it was sort of in the mid 30s to over 90%.  But if we don't do anything with our outcome data like if we’re not creating an reward system around it or anything else like that specifically for things like smoking status, and there’s really no way to gauge what the right number is, like you know if 12% of your patients smoke is that good is it bad.

You know, well if you’re taking care of people who have a lot of mental illness it’s probably great where, you know, more than half the people smoke, but if you’re taking care of a healthy middle-class population it’s probably terrible.  So, I wouldn’t even know how to do a measure around that, but I just worry about retiring things like this where we know that the process stuff is still important and we don’t really have the way to sort of continue to promote or we don’t really have the incentives yet built around the outcomes.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
So, I can just point out that one of the ways we’ve been thinking about it is, one we’re creating this…this is not the end, we’re creating a tool.  But really the pull and the reward or penalty comes in really the value-based purchasing side.  So, really in support of whether it’s the ACO model or “ACO” where you’re accountable for the health status and then that would include smoking status for your population that’s where you’re going to see the pull.  And you’re going to be needing to measure this so that you can act on that.  So that’s sort of the thought it’s a tag team.

Neil S. Calman, MD, ABFP, FAAFP – President & Cofounder –The Institute for Family Health 
I get that.  I just think we’re in a gap between where that exists and where we would retire certain process things that are not self-sustaining.  I guess, all I’m saying is when we think about retirement there are certain things that are going to be self-sustaining because they’re behaviors that people are going to learn and do, and there are other things that may need continued emphasis in this period between where we’ve been incentivizing behaviors and where there are outcome measures.  

And I think people are going to develop outcome related stuff much more quickly around hypertension control and diabetes than they are around trying to figure…I mean, we know what the goal is for hypertension control, we want 100% of our people to be controlled.  And I just don't know if these things are going to come into play for some of these other process measures that’s all.  So, I don't feel the need to push it.  I just think that we need to think about the difference types of reasons to retire measures or to retire incentives.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
That’s fair.  Other comments?  Yes, David?

David Lansky, MD – President & Chief Executive Officer – Pacific Business Group on Health 
I’m going to pick up on Neil's comment and your response because I’m also wrestling with the same thing in the quality measures arena generally, which is the sense that we are not ourselves offering a rewards program we’re driving capability through the technology platform and our job is to think forward to Farzad’s opening comments about what the needs will be 3, 4, 5 years from now and ensure there is a platform that supports those needs.  

But, then there is a responsibility on the others who are purchasing or paying for care to adopt those capabilities and implement them to drive actual value in the performance of healthcare in the ways that Neil is describing.  And I guess what I’m wondering is whether in this comment process there is any place for us to explicitly address that and I don't know where.  I think it may come up some in the quality measurement section, but getting the public to engage some with us about this tension that Neil opened up would be interesting.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
That’s very fair, why don’t we include that as an explicit question.  So, we’re saying here’s an intent and here’s why, do you think this should be “retired” from Stage 3 or in some cases continued.  Let me give one more consideration which is the use of the objective slot.  So, if we’ve already gotten the system in, we’ve gotten people paid on Meaningful Use of that function, you know, in this case capturing smoking status, then do we want to leave room for other things like patient generated data and other things that are not in today's system, we do want it to go for the future.  So, you know, these are all the trade off things, but let’s add that question to the RFC so we can get other people's reaction to it.  Fair?  Other comments?

Arthur Davidson, MD, MSPH – Director – Denver Public Health Department 
Yeah, Paul, this is Art.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Hi, Art, go ahead.

Arthur Davidson, MD, MSPH – Director – Denver Public Health Department 
Yes, as we retire some of these vital signs I just wondered have we ever had a discussion around whether pregnancy should be considered a vital sign?  And how it affects advanced medication management and clinical decision support?

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
I don't know the answer.  So, we haven’t had that discussion.  My guess is that all EHRs have a way, it’s usually done through EDC, of capturing that because it drives so many things, but I don't know whether there’s a feeling that we need to push that as a separate objective.  Comments?

Deven McGraw, JD, MPH – Director – Center for Democracy & Technology 
Paul, it’s Deven, I’m sort of…the capability to record it should be there but having people attest to whether that question has been asked seems somehow inappropriate to me.  

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
It seems appropriate?

Deven McGraw, JD, MPH – Director – Center for Democracy & Technology 
No, not sort of, I mean, for at least half the population it’s not even relevant, right? 

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Other comments?  Okay, let's go onto the next one which is on the following page and we have several there.  So, let me explain this.  This is on item 113 under Stage 3 recommendations the green there numbers 4 and 5, so 4 use of structured SIG standards in prescribing was previously postponed to a later stage and the reason was because the Standards Committee told us that those were not standardized right now.  

There was a lot of discussion of this item and the concern, you know, so we are weighing this and is this one of the areas where you want to push even though the standards aren’t mature yet, so that they could be on a fast track?  We felt yes because the ability to know the actual milligram, the actual amount of a chemical that’s inserted into the body has so many implications, it could be total cumulative dose for chemotherapy, it impacts renal dosing.  There are so many ways that we could prevent medication errors or harm from medication that we chose to try to push this into Stage 3 and ask for public comment and try to push the development of standards.  So, that’s the rationale behind that one.

Number five, comes to…so this is under the CDS and this addresses both Judy and Farzad’s question, so one of the thoughts, as Judy mentioned, right now there is capability in most EHRs to produce some kind of CDS intervention and the reason we called it intervention rather calling it a rule or reminder is to leave open the opportunity for innovating and the different kinds of decision support, but as Judy pointed out every provider is reinventing the wheel and spending the time or not spending the time to write good rules, it’s very, very important to write interventions that have a high positive predictive value because otherwise you get alert fatigue and you basically undermine your own efforts to provide clinical decision support.

So, there has been, over a long period of time, an effort to write interventions such that it can be used by multiple EHR systems.  It’s hard work because you need standards; you need to be very precise in the way you write them so that each EHR can understand them.  Our understanding is that the work that’s going on in ONC, on CDS and I forget it’s been renamed, but, Health e-Decision, okay, is that they will be ready both with standards and the notion of having central repositories that have these interventions preprogrammed in time for Stage 3, which is 2016.  And there is other government funded work going on like CDS Consortium to try to move in that direction.

So, that’s why we chose to try to put it into Stage 3 recommendations both to acknowledge that work and, again, to push that so it comes to fruition by 2016.  This would help small practices, small hospitals be able to take advantage of some of the work that is done as the systems that have larger resources and spend time on this.  So, that’s the purpose.  Comments on either of these and in relation to some of the previous comments about reusing work?  David?

David Lansky, MD – President & Chief Executive Officer – Pacific Business Group on Health 
Actually, I have a couple of questions about where this is headed and so one of them is, you’ll see in the questions we have for the quality measurement RFC section a proposal to have process outcomes suites where clinical measures around processes may be linked to clinical measures around outcomes and the natural bridge there would be a tide of this objective.  And I’m wondering if there is anything we should do more to prompt public input and discussion about examples of a triple play where someone could suggest to us how these standards and certification proposals would dovetail with a quality measurement strategy.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
It’s a good point.  It is implicitly in here or even explicitly because there are 15 clinical decision support interventions that are tied to four or more CQMs.  So, the words are there, maybe an example of how you go through the entire suite could be helpful for people to interpret.

Farzad Mostashari, MD, ScM – Health and Human Services – Office of the National Coordinator for Health Information Technology 
The other, sorry the other area that would be helpful is not so much on the policy side as on the standards side as to whether some of the standards for representing a qualify measure in a computeful format across systems could also be reused for both conveying that decision support as well as actually the third leg of this stool which is making a list of patients of all the patients who meet certain criteria.  So, that, you know, decision support at the point of care is making a list of patients for recall and then it’s quality measurement for tracking.

David Lansky, MD – President & Chief Executive Officer – Pacific Business Group on Health 
Second question, in the purchaser world and payer world we’re plagued at the moment by not having the ability to track appropriateness to measure conformity to appropriateness criteria and I’m choosing wisely, campaign is a good example of that where the efforts that have been tried to develop measurement strategies around choosing wisely have so far come up short largely because of the number of clinical exceptions associated with every proposed strategy.  

So, I’m wondering also here, again, I think it’s implicit, the opportunities here, but I’m down in the standards and certification section, I’m wondering is there anything we could do to strengthen the question or the opportunity for input around specific standard sets or methodologies that would solve that problem as this clinical decision support capability gets built out my concern is that it be built out too pluralistically and not able to address national priorities in a consistent and well-defined way.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
I wonder if one way is to literally draw out a sample scenario as you described.  So you take choosing wisely and walk it all the way through, just so people understand what we are talking about in the way that this would all come together, which is our original vision, you know, back when we were thinking about this, but we’re now able to do that, it still relies on standards.  And so we can point that…so we can describe this nirvana state and then look at some of the impediments and challenge the public on what kinds of activities are going on and where can we push harder to make this come true.  So, that’s a good point.

Farzad Mostashari, MD, ScM – Health and Human Services – Office of the National Coordinator for Health Information Technology 
In terms of seeking public comment, I would love to hear…to follow-up, David, on your point about whether experiences like Minnesota, where they substituted decision support at the point of care for prior notification, prior authorizations for high cost diagnostic imaging, whether that experience is something that we can see being generalized and I know that there were at least two vendors who were involved in that pilot, there are good results in terms of the outcomes of reducing the burden on providers from 10 minutes to 10 seconds for getting that approval and cutting in half the number of inappropriate scans . So, there actually be more experience then we realize and this may be a win, win, win in terms of purchaser, payer, and providers, and vendors.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Absolutely, it’s almost the electronic counter part to getting delegated authority for your prior approvals.  So, if we could get specifically solicited comments from payers on…and one is about to talk, on the ability to essentially deem some of this stuff approved if you do such and such, that would be great.  Do you want to defer to the payer or just anxious to respond to that?

Charles Kennedy, MD, MBA – Chief Executive Officer - Accountable Care Solutions – Aetna
No, I mean, well, I know that this is something the payer community has wanted for quite a period of time and going back to as far as I think 2006, I think NCPDP had developed some draft SIG standards so on the one hand I’m not sure how much of a…how much of a push are we really making, right?  Because, I know there has at least been some draft standards floating around.  And then, so, it seems to me that the push we’re making on the standard’s community is not that great because there are some draft standards. 

And, then on the payer side I think the value from an administrative cost reduction, physician, for lack of a better word, abrasion perspective is high and payers have looked at this and we know that there is broad interest from the physician community.  So, I would, as a representative of a payer community support it very much.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
So, Michelle, if we can include this whole scenario all the way out through the automated prior auth in a sense, this would be wonderful a win, win, win, for everybody. That would be great.  Marc?

Marc Probst – Vice President & Chief Information Officer – Intermountain Healthcare 
Yeah and there’s a holy grail in here somewhere.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Yeah.  I think we’ve…

Marc Probst – Vice President & Chief Information Officer – Intermountain Healthcare 
I guess it’s just the overall scope, Paul, are we going to…are we defining a scope for this or a specific priority of CDS interventions that we think would be helpful much like the example Farzad gave in Minnesota, you know, it’s such a broad statement and the benefit is so huge, but if it’s so broad, I mean, systems can’t consume everything.  And don't have all the data standards built throughout them that would allow it to be so ubiquitous that, you know, we could solve any problem, but if we focused it on some specific problems boy this could have tremendous benefit.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
So, I think one of ways to do this to propose in the RFC, basically crowd source this.  And where can we pick on…an obvious choice would be to pick on our high priority health focus areas, whether it’s Million Hearts or HIV, or whatever, or inappropriate testing.  Pick some exemplar scenarios and try to go after it, but right now this is going to be open to crowd sourcing.  Any other comments?

And this is one of our richest areas, the CDS and we’ve been evolving over time, we started out with baby steps of one rule in Stage 1, we’re now at 5 interventions tied to 5 CDS and in Stage 3 we’re going to 15 tied to 4 with 4 mandatory as you see above and when we get to Tom Frieden’s recommendations I’m going to ask about what we think about adding a 5th to that.  But this is at the same time saying how important CDS is and leaving room for innovation, yet, trying to tie it to both quality and health status and efficiency.  So, we’re trying, but that’s what this is all about, that’s what this whole issue is about.  So, let's see if we can get this right.  

On the right side under proposed future stage, really I think this is green because we moved it up, it was in the IE Workgroup recommendations from before and this also goes towards efficiency, it’s a little bit like the prior auth discussion we just said and it’s not as slick as what we just described where you’re essentially deemed because you use this decision support.  But in this case if you do require prior auth in their version A and everything is structured, well then the EHR can populate the request, the ask.  And in B, I think if it’s not structured you have at least a form that you can fill out right on the spot.  So, this is to try to not only get this prior auth processed to get automated it’s to have the system help out the doctor in terms of, and the hospital in terms of time spent on administrative duties.  Okay, now we have, let's see, the next one, sorry?

Judy Faulkner – Founder & Chief Executive Officer – EPIC Systems Corporation 
Were there earlier ones to hear?

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Yes, did you have any other comments?

Judy Faulkner – Founder & Chief Executive Officer – EPIC Systems Corporation 
Well, I don't know where we ended up on those.  As you can see my worry is that whole, everybody redoing the wheel.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Correct.

Judy Faulkner – Founder & Chief Executive Officer – EPIC Systems Corporation 
It’s very complicated.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
So, that’s number five, which is if we have ways that, not everybody, so some groups that spend a lot of time on CDS interventions, which could include drug-drug interactions or any kind, and place this in some “center repository” I don’t know that’s not saying one, but some place where people can access and the EHRs could uniformly consume this stuff I think that would answer some of your questions you posed.  So, the EHR vendors would have the capability to consume it but they don't write the rules somebody else who is an expert at this writes the rules and the community then decides which ones to take in.

Gayle B. Harrell, MA – Florida State Representative – Florida State Legislator 
This is Gayle; I have a question on potential repository?

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Sure, Gayle, go ahead and I think we need to note that Gayle and Neil are on line.

Gayle B. Harrell, MA – Florida State Representative – Florida State Legislator 
Yes, my question is, who is going to develop the central repository and who is going to write the rules?

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Okay, so we don't spell out who, but as an example when we talked about drug-drug interaction, RAND and I think David Bates was on this paper as well, put together a set of never events, never drug-drug combinations and that’s an example of where a group, and typically it’s an academic group that goes through and studies it and vets what are, in this case, never events then the society at large can decide to adopt that or at least they make that available and people can say, I believe that too let me bring down those 12 interventions and in our situation always alert for those 12 never events.  So, it’s not prescribed, essentially it’s in the private sector.

Judy Faulkner – Founder & Chief Executive Officer – EPIC Systems Corporation 
Do you think in some of the other places where we say 10% or things like that, where we give guidance as to how much that some guidance would be helpful so that people don’t interpret it as everything has to be done that way? 

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
This is a certification only.  So, we delivering…

Judy Faulkner – Founder & Chief Executive Officer – EPIC Systems Corporation 
Oh, so they don’t have to do it they just have to be able to do it if they wanted to do it.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Well, what we’re asking for is the EHR products to provide the tools so they can do it.

Judy Faulkner – Founder & Chief Executive Officer – EPIC Systems Corporation 
Oh, I see.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Then in the private sector there has to be groups that decide they’re going to work on this in a very deliberative and thoughtful way and then the public will decide whether that’s a credible resource and then pull it in when they decide it is and it fits their priorities.  So, that’s the thinking.  You know, this is complex stuff.

Judy Faulkner – Founder & Chief Executive Officer – EPIC Systems Corporation 
I wonder if it’s in the reverse order though, Paul?  This is an interesting thing.  So, the drug-drug interaction folks came out with it and then everybody programmed to it.  If now you have every vendor programming differently, that’s going to be…

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
What do you mean programming to it?

Judy Faulkner – Founder & Chief Executive Officer – EPIC Systems Corporation 
Okay, so the Medi-Span or First DataBank programmed their drug-drug interaction files, so each of vendors had to write how do I do Medi-Span, how do I do First DataBank and incorporate that.  If right now the thing is all the vendors will write this and later on then some of the suppliers try to figure out now I want to supply this, maybe there are 300 different EHR vendors and they do it 300 different ways. Do you see what I’m saying?

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Yeah.  So, when we put it in as a certification criteria that’s the message over to the HIT Standards Committee, thank goodness, to come up with the standards so that all the vendors are programmed against the same thing.  And that work is being done in the Health e-Decisions group of ONC and they say they will have that work done, that’s the promise, that they will have that work done in time for this to be used in 2016, not only have that work done but I guess there are people that are signed up to use those standards and pre-populate some of these repositories.  And if that does not come to pass, of course, we can’t do this.  But this is one anticipation for 2016 and two, this is a request for public comment.

Neil S. Calman, MD, ABFP, FAAFP – President & Cofounder –The Institute for Family Health 
So, Paul, this is Neil.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Yes, Neil?

Neil S. Calman, MD, ABFP, FAAFP – President & Cofounder –The Institute for Family Health 
So, I think one of those that fits Farzad’s criteria for in need of rapid acceleration and I don't know if there’s anything we can do to support that, but it seems to me we’re right at this point right now where, you know, whether it’s admission extension or whether it’s, you know, it’s the ACOs that are driving for more evidence on…I think we’re at the point right now where, you know, the private community of application developers…I mean, if was in that field I would be trying to do as much as I could to write some engines that people could relate to that would basically create all of these models that would really prompt providers to do more evidence-based, more efficient care.

So, you know, thinking of this as a 2016 kind of piece to me seems to me like, you know, that’s like six years too late.  And I don't know what we can do to accelerate this.  But I think this is one of the most important things we can do.  We need a standardized way for people to be able to develop this content on the outside related to, you know, evidence-based practice, you know, so that we stop having millions of things, most of which or much of which is not useful and is very costly.  

So, I mean, if there is anything we could do that would support, you know, all of our goals of improved health and improved…this is the one and I echo Judy's comment, I can’t figure out how you go about developing standards unless people are doing…development of the content on the other end.  So, I don’t know how people go about developing content if EHR vendors don't really have standards to program.  So, anything we could sort of accelerate would pay off greatly.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Thanks, Neil.  Terry?

Theresa Cullen – Director, Health Informatics – Veterans Health Administration 
I think this is a huge issue, actually the VA is trying to do with this a medication order checking system that is dependent on a proprietary product, Judy, so the issue is can you constrain what’s written here in a way that people will understand it’s about functionality in the EHR.  The one problem though is, especially because you don't want to stifle innovation, but you want to ensure that the ask to the vendor community is limited, the EHR vendor community, so we’re not making…because, I do think you have the potential to make a mess out there.  

So, how do you word it in a way that you get the functionality…there is an element of consistency.  If we look at medication order check I would argue there probably is a best way or best five ways to do that.  There is probably not a best 300 ways to do that and I think that that’s what I am struggling with.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
So, I think everybody has been saying how important this is and people are also saying how challenging this is.  I think for the folks who are going to read this, please engage on this because this is one of our most important topic areas for the whole EHR incentive program.  And if we can write it so that we get the thoughts as Terry and Judy have been saying behind what are the…give us your ideas about how to do this in a way that neither stifles innovation but gives guardrails enough so that we can make progress, you know, forward practical progress in certain areas, give us your ideas, because we want to do this, but we do need some help in how to articulate it.  I think Marc had a…?

Marc Probst – Vice President & Chief Information Officer – Intermountain Healthcare 
Yes and I’m probably saying the same thing.  I mean it’s…this isn’t a new concept.  People have been spending 15 years trying to work through the concept of how to share this knowledge, this decision support knowledge and it’s fraught with challenges.  

You know where you look at something like drug to drug, the variables are much smaller and what you have to do from a logic perspective within the system itself is pretty straightforward and you can understand the data and get it formatted the way you want it, when you start opening it up to multi-variables, which is what clinical decision support does, I agree with Neil that we ought to be doing this as fast as we can and you know I’m big time behind this, but I think we also have to be realistic, this is not going to be easy.  

And if it were scoped right, I think we could achieve something very, very significant.  If it’s let’s do all decision support and know how we can share it amongst us then 10 years from now we’ll be having this exact same conversation, well a different group will be having this exact same conversation.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
I wonder, Jodi, if like Jacob could give us an update on the Health e-Decisions project that sort of background for this next month?

Jodi Daniel, J.D., MPH – Director, Office of Policy and Planning – Office of the National Coordinator for Health Information Technology 
He can do that.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
And that will at least start, I mean the RFC will be out there but at least people will have some better ideas.

Jodi Daniel, J.D., MPH – Director, Office of Policy and Planning – Office of the National Coordinator for Health Information Technology 
It will help people to think about their responses.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Yes, exactly, right.

Jodi Daniel, J.D., MPH – Director, Office of Policy and Planning – Office of the National Coordinator for Health Information Technology 
Absolutely.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
So, we need to know.  

Farzad Mostashari, MD, ScM – Health and Human Services – Office of the National Coordinator for Health Information Technology 
And, I think the work that we’re doing on the standardization and coding of certain data elements could serve as the foundation for the curly brackets that we can assume are going to be in place.

Marc Probst – Vice President & Chief Information Officer – Intermountain Healthcare 
Yeah, I think that’s correct.  

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
For the counsel and wisdom of limiting the scope somehow is clearly useful, we’re just asking for the public to help us with that.  Judy?

Judy Faulkner – Founder & Chief Executive Officer – EPIC Systems Corporation 
I think one thing we have to consider too is cost and that if in fact we require something that then is going to be a huge cost to the end user because there is not that much competition out and it’s required and so they are stuck with not many choices, I think that’s going to be tough as well.  I think ideally what would happen is if the different healthcare organizations could share with their vendor and then all boats
rise, I think that that’s better. 

The other thing too, and this is just an aside, we’ve seen the stuff in the blogs about the patent cases against now what’s Meaningful Use and I think that we have to keep thinking about what’s going to happen cost-wise.  Will everybody be required to pay patent amounts?  Will people be required to buy certain things that have prices that is are almost unaffordable and I don’t think we should forget the cost part.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Agree.  I just came from AMIA and there is a federally funded project called open CDS so there are ways and I’m not trying to endorse them or anything, but there are ways to try to produce an open source version of the, not only the intervention itself but the way to access it and that’s preferable from our point-of-view.  So, this is…I hope those folks will engage and provide the information.  We’ll hear from ONC on its project but we’re trying to figure out a path, it’s worth spending this time on it because it is so, so important.  Charles?

Charles Kennedy, MD, MBA – Chief Executive Officer - Accountable Care Solutions – Aetna
Paul, agree with you about the path point and to follow-up on that, I’m struck by the notion of, you know, garbage in/garbage out.  We’ve got to make sure we’ve got a good strong data source to be able to feed these algorithms and I’m struck by the relationship between this and I think it’s 105 or something where you say maintaining an active meditation list, right?  So, in crafting the path we’ve got to make sure we don’t put the cart before the horse. 

The second comment I would have is around the clinical relevance of what we try to achieve here.  I mean, I’m going back to the days when we were running ePrescribing pilots and so many of the physicians, as you know, turned off many of the alerts and I’m just wondering if we should make some kind of a statement here about…it’s implied but it’s not outwardly stated that our goal in this clinical decision support is to cause a clinical action different than was otherwise taken.  I feel like it’s implied here but it’s so important because I think otherwise we run the risk of running a bunch of alerts to doctors that’s just going to drive them crazy.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
So, you’ll see certification criteria only number one is ability to track the CDS triggers and how the provider responded.  I believe, and I don't remember where it’s either here or Stage 2 where we also ask for the system to be able to capture why they didn’t, because one of the things that sticks in my mind I think it West at University of Utah where no matter how good the people are who write the original rules they’re wrong out the gate.  But with feedback on why and tension to that feedback you can quickly get to something far better but you’ll never get 100%.   

So, having EHR tools that one, capture, hey how come you didn’t, what did we overlook, the why didn’t it work.  But also, why didn’t you do something about this.  So, we have to give us the information, the return information, the feedback to the rules writers on how to make better and better rules and then with the overall goal is getting a really high positive predictive value of the alerts, that’s what gives you bang for the buck and that’s why we were so intent on trying to fix the drug-drug interaction false positive problem, because that just undermines our efforts.  But, anyway, so correct.

Charles Kennedy, MD, MBA – Chief Executive Officer - Accountable Care Solutions – Aetna
Yeah, I couldn’t agree more with everything you said, I just, I know many of our developer friends, there may be an intent to just get 15 rules out there without them really being vetted as to their clinical relevance and I think it's very important that you have, even at the starting point, a focus on changing of clinical value from the different decisions that you make, but I totally support what you’re saying about feedback loop, absolutely.  

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Yeah, so there’s a lot in this one cell but it’s designed to try to accommodate the good things that people have been saying here.  Maybe we should have been more explicit, but there's a lot in here.  We’re trying to not have people reinvent the wheel.  We’re trying to have people who are spending a lot of time writing credible interventions be able to disseminate it.  We’re trying to have each and every EHR be able to consume it.  So, there's a lot of stuff in here and we’re trying to find ways to instrument so we make better and better interventions.  So, probably there’s too much in this one cell, but it is there.  Other comments or comments from the phone?

Arthur Davidson, MD, MSPH – Director – Denver Public Health Department 
Yeah, Paul, this is Art, I just wondered wasn’t there a presentation before about how NLM and ONC had signed some agreement about maintaining some of this knowledge base?

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Was it the knowledge base or the value set?  

Arthur Davidson, MD, MSPH – Director – Denver Public Health Department 
I thought a bit of both.  

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Farzad do you want to…?

Farzad Mostashari, MD, ScM – Health and Human Services – Office of the National Coordinator for Health Information Technology 
I think, Jacob can give an update on that, but what we are doing with NLM, as well AHRQ and others could be extended, and I think Jacob can speak to that better next week.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Okay.  Our goal is to have this really open source both from a software point-of-view as well as the intervention itself.  Okay, well thank you for the vigorous discussion and I hope everybody who is…

Gayle B. Harrell, MA – Florida State Representative – Florida State Legislator 
This is Gayle; I do have a comment if I may?

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Yes, go ahead Gayle. 

Gayle B. Harrell, MA – Florida State Representative – Florida State Legislator 
Thank you so much, I'm on a cell phone so excuse me if I’m a little garbled.  I think the capability of doing this, again certainly in advance, but I think we have a lot of policy decisions as we go down this road as to how the system is implemented and how it is measured.  There are two team decision support tools, who is going to make the decisions as to what are appropriate, are they going to be specialty specific decision tools and skills within different EHRs.  And also, who's going to develop them and control them, and how accurate are they going to be and do you have the ability to really individualize for the specific patient within them?  So, I think there’s a lot of policy decisions as we go down this road that still has to be decided.  Capability is one thing, but use is another.  

Farzad Mostashari, MD, ScM – Health and Human Services – Office of the National Coordinator for Health Information Technology 
If I may, Gayle, just address what I think the vision is which is that providers could choose who they subscribe to?  So, if the theory of the case here and that’s what we’re seeking comment on, is that if there were a democratization of the ability to generate this content, these rules through standards, that the American College of Gastroenterology might say we’re going to develop decision support based on this common data set may be there’s even something equivalent to the measure authoring tool that could help develop that standard computable protocol.  

Maybe Kaiser or Vanderbilt, or Intermountain might step forward and say we have protocols, VA we have protocols that we want to share and no one would be forced to choose one or the other they could choose which decision supports are most relevant to them but to be able to almost like, you know, kind of an RSS feed, subscribe to whoever you deem as being authoritative.

Gayle B. Harrell, MA – Florida State Representative – Florida State Legislator 
And here again, that opens up…I totally agree with that approach, but that opens up another can of worms when you say, okay what are valid tools.  Who evaluates those tools?  Who evaluates the protocols and says that these are appropriate protocols?  Are you going to authorize various colleges, the College of OB/GYN, the College of Gastroenterology?  Who is going to make those decisions and established those rules?

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
This is beyond the HIT Policy Committee, but in a sense the public does.  Let me give you an example, in Minnesota where I view them as somewhat unique where they’ve truly adopted a collaborative approach even amongst the competition.  They have something called ICSI and I’m not going to be able to remember what it stands for but a number of the health systems collaborate to put out guidelines that they all agree with, if you can imagine that on a broader scale and the interventions that would implement those guidelines whoever decides they want to subscribe to that, in Farzad’s terms, would decide they download and consume those interventions.  The idea is if you subscribe to a guideline then it would be nice to have an almost automated way to subscribe to the decision support that goes along with that.

Gayle B. Harrell, MA – Florida State Representative – Florida State Legislator 
So, individual physicians would have to ability to choose what support tools, decision support tools they wanted to pull into their EHR is what you're saying.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Yes.  So, the design is that they…there is individual choice over time however society will decide what are the priorities in terms of outcomes to be achieved.  You figure out how you are going to get there and in our vision and then you’d have these tools to choose from.

Gayle B. Harrell, MA – Florida State Representative – Florida State Legislator 
Okay.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Okay. Yes, real quick?

Judy Faulkner – Founder & Chief Executive Officer – EPIC Systems Corporation 
What does a #2 preference sensitive conditions mean?

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
So, prostate either measurement of PSA or what to do with benign prostatic hypertrophy are decisions that a patient should weigh with an understanding of what’s their preference in terms of the treatment versus the side-effects, versus the potential complications.  There are some of those standout conditions, you know, breast operations, standout conditions where we want to have the EHR be able to trigger, hey this is one of those decisions can you make available some patient decision support tools?  Patient decision support tools.

Judy Faulkner – Founder & Chief Executive Officer – EPIC Systems Corporation 
Okay.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Okay, good thanks for the discussion.  Next one is item 204A, so it’s a number of pages back.  So, it’s over in the right column and it’s listed under questions and comments.  So, these are areas where we didn’t yet know either the readiness, the standards or the desirability of some of these features and so we’re asking for public comment.  So, one, images, so, on the good side is if we made them available then patients have yet another way of getting their data and either using it or transferring it, but on the downside of course there's even just the bandwidth consideration.  So, we just want the public input on some of these things. 

Radiation dose is another…I think it’s another JCAHO requirement, but any way it’s another accreditation requirement, very valuable, the variation in radiation from one organization to another can be 10 times, it’s just amazing.  And with the number of tests that are done the radiation exposure is actually of a concern.  So, having that information, the patient having that information can be very valuable.  What do we have to think through in order to get that out?  Clearly you have to understand well what does that means to an individual.  So, there are a lot of things, as in many things, devil in the details, so we’re trying to flush some of those things out.

And the final one is about a month ago there was a report out from the open notes project where for several communities, I think it was in Massachusetts, providers shared the progress notes with patients and that was uniformly well received by both patients and providers.  So, the question is, what do you think, you know, let's get input on that as a function as a required function or in one of our proposals as a menu function for EHRs.  So, these are things that we just want more feedback on both the pros and cons.  Yes?

Christine Bechtel, MA – Vice President – National Partnership for Women & Families 
A very small comment.  I think no one will understand what menu progress notes means because it's progress notes it’s not open progress, you know, there just needs to be a lot more narrative.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Fair statement.  The one underneath that in 204B deals with home medical devices blood pressure, glucose, scales.  The reason it is over here in the comments is because although we even wanted to include this in Stage 3, we even said this back in Stage 1, we find that even today the lack of standards and the lack of adoption of those standards makes it really a mess out there.  And so, we would like comments on how can we push this agenda forward.  We can't impose it on folks when it is such a mess.  How do we get the industry to adopt uniform standards more broadly so that we can move into this important area, that’s sort of the question we’re posing.  Comments?  Okay, the next…

Theresa Cullen – Director, Health Informatics – Veterans Health Administration 
Paul?

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Yes, Terry?

Theresa Cullen – Director, Health Informatics – Veterans Health Administration 
This is Terry, I had one comment and while I think that this is really important here I also wonder where the dialog occurs with the Non-EHR vendors that are producing data that needs to interface with the EHRs because we just had this dialog yesterday internally with the VA about LOINC codes that wouldn’t it be great if the chemistry machine not only produced the sodium level but produced the LOINC code for that sodium because they know if it’s plasma or serum or whatever and I don’t know that that’s the role of this committee, but I would argue there's lots of opportunities out there for vendors to distinguish themselves and perhaps we just…it would be interesting to get their feedback on this.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
So, we’re asking for it, as you know, just like labs they are not a covered entity in the Meaningful Use Program so we have no control, I would hope, like you said, that they would recognize there’s a huge market, but only if it's connected to the EHR or PHR.  So, we are trying to say we are very interested in this, we would love your help and if you figure out how to create these competitively tell us how we construct it so that it’s a competitive advantage for you to comply with some of these standards because we want the information but it’s got to come into the EHRs otherwise we have all these websites.

Farzad Mostashari, MD, ScM – Health and Human Services – Office of the National Coordinator for Health Information Technology 
You know, again, this doesn't cover the entire waterfront, but if we're thinking about all the policy levers there is part of the review process for the FDA is, I think, facilitated at least on the interoperability side of that device if they use certain standards that the FDA has recognized.  So, that might be an interesting way to coordinate with our FDA colleagues in terms of the deeming or whatever, I’m not sure what the exact regulatory term is for what they do, but it’s basically you are assured that that part of your device, the interoperability part of your device is given brief, more brief review because you're following the standards that they accept.  So, that may be an opportunity.  Again, it won’t cover the whole waterfront, but something that Jodi we should follow up with our FDA colleagues on.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Okay, any other comments?  Okay, let me move to the next one which is item 204D like in David.  And this has been…yeah?

Michelle Nelson – Office of the National Coordinator 
This one is different; this is a last minute edit.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Correct.

Michelle Nelson – Office of the National Coordinator 
So what’s reflected on there…

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Yeah, I was just going to point that out.

Michelle Nelson – Office of the National Coordinator 
Okay.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Okay, so I’m going to read…so, Christine and I did some late-night editing on this and we’re trying to capture the spirit and create something that’s implementable and not burdensome.  So, the concept is we should take advantage of this online communication so that patients can both notice something that’s either an error or needs to be updated and provide that update electronically and make that easy for them to do, that’s the concept.

So, the revised wording instead of offer, which is a human thing, we want the EHR vendors to provide a way that we can provide patients with the ability to request an amendment to their record online such as offering a correction or addition, or updates through a patient portal in an obvious manner.  So, yes, obviously, I mean, it’s in the eye of the beholder, but basically it’s to discourage you from like putting it down five clicks below where you can’t find it, really make it easy, it’s in everybody's best interest to make it easy and obvious to be able to use this asynchronous electronic communication tool to submit updates to the record for…now the provider still has the control over accepting those updates and there is some vetting process that goes through that, but that's the goal.  Christine?

Christine Bechtel, MA – Vice President – National Partnership for Women & Families 
It’s Christine, I would just make one small revision which is I would actually remove the phrase “a patient portal” because we’ve tried to be technology agnostic and I think it works fine without it.  It says, you know, request an amendment to their record online in an obvious manner, but I don't think you want to say portal, because if somebody does PHR or something else.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Smartphone App.

Christine Bechtel, MA – Vice President – National Partnership for Women & Families 
Yeah.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
The only thing is how will it get back into the medical record? 

Deven McGraw, JD, MPH – Director – Center for Democracy & Technology 
This is Deven; I actually thought that what we were looking for is comment on the technical capability to receive the request for an amendment.  So, whatever you're using for VD&T.

Christine Bechtel, MA – Vice President – National Partnership for Women & Families 
Right.

Deven McGraw, JD, MPH – Director – Center for Democracy & Technology 
Which is the mechanism for the patient to see the information where they are more likely than not going to see a few things that are surprising to them is can we technically build in a mechanism for them to alert the source that this is happening.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Correct.

Christine Bechtel, MA – Vice President – National Partnership for Women & Families 
Right, so, all I'm saying is what if for the view, download, transmit functionality they didn’t use a portal they used a PHR or something else.

Deven McGraw, JD, MPH – Director – Center for Democracy & Technology 
Okay, yeah, I don’t know what the definition of portal is, but maybe we should just use VDT.  

Christine Bechtel, MA – Vice President – National Partnership for Women & Families 
Yeah.

Deven McGraw, JD, MPH – Director – Center for Democracy & Technology 
The V/D/T, I mean, you know, it’s a healthcare after all if we need another acronym we can invent one, right?

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Okay.  Marc?

Marc Probst – Vice President & Chief Information Officer – Intermountain Healthcare 
Is it really a request and maybe it is or is it initiating that change.  I mean, so when I originally read this I thought, geez we’re going to be taking a lot of phone calls and who is going to cue this up and make all these changes, when you explained it, it sounded more like they would actually initiate a change within their record.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Correct.

Marc Probst – Vice President & Chief Information Officer – Intermountain Healthcare 
But we have to look at it because we have to validate and modify it within our own electronic record.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
That’s correct.  

Marc Probst – Vice President & Chief Information Officer – Intermountain Healthcare 
Okay.

Christine Bechtel, MA – Vice President – National Partnership for Women & Families 
So maybe we need a little more narrative?

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Yeah.

Marc Probst – Vice President & Chief Information Officer – Intermountain Healthcare 
Yeah, like an alert.  

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Okay?  Next one is off to the right under 205.  Let me explain how this got there.  So, there is an after visit summary in a sense and the purpose is to say, well what happened during this encounter and what should I do next.  Well, I guess it came to our attention that people were printing out a clinical summary that didn’t even…you know, was an abstract of the chart and didn’t have anything to do with this encounter, that wasn’t the intent.

So, this question is asking, hey, can you help us figure out how to specify what we mean by in a sense an after visit summary so that it has important information relevant to what just happened in this encounter.  How do we specify that that’s what this question is asking because we want the information that the patient walked out with to be relevant to the visit they just had.  Okay, next page, at the top, this is item 207.

Farzad Mostashari, MD, ScM – Health and Human Services – Office of the National Coordinator for Health Information Technology 
As in really all of these the comments that are going to be most influential are going to be those that are based not on opinion but on experience.  So, what we’re particularly seeking here and elsewhere are if you have implemented the after visit summary in a way that has been customized to provide the most meaningful sharing of information what was the information you found and that the patients found or the providers found to be most meaningful as opposed to your opinion about whether this, you know, this data element is good or not good for whatever reason.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
That's a really good point.

Marc Probst – Vice President & Chief Information Officer – Intermountain Healthcare 
Pretty interaction specific right?  I mean, it really depends on the type of care you’re getting.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
That's a pretty good point we could make in the preamble to this entire RFC.  We are interested in your opinion, but we’d really love to have your experience in that sense and that would help us go a long way.  Judy?

Judy Faulkner – Founder & Chief Executive Officer – EPIC Systems Corporation 
We’ve run into an interesting situation which is as different language versions are sent out of the after visit summary to patients and the patient have the opportunity to respond back, it works fine to send it out, but if in fact you were to send it out in a lot of different languages, let's say Mandarin, Portuguese not just the more common ones, then when they respond in the language that it is written to them in, the healthcare organization does not have the people who can read it and they’ve been very afraid of what do they do.  

One of the things that has been discussed is if you’re sending it out in a language that you don't have people who can read coming back, you don't offer that opportunity to change it because you don't know what to do with it.  It's a really interesting situation.

Christine Bechtel, MA – Vice President – National Partnership for Women & Families 
Well, perhaps not as much if you know that…if you…so what we're seeing and what the law says, is if you know that you have a substantial Non-English speaking population who could communicate back to you regardless of whichever communication you need to have access to language interpreters to facilitate that communication.  So, my sense is that most people are using that and I don't think it's any reason not to give people information they can understand because they might come back with something you can't understand, welcome to the world of the patient by the way, right?

Judy Faulkner – Founder & Chief Executive Officer – EPIC Systems Corporation 
Right, and so I think that works…then we have a choice to make.  I think you're right when it becomes this is a heavily used language, but do you then say that the people who are not in that heavily used language don't get it in their language, so they can’t see the information in the language they speak because you can't…you don't have the interpreters for every language out there.  So, that’s where a choice has to be made and that’s…so maybe there are 30 different languages that it would go out in, but your big population is only two or three.

Christine Bechtel, MA – Vice President – National Partnership for Women & Families 
Sure.

Judy Faulkner – Founder & Chief Executive Officer – EPIC Systems Corporation 
Then what do you do?  Do not send it out and those other 27 or you send it out and not be able to interpret the responses or do not allow responses?  It’s a very interesting situation.

Christine Bechtel, MA – Vice President – National Partnership for Women & Families 
Sure, yeah and all I’m saying is that English speaking patients are faced with that exact situation every day when they get technical labs results back and test results that they can’t interpret and understand, and what they do is they do find a number of resources at their disposal to help facilitate a communication back and forth it happens, you know, both directions whether it’s, you know, the language that is spoken or the language of healthcare.  So, my sense is that, and my hope is that people will not decide necessarily to stop sending information in languages that patients can understand since we’re talking about patient engagement just because they might get a communication back.  I mean, they have resources to figure it out.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
I think just a little detailed for this discussion.

Christine Bechtel, MA – Vice President – National Partnership for Women & Families 
Okay, agreed.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
So, it just a Request for Comment.  Okay, the next one is under 207 and this has to do with secure patient messages.  And, you know, in Stage 2 it is asking at a 5% level.  There is a request for a question about whether the field is ready for 30% based on experience in Stage 2.  I can give an anecdote, well not anecdotal, I can give an evidence calibration and we’ve been live since 2000 so we’ve been doing this for a dozen years and 75% of our patients are on line with us.  I just did this…just asked to have this data put out which is in the past year 37% have…so 30% might be pretty high.

Farzad Mostashari, MD, ScM – Health and Human Services – Office of the National Coordinator for Health Information Technology 
But what’s interesting about that also is you’ve been doing this for how many years you said 10 years?

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Twelve, yeah.

Farzad Mostashari, MD, ScM – Health and Human Services – Office of the National Coordinator for Health Information Technology 
Twelve years, so you’ve made as much progress in the past year almost as you did in the nine years prior?

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
No.

Farzad Mostashari, MD, ScM – Health and Human Services – Office of the National Coordinator for Health Information Technology 
37%? 

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
75% are online.

Farzad Mostashari, MD, ScM – Health and Human Services – Office of the National Coordinator for Health Information Technology 
Oh, online, 37% used it.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Yes, 37% have sent a secure patient message.

Farzad Mostashari, MD, ScM – Health and Human Services – Office of the National Coordinator for Health Information Technology 
I thought you were saying 37% joined in the past year.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
No, no, no.  So, that might be a bit high.

Christine Bechtel, MA – Vice President – National Partnership for Women & Families 
I would just, you know, remind you of a comment that Steve Posnack made early on where he said, you know, look when you start putting numbers to things people get really wrapped into a pretzel about it, so maybe the better question to ask here is what would be an appropriate increase based on evidence and experience.

Farzad Mostashari, MD, ScM – Health and Human Services – Office of the National Coordinator for Health Information Technology 
Yeah that’s good.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Okay, that would be better.  Okay?  Okay, next one is 209, this is just basically a clarification, you know, we were asking about the capability for EHRs to query some kind of centralized research enrollment system and the goal was not to force that on anybody, it was just if people were interested, so that’s just a clarification. 

On 302, this is reconciliation, you know, we have medication reconciliation, same topic of we’ve got to make sure we have accurate problems, medications and medication allergies and so should we extend the concept of reconciliation beyond medications to problems and medication allergies?  So, we’ve already agreed to that in our last discussion.  Over here in the right is a question, was the feasibility of adding reconciliation of other things such as social history, that’s just a question being posed.  

Farzad Mostashari, MD, ScM – Health and Human Services – Office of the National Coordinator for Health Information Technology 
And again with the experience hat on it would be particularly valuable to know if anyone out there is currently doing reconciliation of external information beyond the medications and problem list and if so what are they reconciling and the use experience there?  Does it exist?

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Good and actually probably a lot of that reconciliation would be with the patient.  Okay, next one is item 304, this has to do with the shared care plan and we’re basically trying to understand from the public and experience, as Farzad was mentioning, what kinds of things have been used to share with the patients and their families in order to advance their understanding of their diagnosis and care plans?  And there are a number of fields that are mentioned in that third column and there are some suggested scenarios to think through when you're thinking about what are the important things to put in this shared care plan?  So we’re moving in that direction we just need more input particularly experienced input on what’s useful and what's actionable.  Yes, David?

David Lansky, MD – President & Chief Executive Officer – Pacific Business Group on Health 
In drafting that how much discussion did you all have about sort of proprietary and vendor related barriers to coordination of a care plan across provider settings or organizations?  Did you talk about the data elements or the thing about the interoperability question that Farzad raised at the outset?

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
So, is that different from the interoperability question?

David Lansky, MD – President & Chief Executive Officer – Pacific Business Group on Health 
Well it talks about data elements.  I guess, I’m as much interested in the business issues as in the technical standards whether there's any federal policy role to accelerate the adoption of shared care planning collaboration tools?  Maybe I'm not reading it right.  You do refer to…it says what data strategy and terminology are required.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
So, the challenge has been one even cultural and professional, it's not clear that professions such as physicians understand or certainly have a uniform understanding about care plans period let alone those shared with the patients.  And secondly if you notice all of the fields that have been listed here most of them are free text.  So, obviously we’ve not been able to…we hardly capture them let alone capture them in a way that can be shared and consumed by the machine.  So, that’s one of the reasons that pushed us to not to include it for example in the recommendations for Stage 3 but we want to find out what ideas, what does have to be worked on so we can advance this agenda.

David Lansky, MD – President & Chief Executive Officer – Pacific Business Group on Health 
Yeah, I guess I'm asking whether we could solicit comments that are more on the business side and the policy side both what has been experience to date in implementing these kinds of care plans in pluralistic settings where the providers don't work for the same entity.  And what has been…are there either…there may not be business levers that we have to our disposal but there may be policy levers and I think about the example of, you know, CMS readmission penalties, those kinds of things which there may be levers available to CMS or others if we understood the business barriers better.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
So, that goes along with Farzad’s preamble about, you know, experience and evidence, please, but maybe what we can add on is we’re also interested in you tried something and here are the barriers that you came up with, because then we could…and ideally and here’s how you solve that, so we can try to introduce that in some of the policy levers at our exposal.

Farzad Mostashari, MD, ScM – Health and Human Services – Office of the National Coordinator for Health Information Technology 
And this keeps coming up, right, is the technology is a tool, it’s a foundation, it’s an enabler given the appropriate context and the context includes payment context critically.  So, maybe David, without us trying to do through this RFC, you know, trying to do a request for what policy changes would be necessary, which I think is a little bit beyond scope, maybe the question is what is the context or the environment within which the payment environment, the financial arrangement within which this experience that you’ve had has worked or not worked.

David Lansky, MD – President & Chief Executive Officer – Pacific Business Group on Health 
That would be helpful.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Good, this will be excellent reading for us when it comes in.  Okay, next item is 305, this is us, you know, we had this dream from Stage 1 of trying to close the referral loop, this is a benefit both to the specialists as well as to the primary care provider and of course on behalf of the patient.  So, we are proposing here a measure.  So, this is trying to get the referral acknowledged and then returned, and so the measure would be having the referral results, which is essentially the result of the consultation generated from the EHR, 50%, somehow you would indicate that you returned it, you could have printed a letter, we didn’t specify how it gets returned, so it could be a letter, it could be fax or whatever, but 10% would be returned electronically EHR to EHR.  So, this is definitely pushing on how the information is exchanged, it’s definitely helping both the specialists and the primary care provider, and helps with efficiency.  But it isn't done so it’s going to be tough but it’s the direction.

Farzad Mostashari, MD, ScM – Health and Human Services – Office of the National Coordinator for Health Information Technology 
And, I think this is an interesting example where in other case we started with the data collection and then we’re now talking about whether a quality measure can essentially deem the data element.  In this instance we have a quality measure around closing the referral loop and this would be building on that capability you would need anyway to be able to efficiently track that quality measure.  

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Okay.  So, I think that takes us through the end of the Meaningful Use objectives.  There are no changes to the information exchange objectives and that brings me to the letter that Tom Frieden sent that we distributed and now we’ve recorded in a separate section.  You’ll have to look for it, it’s past the IE group and the reason we separated out the section is because it’s very important and it starts us down the path of it’s not new, it’s one we originally intended to pursue which is addressing high-priority health conditions.

And the one that Tom chose to focus on is in the cardiovascular domain and is hypertension, probably one of the most prevalent conditions in all Americans and one of the least treated partly because we have the clinical inertia to even diagnose it let alone treat it, so, big opportunity and big gap.  So, what we’ve listed here are some of Tom's recommended objectives and on the right column, how, you know, some of our initial thoughts on how it can be included in the Meaningful Use objectives, some of which are already done.  So, I’ll go over them quickly. 

The first one has to do with can’t we…is the problem that Farzad reiterated, we’ve got a lot of folks we haven’t even, you know, diagnosed with hypertension on the problem list, the system can certainly help us figure that out and can prompt us so that we have identified these folks in the denominator and we can apply interventions.  So, in a sense, as you heard, we already discussed this problem in the maintenance of accurate problem list and this is one application for those tools that we’ve called out for in the certification criteria. 

Number two is to use EHR tech features like decision support or patient lists or reminders to do a better job once we identify them to control their hypertension.  And as you know, we also have that in all of those areas.  We have the ability of registries to incorporate multiple parameters to create these lists.  We just talked about clinical decision support in taking advantage of these and tied it to CQMs and on the right side you see CQM 113 as an example and I think 018 is another example of showing the results of controlling people's hypertension.  So, I think we have not only the tools, but we have the measures to track how well you're doing.  The next recommended objective…

Farzad Mostashari, MD, ScM – Health and Human Services – Office of the National Coordinator for Health Information Technology 
Sorry, and this also touches on what Judy and Marc had talked about that it's helpful not to try to boil the ocean, but to limit both on the decision support and other side the field.  And this is as good a topic to focus on at least initially as any.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Right, because that was going to be my final question to the group…no that’s fine.  MU 03 talks about the adequacy and now here actually I think the ask is that you’re allowed to choose what quality measures you select as an EP or a hospital so long as you cover 3 out of the 6 National Quality Strategies domains and I guess he’s asking for the return of the core.  So, maybe I might open that up to people's reactions in terms of the return of the core meaning that everybody would have to report on controlled blood pressure or I’ll leave that to David Lansky.

Farzad Mostashari, MD, ScM – Health and Human Services – Office of the National Coordinator for Health Information Technology 
Well, I think it's not so much having that discussion again as we had that conversation recently for Stage 2, but whether it would be suitable for inclusion in the Request for Comment more broadly.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
That’s a great idea.  Terry?

Theresa Cullen – Director, Health Informatics – Veterans Health Administration 
Yeah, I would definitely include that in comment if we go back to the first presentation about the number of primary care versus specialist that are getting Meaningful Use and a specialist may have…you know, hypertension is a difficult subject electronically and you know, it seems easy which blood pressure do you use, what do you do, there's lots of issues here.  So, I’d be interested in the specialists especially response back to this as a core measure.

Farzad Mostashari, MD, ScM – Health and Human Services – Office of the National Coordinator for Health Information Technology 
And maybe another way to ask the question might be how can the use of this measure be prioritized and, you know, if not by having it as a core measure what are some other ways that this could be kind of the first among equals in quality measurement because what Tom and the public health community are expressing is a need for prioritization of things that have the greatest impact on public health and they’re proposing one approach to this but there may be other ways of getting to the intention.

Theresa Cullen – Director, Health Informatics – Veterans Health Administration 
I think that’s good and the other place I think at some point we need to solicit comments and I don't know whether it's here or through quality measures is how do you define the…what are people's experience in terms of defining what they’re including and not including when they have it in their core measure set, we don't know that.  We don't know what their logic is, you know, kind of back to that whole clinical decision support, somebody really figured this out maybe there is the best-of-five and to just help everybody accelerate that.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Marc?

Marc Probst – Vice President & Chief Information Officer – Intermountain Healthcare 
Sorry, I just…it's focused on a specific area which is right where we were talking about scope earlier.  However, there are going to be organizations that already manage hypertension tremendously well and wouldn't it be nice if they could elect an area for improvement and be able to show against that area versus specifying, you know, specific like hypertension that's the only thing that came to mind as we were talking about it.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Yeah, I suppose if you do this well then it shouldn't be any problem for you report and report good… 

Marc Probst – Vice President & Chief Information Officer – Intermountain Healthcare 
It just doesn’t improve anything for anyone, right?  I mean, maybe it might change some measures or something that you’re doing, but, I don’t know.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
So, this is four.  Yes, David?

Marc Probst – Vice President & Chief Information Officer – Intermountain Healthcare 
Check another box.

David Lansky, MD – President & Chief Executive Officer – Pacific Business Group on Health 
Just to kind of repeat my refrain that this is not actually a rewards program, Meaningful Use.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Right.

David Lansky, MD – President & Chief Executive Officer – Pacific Business Group on Health 
And the measures…I mean, if what CDC wants to accomplish is incentivizing performance on improving blood pressure control which is great they need to work with those who pay the bills or have other mechanisms for reward and recognition, and I don't think this program…there's no public transparency around the results, there's no incentive for achievement, this doesn’t seem like the program to do that.  If we have the capability to correctly track and monitor, back to Terry's point, an algorithm for wisely inferring the current indices of blood pressure control across a set of providers and time spans that might be something we can contribute to that process and have that institutionalized across EHRs, but I don't know that we’re going to be the ones to achieve CDC’s objective.

Farzad Mostashari, MD, ScM – Health and Human Services – Office of the National Coordinator for Health Information Technology 
This is an interesting example of David taking the other point-of-view in terms of trying to achieve payment goals through the technology lever we have.  But, I think the chicken and the egg here is that payers may look at having a, you know, an outcome measure like blood pressure control as a core part of their payment and recognition programs and say, well, you know, but that it’s too burdensome to collect that quality measure through chart reviews and through samples and so forth. 

So, and, you know, if we look at all of our, you know, providers only a small fraction have demonstrated the ability to report that quality measure through their electronic records, therefore we can't make it, you know, the first among equals in the payment programs.  So, to be fair, to the public health push on this, it would be that we are setting the foundation for the payers and purchasers then to be able to step up and to make this universal.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Charles do you want to say something?

Charles Kennedy, MD, MBA – Chief Executive Officer - Accountable Care Solutions – Aetna
I couldn't have said it better.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Terry?

Theresa Cullen – Director, Health Informatics – Veterans Health Administration 
I just want to push this a little though, because I do agree with David here.  I think what we’re trying to get at is what’s the functionality in the EHR that will allow us to better track who's in control and who isn’t in control in hypertension and that in itself is still a quagmire in electronic health records in my opinion unless you’re picking a point in time and you’re saying that’s the point I’m basing it on and the algorithm hasn’t changed in terms of how old you are and what your blood pressure should be.  So, it's  really critical, but I’m wondering if we are losing…I mean, maybe if we push on this a little what we get is improved functionality in the electronic health record that then is applicable to many things not just hypertension.  And we can use hypertension as the Trojan horse of how to get the capability into
the EHR.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
I think we…there’s a couple of points, both what David and Terry raised it would be nice if we included that as some explanatory information so we can tease this out, you know, what David is saying is, is this the right policy to be implementing this and Terry is saying blood pressure, well, it sounds easy.  We actually do home blood pressure.  So it sounds easy, but there's a lot of devil in the details, but we want to make sure that the mechanism to report on what we do and what we do in the future to achieve better control needs to be there.  So, how can we get that functionality and get the data captured in a way that isn't subject to all of these other questions.  So, it’s going to be tough, but it’s certainly creating the discussion.  Judy?

Judy Faulkner – Founder & Chief Executive Officer – EPIC Systems Corporation 
Well, when you look at what we’re focused on hypertension, diabetes, a lot of heart stuff, I’m going to go back to something that's been on my mind since 42 meetings ago, which is root cause and a lot of the root cause of course that we all know is obesity not for everything, but for a lot of this.  And then how do we do more with childhood obesity so that we don't just have BMI in there, but we do more on it so that in the future the people who will be here after us don't have as much work to do in those areas.  I think we have not been doing as much on root cause as we need to do. 

And the other thing also that is some root cause in there too is dental, when the dental problems affect others and it kind of goes back to that previous one where you were saying care plans that gets shared and there's just been too many stories about kids for example.  I know a pediatrician who saw a kid, my husband, who had dental problems but no coverage for it.  So, what they’re going to have to do is she doesn’t get coverage for that is to take out her jaw when it gets that bad that she has coverage for, but the abscess she doesn’t.  So, I think the dental and especially childhood obesity.  Is there a way that we can put more of them in there?

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Talk about oceans, I think…

Judy Faulkner – Founder & Chief Executive Officer – EPIC Systems Corporation 
I know but it's important.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Well, you certainly have an ally in terms of yes these are the grand challenges of modern society.

Judy Faulkner – Founder & Chief Executive Officer – EPIC Systems Corporation 
Yes, so we’re not seeing elephants in the room sometimes I think with this particular one which is the cause of so much of what we are trying to patch up.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Well, I think I have to reflect on what David Lansky was just saying.  We’re trying to put in the infrastructure so people both know what's out there and have a better opportunity to do something about it.  We don't set the goals for the national priorities.  There are better tools now than there were when we started to do that.  ACA, a lot of the things even in the private sector, but I don't think that's in our scope. And I don’t know what you think, Farzad?

Judy Faulkner – Founder & Chief Executive Officer – EPIC Systems Corporation 
But if we look through all the examples we give of diabetes and other things can we give some examples of childhood obesity then so people start using them as the things that they test against?

Farzad Mostashari, MD, ScM – Health and Human Services – Office of the National Coordinator for Health Information Technology 
I just want to echo, when we started in June of 2000, gosh is it possible that it was June of 2009?  We started off saying let set some outcome goals, cut adverse drug events by half, prevent a million heart attacks and strokes, you remember that?  And Paul’s guidance at that time was it’s a little uncomfortable for us as the Health IT Policy Committee to be setting national strategy around what are the priorities, the nation’s health priority goals and we then had a process that was accelerated through the Affordable Care Act of creating a National Quality Strategy that we should use and things like the partnership for patients and the Million Hearts that now do set quite a specific goals that have a lot of stakeholders behind them.  

So, I would just emphasize that our job is not to be, much as we may be interested in doing so or even capable of doing so, we can't be the ice breaker on that, but we should certainly be very good first followers in terms of that leadership.

Judy Faulkner – Founder & Chief Executive Officer – EPIC Systems Corporation 
And what I'm looking at and I don't disagree with you, but what I'm looking at as I'm just going through is, okay 105 we talk about hypoglycemic, 113 we talk about chronic disease management diabetes, etcetera, could we put in at least examples of…so, I agree with you that we’re not setting those standards.  But I do think it will help everyone who reads these very carefully to be thinking more about root cause of some of these things, childhood obesity being one of them, if we constantly think not constantly but frequently think of using them as examples and not just examples that come typically later in life.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
I think, yeah.

Judy Faulkner – Founder & Chief Executive Officer – EPIC Systems Corporation 
Because, I think they are all through here, even though I agree with you we are using them just as examples not as you have to achieve these outcomes, okay?  

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
On MU 04 the recommendation talks about having a specific referral to quit lines, which would be consistent with the Million Hearts Campaign.  What our thought was in terms of how to include that in Stage 3 using that as an exemplar but not the unique objective was to create ways for the EHR to set up a referral form with automatic population of many of the fields.  One example is for someone who is smoking a referral to a quit line you could imagine how all the information including the quit line number for your locality may be there, that’s how the EHR could make this more efficient and be able to pass this out to more patients.  But we were thinking of it as a more general capability using quit lines as an exemplar.

The final one has to do with, again, I think Tom’s plea to have a recommended core CQM of 028, which is the smoking status.  So, I think the bottom line question is, are these…so is this approach picking on essentially a domain and having some of the criteria and exemplars focus in on that example, a useful approach, and should we include this set in our RFC.  I mean, I think that’s a bottom line question.  Go ahead.

Farzad Mostashari, MD, ScM – Health and Human Services – Office of the National Coordinator for Health Information Technology 
Well, I mean, I think, the two options are one to put it as its own set, the other would be to embed these into the questions as in the bulk of the RFC and I think in this as in what we are going to talking about a little bit later in terms of the other policy priorities that we’re going to be bringing forward I have a slight preference toward incorporating it into the RFC proper so that if someone is responding to a question about decision support they can potentially also include their thoughts on the decision support as it relates to focusing on hypertension in that same place.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Okay, so that would be moving the notes in the column on the right-side inclusion in Stage 3 into the actual Stage 3 comments and I think…so maybe the only question is there are two main ways that it would change, one is the CDS, would we make this…you know, there are four high-priority conditions so you had to have 15 interventions focusing on 4+ CQMs, but covering at least…having at least one CDS in each of four categories.  This would be a 5th.  I sort of gave a head’s up when we went through that, that’s one way this would impact.  The other way this would impact is to call for the return of the core.

Farzad Mostashari, MD, ScM – Health and Human Services – Office of the National Coordinator for Health Information Technology 
Ask about.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Ask about return of the core.  Core means it applies to everybody unless there's some predefined exclusion.  Go ahead, was that…?

Neil S. Calman, MD, ABFP, FAAFP – President & Cofounder –The Institute for Family Health 
This is Neil.  

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Hey, Neil.

Neil S. Calman, MD, ABFP, FAAFP – President & Cofounder –The Institute for Family Health 
I mean, I feel like we’ve had this core discussion so many times and whenever we put something as core we get the reaction of people who say this isn't really relevant to my particular practice and there are other things are more relevant and I think we made a major move by moving away from that so that more people looking at Meaningful Use would find that it’s relevant to them and that we’re not requiring them to do things that are not that relevant to their practice.  So, I just don't even know if we really want to raise this again as an issue just, you know, because it’s come up here.  I would be in favor of not raising it again as an issue.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Okay.  Other comments on this, David?

David Lansky, MD – President & Chief Executive Officer – Pacific Business Group on Health 
I agree with Neil, but I do like the idea and to Judy’s point about obesity, there are a few, there’s more than one high-priority condition that all merit national attention and merit better and more efficient tools to manage them and I wonder if there's a way to ask the public about the concept of, I’ll call it condition
management or something like that, that says is it appropriate to allow some users to respond to the Meaningful Use program by saying we have a comprehensive soup to nuts infrastructure to utilize this tool to manage hypertension or obesity, or whatever it is which includes the things you talked about earlier in the pipeline, the process measures of CDS, the outcome measures and so on, interoperability with other care providers.  That maybe there's a conceptual way to at least invite people to take us to a new paradigm for future years which builds upon the questions that Tom has raised.

Farzad Mostashari, MD, ScM – Health and Human Services – Office of the National Coordinator for Health Information Technology 
And, I do just want to recognize that Dr. Frieden is the nation’s lead for public health.  And we have to pay some deference to the reasoned data-driven assessment of the Centers for Disease Control in establishing this request to us specifically about hypertension instead of punting it out in terms of, you know, well are, you know, you tell us what you think are the most important pressing problems and might it be, you know, whatever.

So, I think we should have some deference to when there is expertise in public health that is bringing this to us I think it's a little…it would be turning away from the significance of the Centers for Disease Control and the public health community actually focusing and saying there’s a lot of things we could be asking you for, there’s a lot of different public health agencies that have a lot of different priorities and we have put…we have, you know, narrowed down and squeezed down, and we understand the need to be parsimonious and we are, you know, really asking you to consider this again carefully and I think we should in my view we should have some deference towards that.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Terry?

Theresa Cullen – Director, Health Informatics – Veterans Health Administration 
I agree about that, but I got to go back to what David said.  We’re talking about functionality in the EHR.  We actually run the risk of getting in a rabbit hole here where somebody does this only for hypertension and they can’t do it for anything else and obviously not because clinical decision support is a little vague, but I think if you look at what he has laid out here it actually goes back to the discussion we had before which is you start at A and you get to C and you need functionality blah, blah, blah, blah throughout the pipeline and you get it all. 

And what is happening here is this applies hypertension.  So, I think the question as a community is really this is a functionality we see.  We’re proposing doing it with hypertension because it's the number one endorsed condition by the CDC.  We recognize it through public health; we recognize we want public health functionality embedded in the electronic health record.  What do you think of that?

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Yeah.  Okay, let me ask, let me call the question of whether we include Dr. Frieden's recommendations integrated into the Meaningful Use objectives in the last column including asking about…do you think we need to include asking about the core?

Farzad Mostashari, MD, ScM – Health and Human Services – Office of the National Coordinator for Health Information Technology 
About ways to prioritize the…kind of the first among equals a concept of beginning and demonstrating the diagnosis, the tracking and the improvement of clinical conditions of high-priority beginning with hypertension.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
So, is there consensus around that?  Yes/no?  

David Lansky, MD – President & Chief Executive Officer – Pacific Business Group on Health 
Part of what I think the way you just phrased it, which I liked is that we’re not siloing it and saying here’s a hypertension initiative from the CDC do you guys want to be a part of it, but hypertension is a priority across several objectives that are embedded in the larger program.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Okay.  Okay, good thank you.  Next one, we are running short of time.  This was a restatement essentially of the public comment we had about the all or nothing nature of the criteria.  There's no latitude in terms of there is no partial payment, there’s no partial incentive, but right now it’s an all or nothing fulfilling of the criteria to earn your incentive.  So, the question posed here is are there ideas about flexibility in the all or nothing approach?  And also what about the downside of deviating from an all or nothing?  Because clearly the folks who…and we’ve heard from many who spent all the time in getting every single objective met, would they like it if their neighbor could do with less?

So, we want to hear both sides, but also open to new ideas in terms of what are the ways can we introduce selectively, I think ONC and CMS have been very responsive to the need for flexibility, everything from the menu approach to the reenactment of the 90 days and so I think they’ve been incredibly responsive.  Is that good enough or are there other ways to have flexibility for people doing this in good faith.  So, but it’s both the pros and the cons of changing that policy.  Any problems with that?  Okay.  Now were in…yes?  Marc?

Marc Probst – Vice President & Chief Information Officer – Intermountain Healthcare 
You know, from my role, my job; I like that flexibility a lot.  I think the one issue though that comes around it is we’re talking about increasing levels of interoperability and the weakest link issue, you know, if you get too much into allowing flexibility.  So, it’s going to be a careful discussion I think on just how flexible you can be and achieve what we’re trying to achieve.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
That's exactly the kind of point we hope people will raise because you saw in the CMS presentation what people avoided and the hard work of interoperability is one of the biggest avoided objectives.  So, we don't want to shoot ourselves in the foot.  Okay, let me just open it up to the Quality Measures, to David to highlight any areas that you want to have a discussion on in that section.

David Lansky, MD – President & Chief Executive Officer – Pacific Business Group on Health 
There are two.  So, hopefully people looked at this a month or so ago when Jim Walker walked us through it and I’m sorry I wasn’t at that meeting but from what I understand there weren’t a lot of substantive questions raised about the proposed RFC items.  There are only two things I just want to put on the table today for any short comment or reaction.  One is Farzad’s opening indication that we think about interoperability more.  And I think what that raises is whether there are opportunities in the quality measurement arena to pull interoperability through because the measures themselves call for data from multiple elements of the care process recognizing Marc’s last point about weak link.  So, that’s not called out here specifically.  

There is a call out in the items here around what are the high-priority conditions that more measurement work should be tested through this program and so I raise the question whether we want to highlight any specific high-priority condition whether hypertension or interoperability as a functional opportunity and then the second is just to flag that this list blends what I call incremental improvements in the quality measurement production system with more disrupted changes to it and I don’t know whether we should have an explicit call out.

There is a lot of concern, as you know, well, Paul, in the measurement community about the current state of the model and everyone understands that EHRs and IT system are an opportunity to transform the model, but we haven't really called that out here and I don’t whether we should or just leave this more subtle statement of some of the capabilities that would be needed for a transformational platform.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
I think there are two areas where it’s alluded to; one is in the de novo versus the retooling.

David Lansky, MD – President & Chief Executive Officer – Pacific Business Group on Health 
Yes.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
And the other is the “innovation trap” and I think both of those are…but maybe they're not stated strongly enough so people would recognize those as being real opportunities to revamp the measurement system in ways that I think it’s another one of these win, win, win. 

David Lansky, MD – President & Chief Executive Officer – Pacific Business Group on Health 
The third one I’d say is the number 21 toward the end, the list of all the technical features one might build into a new platform which would also be transformational.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
So, I think we want to make sure that we get those kinds of responses.

David Lansky, MD – President & Chief Executive Officer – Pacific Business Group on Health 
Maybe we should add a preface.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Yes.

David Lansky, MD – President & Chief Executive Officer – Pacific Business Group on Health 
Highlighting the three areas that you and I mentioned and saying how do feel about a more dramatic change in this platform.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
I think people are under appreciating this and under recognizing how this can transform the practice in the hospital delivery system.  Marc?

Marc Probst – Vice President & Chief Information Officer – Intermountain Healthcare 
And part of this is to what David you just said, but, you know, you could look at this as a 1000 points of light and an opportunity to improve things, but I tell you the more we talk about its feeling like death by a 1000 cuts and if we're not careful on all the standards, I mean where they’re coming through and the residual impact of just trying to change the data element inside of a system you know how that trickles through to so many things these systems do.  I think we really, again scope is going to be really important or we could create a very difficult situation for the vendors or those of us actually who have implemented those systems.

Farzad Mostashari, MD, ScM – Health and Human Services – Office of the National Coordinator for Health Information Technology 
Well it seems, Marc, there is a clear axis of more versus less and regulating how hot, how cool along that axis.  The kind of transformational or disruptive whatever you want to call it possibility is that you break that plane that axis and instead of just talking about do we have more hardcoded measures or fewer hardcoded data, more of this or less of this that we go to a kind of a different approach, different, you know, kind of the classic Clayton Christensen disruptive innovation that changes the unit gain for input put in fundamentally and that I think is the, you know, these three measures and these three components I think pose the question about whether for some upfront innovation we could end up with a more flexible system that in the long run will serve us better, that’s the dimension that I’m seeing here as opposed to this is just one more thing on top of, there seems to be some criteria or capabilities that are not just more of the same or one more of this, it’s a fundamentally different kind of capability that promises, you know, a different relationship between inputs and outputs.

Marc Probst – Vice President & Chief Information Officer – Intermountain Healthcare 
So, I love the vision I’m just concerned about the implementation of it and even the measures and the criteria that we’re putting out there that are being built around a, you know, if you look at Clayton Christensen, it’s all right there in the middle, right, and that’s kind of where we are and we’re putting more requirements around what that does. 

Farzad Mostashari, MD, ScM – Health and Human Services – Office of the National Coordinator for Health Information Technology 
Yes.

Marc Probst – Vice President & Chief Information Officer – Intermountain Healthcare 
So, I don't know that we’re creating that environment to allow that complete disruption but I love your view.  I just think we have to practically think about the timeframe we have just with Meaningful Use.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
The other piece is I know CMS is very intent on trying to get the alignment and I know we discussed this, I don't remember whether it’s in this latest version of trying to say it, because one of the approaches was Meaningful Use aligning with PQRS and shouldn't it be the other way around and the only reason is not because we’re first but because we’re trying to deliberately think of how do you practically implement this using EHRs and the workflows around them where PQRS may not have considered fully, that’s an example.  Judy, real brief comment, because we’re…

Judy Faulkner – Founder & Chief Executive Officer – EPIC Systems Corporation 
I think that we get into, following up what Marc is saying, what should we do versus what we could do and I think that we have to really recognize that everything that’s added here becomes innovation that becomes suppressed otherwise.  Some of the areas that we could be working in are a lot more for ACOs to help align everything so that the organizations can manage some of the ACOs a whole lot better.  If we’re working on some of these things we can’t do the ACOs.  If we’re working on some of these things we can’t do some of the business intelligence analytics and other things that are on the list and some of the very creative stuff that’s coming up with imaging and other areas that don't begin to be touched here.

So, I think the need to be really careful in how long will something take is really important because this is a small group and there are others in the field there who are being inundated with tens, hundreds of thousands of requests from everyday users and some of those are really important and it’s going to keep that innovation from happening.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
There are finite resources for sure.  Okay, David, others?

David Lansky, MD – President & Chief Executive Officer – Pacific Business Group on Health 
I was going to…I think what would be nice if we could do this in this document is invite Judy’s and Marc’s comments from the community as a whole.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Yes.

David Lansky, MD – President & Chief Executive Officer – Pacific Business Group on Health 
So that this RFC should say to you and your colleagues, you know, what is the price of the current measurement enterprise in where things are going, what are the opportunity costs if you like or what are the alternative modalities, or platforms that we could be using to address the need for payment information and so on that’s not a thousand more cuts.

Judy Faulkner – Founder & Chief Executive Officer – EPIC Systems Corporation 
And the interesting thing is that a lot of what is here are things that maybe one vendor or another vendor has done that is bringing all ships higher, but it still may be doing it in a different way so it still 
requires thousands of hours of work, but then how do you let the vendors go on and do their own innovation?

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Anything more, David? 

David Lansky, MD – President & Chief Executive Officer – Pacific Business Group on Health 
Well, what I would like to do is see if we could add a question to our RFC to solicit the kind of comments
that Marc and Judy just made from the community as a whole.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Absolutely.  Do people agree with that?  Okay, okay.

Farzad Mostashari, MD, ScM – Health and Human Services – Office of the National Coordinator for Health Information Technology 
And, if it’s okay I would love for us to be able to pose it as what are some capabilities and competencies that we could spur to have a floor across the industry that would in the medium to long-term reduce the burden on developers and implementers as opposed to kind of a different approach as opposed to adding more and more kind of things like, you know, hardcoded quality measures.

Judy Faulkner – Founder & Chief Executive Officer – EPIC Systems Corporation 
But it’s…

Marc Probst – Vice President & Chief Information Officer – Intermountain Healthcare 
...  

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
I’m going to have to buy those off of you, Marc.

Judy Faulkner – Founder & Chief Executive Officer – EPIC Systems Corporation 
But, I don’t think this step would be tell us what else to do, I think the step would be how much time do you need on your own.  Where should we draw the line and say this part maybe is work needed for Meaningful Use and other part is time for innovation.

Farzad Mostashari, MD, ScM – Health and Human Services – Office of the National Coordinator for Health Information Technology 
I guess I'm not communicating, Judy, what I'm talking about.

Judy Faulkner – Founder & Chief Executive Officer – EPIC Systems Corporation
Okay.

Farzad Mostashari, MD, ScM – Health and Human Services – Office of the National Coordinator for Health Information Technology  
What I'm saying is there is a question that we ask all the time, tell us how much you can do, tell us how fast you can do it, tell us if you’re tapped out or you can do more, right?  That is the one axis that we keep pushing the thing back and forth on, hotter or cooler based on how much people complain and we push it as hard as we can until they…you know, there’s too much, right?  

Judy Faulkner – Founder & Chief Executive Officer – EPIC Systems Corporation 
We need a…

Farzad Mostashari, MD, ScM – Health and Human Services – Office of the National Coordinator for Health Information Technology 
That's the dimension we were on.

Judy Faulkner – Founder & Chief Executive Officer – EPIC Systems Corporation 
Okay.

Farzad Mostashari, MD, ScM – Health and Human Services – Office of the National Coordinator for Health Information Technology 
And what I'm suggesting is I would love to hear about are there ways we can get into a different plane that says are there capabilities, the example of being able to, and which I’ll get to shortly, of being able to not just have everything in the middle, but to have other tools that can help plug into kind of the EHR and what might be the ways of having generic capabilities like the ability to import decision support tools that will put us on a different path and a different way so that instead of having every decision support, every quality measure, every registry function be additional incremental work of hard coding for developers throughout the country that we create a new ecosystem where things can be done in a much more efficient way that reduces the total work being done that's the kind of disruptive innovation.  What are the potential for disruptive innovations that we can do instead of the more incremental innovations that I think many here have been engaged with.

Judy Faulkner – Founder & Chief Executive Officer – EPIC Systems Corporation 
Well, maybe so but as long as we’re prescribing what it is they have to do even if we say you can do it yourself or get a third-party we’re still prescribing what they have to do with themselves or a third-party and still means that there needs to be left enough time for innovation from these folks and I’m worried that even if you can then get it to a third-party that might still not leave enough time, there’s a lot of work still to be done with third-parties.  The other thing is that 45 days is when does the 45 days start?

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
When it’s published.

Judy Faulkner – Founder & Chief Executive Officer – EPIC Systems Corporation 
Will that be around the holidays?  Because, I think it's important not to have 45 days that hits the holidays.

MacKenzie Robertson – Office of the National Coordinator 
So, Judy, this is MacKenzie, we’re hoping to finalize it to publish it next week.  There is some delay based on when the Federal Register actually puts it out and publishes it though we’re hoping sometime next week and then that will start the clock.

Judy Faulkner – Founder & Chief Executive Officer – EPIC Systems Corporation
If it's next week are we getting too much into the Thanksgiving and Christmas holidays that we won’t have the attention on it that it needs and should it be longer than 45 days.

MacKenzie Robertson – Office of the National Coordinator
So, unfortunately it looks like it’s going to fall with the closing period, perhaps the end of December into the 1st week of January right now, Christmas.

Judy Faulkner – Founder & Chief Executive Officer – EPIC Systems Corporation
I know but I'm talking about the folks this office might have no Christmas, but do you want good responses?  

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
No the office…

Judy Faulkner – Founder & Chief Executive Officer – EPIC Systems Corporation 
That doesn’t bother me, do you want good response from the healthcare organizations and you might not get that.

Marc Probst – Vice President & Chief Information Officer – Intermountain Healthcare 
So, we’re used to getting this information on December 31st I think I remember a New Year’s Eve once that we got a lot of it.  I think we’re talking about a couple different things though.  One is clearly the scope of work and that's a big issue it’s always been an issue, but what you're saying, Farzad, I’d love to elicit from individuals, are there things that if put in place not necessarily in 2013, but over the next several years that if they were put in place that we could really facilitate Internet-like innovation around healthcare.  

You know, I have my own ideas on that and I’d love to respond to it eventually on the comment, but I bet there are some really good ideas out there that we haven't heard yet that would be pretty interesting to know about.  So, I think those are two issues unless I’m bringing them together Judy and there not, but that’s kind of what I’m hearing.

Judy Faulkner – Founder & Chief Executive Officer – EPIC Systems Corporation 
That’s a good…

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
I hope there is going to vigorous response to this RFC because we definitely are looking…this is sort of a breakthrough stage because it is where we wanted to end up back in 2009 and it’s sort of an inflection point for this in future stages so hopefully we’ll hear.

Christine Bechtel, MA – Vice President – National Partnership for Women & Families 
Is there a reason we couldn’t do a 60 or 75 day comment period?  I mean, the holidays really will impact and it impacts us not ONC, you guys are just are waiting for the comments, but…

W
It’s just a matter of timing and how much time folks are going to have to consider the comments and make recommendations and get the Standards Committee to then respond and identify appropriate standard certification criteria.  And then, you know, it just delays the whole process.

Christine Bechtel, MA – Vice President – National Partnership for Women & Families 
Right.

W
There's no limitation on what time we put on it as a matter of the schedule.

Christine Bechtel, MA – Vice President – National Partnership for Women & Families 
Right, so it might be helpful to just look at what…we know it would back everything up two weeks, but I’m not sure that's really enormous if we think that it’s going to generate a lot more thoughtful public comment.  So, it might just be helpful to look at.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Sure, okay, David anything more?

David Lansky, MD – President & Chief Executive Officer – Pacific Business Group on Health 
No.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Okay.  Our final segment of this RFC is to hear from Farzad about some of his reflections both in areas he’d like to emphasize and potentially some new areas that he’d like us to consider.

Farzad Mostashari, MD, ScM – Health and Human Services – Office of the National Coordinator for Health Information Technology 
So, this is coming back to where I started in the beginning which is there is an opportunity here for us to look a little bit outside ourselves and say if you were coming at this with fresh eyes what are the areas where we may be too much tracking what we’ve done before what we’ve talked about before and what may be opportunities to kind of jump out of a path, out of a groove and look for more disruption and think about where we need to be and what we need to be able to demonstrate. 

Stage 2 is a giant step forward in terms of interoperability and exchange.  What we could not do for Stage 2 though we set in place a lot of the foundation for it around security, the foundation around structure, the foundation around content, and even around some transport, but the big missing piece here, that many are looking at what we’re doing and saying, but if I still go to an emergency room they can’t, you know, query my information and find out and that expectation and that patient centered really need for us to be able to respond to is the first issue that I want to put back on the table. 

I know there's been lots of discussions both in the HIE Workgroup and the standards side that have said that we are…it’s still immature, the infrastructure is immature, the standards are immature, and I want us to challenge that.  I want us to question that.  I want us to reach out and ask again could we, what could we do around query?  What could we do around the main challenges that have been in place around that
complex interoperability whether it’s challenges around patient matching, whether it’s challenges around patient consent, I want us to put that on the table.

I don't think from my perspective it would be responsive if we did not even ask for Stage 3, we couldn't move forward on a query-based set of criteria for certification of electronic health records and potentially Meaningful Use.  So that's the first area that I’m respectful of the work that the Meaningful Use Workgroup and the IE Workgroup has done, and the Privacy and Security Workgroup has done.  

We in general, as you know, rely on you to provide that predictability, that clear signaling throughout of what we’re thinking and what the conversations have been and we do not lightly ask you to reconsider, but in this case I believe the imperative for exchange is high enough that I want to ask you to reconsider and to reach out and let us be open to the possibility that Stage 3 could include a more robust query, capability around query, identity matching and patient consent.  That's the first area. 

And there's a cluster of these around interoperability that includes whether our thresholds for transition of care is appropriate and again to Christine's point should we put a number out there, should we ask people what is the right number, what do we expect, what is an appropriate expectation that we have in terms of transitions of care being accompanied by patient summary information, care plans in any format and in particular electronically and how that relates to other requirements that organizations, regulatory and patient care expectations that we already have for our healthcare organizations. 

The second area is around some of support for making sure that the payment integrity is observed.  We’ve heard now and we are working on, as we discussed last time, around the issues of electronic health records and how they could optimize documentation for clinical purposes and to make sure that they do not incur potential unintended consequence of inappropriate documentation and in particular for billing purposes I’d like us to request comments on that and relate it to that around non-percentage-based measures to make sure that providers can be sure to have documentation for audit purposes of capabilities that would be required to help them answer the questions when an audit occurs in terms of the Health IT incentive payments that’s under area 11. 

And then around safety.  As we move forward on establishing electronic health records and this foundation for improved patient safety, we also have to make sure that we’re doing the utmost in again preventing any unintended consequences and enabling electronic health records to be real tools in improving the integrity of safety and so asking about safety risk assessments and whether there are tools that could be used for guiding providers in conducting that Health IT safety risk assessment and looking at some of the potential low hanging fruit around safety events can be prevented and liability that can be prevented for providers using electronic health records, around test tracking, tracking of abnormal test results and this is number six, and referral tracking that I think we already talked about some.

And then the two final areas, one is looking at again another high priority public health issue around prescription drug monitoring programs for which there is recent evidence through some pilots that we’ve done in the community and we’d be happy to brief the community on those pilots which are really truly impressive, but whether this may have been something that late breaking information may provide us with the possibility of really helping address this public health epidemic that in many areas is now killing more people than motor vehicle accidents. 

And finally, to come to Marc, the conversation we had with Marc just now about are there capabilities that could just expand and explode the potential of seeing truly enabling innovations in electronic health records.  And we’ve kind of talked about this as in the application programming interface issue about  where electronic health records systems supply clinical information to other systems, registries, accountable care organizations and the way we’re asking, again there are probably better ways of asking it is whether it would be possible to emphasize the creation of an API to kind of have almost a data spigot so that the information represented that we’ve already codified could be even more useful for other systems communicating with each other and asking if the information that we’ve already codified in the consolidated CDA is appropriate for that.  

There are probably better ways of asking this question but that’s the intent that we want to get to is the HITECH Act has placed electronic health records at the center and has really given a lot of added importance and distribution to electronic health records as the tools that are in the provider workflows that in many ways are essential distribution channels for any sort of information technology, but there is a limit, there’s a finite limit to how much we can pile onto certified electronic health record technologies and as the requirements for population health management for analytics, for accountable care organizations mount we all, I think, feel that it’s not tenable to keep adding more into Meaningful Use and the definition of certified EHR technology and that maybe in a way anti-innovative, but what could we do to foster the innovation and to improve the ability of these core transactional and data systems to both share information with and receive intelligence from a whole panoply of other applications and services that could be built on top of that data architecture.  

So, those are I think the…and I think there are many instances where these have already been in some way addressed within the RFC and I’m serving nearly to highlight what are some of the key concerns that I have that I want to see the Policy Committee prioritize and reflect and in other areas these maybe issues that the Policy Committee, the Meaningful Use Workgroup, the IE Workgroup, the Privacy and Security Workgroup have considered and have for good reasons put aside for now and I’m asking you to consider putting it back on the table. 

We also…and earlier I mentioned the issue on privacy and security and the 2 factor authentication and some of the modular EHR security requirements that Dixie has brought up as well.  Let me pause there and take your questions and comments.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Or the best way to say is organized by topic you have it on one of the later pages in this handout.  I could use your help, Michelle; some of these I think are already in there.

Farzad Mostashari, MD, ScM – Health and Human Services – Office of the National Coordinator for Health Information Technology 
Yes.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
So, I think query actually is in there except for maybe the percent of providers who are proactively querying.  The certification requirement I think is already in there.

Michelle Nelson – Office of the National Coordinator 
The certification requirement is in there but it’s not in there as a menu item which is what this was asking.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Okay.

Deven McGraw, JD, MPH – Director – Center for Democracy & Technology 
This is Deven; it’s just phrased in terms of capability.  This is actually asking for whether there should be an objective in Meaningful Use, menu it’s specified, that would actually require people to attest to having done the query as opposed to just leaving the capability there without any required function.  

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
So, that means that would take up one of your objective slots.  Okay.  Any concerns with including that in the RFC?  Okay, next one is identity matching, it’s basically asking how can we do a good or better job at identity matching which I think we need the answer to.  So, any concern with including that?  

Okay, transitions of care.  I think the ask here is we have a 65% and a 30% electronically met objective and he is asking can we raise that to 50% electronically.  I think as the Workgroup discussed it there was concern whether that's possible in many areas of the country even if they wanted to.  So, that was the reason for not going that far.  

Christine Bechtel, MA – Vice President – National Partnership for Women & Families 
I think, you know, from my own view, given, you know, what we’re seeing environmentally and the importance of data exchange and all the new models, and all the reasons we know, I think it's really important to ask the question and to ask it in a way that allows people to answer what would it take to get there and part of the reason is, you know, not to mention the letters that Charles raised early on there is this enormous amount of political attention around data exchange right now.  So, I think it would be unwise for us to say at this point that the question shouldn’t go in the RFC; I think it’s very helpful to go into the RFC.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
So, we would state it as we stated it, request comment on that and pose the question can we raise it to 50?

Christine Bechtel, MA – Vice President – National Partnership for Women & Families 
Yeah and what would…

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
And what would be the barriers.

Christine Bechtel, MA – Vice President – National Partnership for Women & Families 
Right, what would it take?  What would be the enablers would be the better question.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
I think you want to know both, right?  So we don't know all the barriers.  What are the barriers and what it would take to get over those?

Christine Bechtel, MA – Vice President – National Partnership for Women & Families 
Sure.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Some can be policy, some can be technology.  Okay, patient generated data is this anything new?  I think this is…is this the same?  

Michelle Nelson – Office of the National Coordinator 
These are just additional questions that we’re hoping to ask.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Oh, okay.  Okay, got it.  

Deven McGraw, JD, MPH – Director – Center for Democracy & Technology 
I mean, I’m…this is Deven again, I’m trying to figure out why this is different or additive to what we've already got, because we are sort of…you know, we’ve…in the hearing where we explored this issue we identified that there were sort of multiple potential, sort of patient generated, types of patient generated data and sort of specifying sort of one type might not necessarily be the way to go here, but that’s…you know, the comment on that set of issues seems arguably to me as already pretty well invited by what we’ve already got in the criteria.  So, I'm just curious why you guys thought we needed to add some more here.

Farzad Mostashari, MD, ScM – Health and Human Services – Office of the National Coordinator for Health Information Technology 
I think we take another close look at it.

Deven McGraw, JD, MPH – Director – Center for Democracy & Technology 
Yeah.

Farzad Mostashari, MD, ScM – Health and Human Services – Office of the National Coordinator for Health Information Technology 
If it’s adequately covered then we don’t need to push on it.

Deven McGraw, JD, MPH – Director – Center for Democracy & Technology 
Yeah, I mean, because I’m of the mind, as Christine and others around the table, anything in an RFC that gathers more input we should do, but this was confusing to me, because I thought we’d pretty well asked these questions.  If we don't think we have I’m all in favor of making sure that it’s clear that we want a broad spectrum of input.  

Christine Bechtel, MA – Vice President – National Partnership for Women & Families 
So, we…this is a different question.

Farzad Mostashari, MD, ScM – Health and Human Services – Office of the National Coordinator for Health Information Technology 
Maybe in the interest of time maybe I can just ask Christine and Deven to work with MacKenzie and Jodi in seeing if there's certain key things that have been dropped we just add a few words in terms of getting more information that may not be adequately captured currently.

Deven McGraw, JD, MPH – Director – Center for Democracy & Technology 
Okay.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Okay, good.  The next one on clinical documentation you know that we’ve already accepted the charge from Farzad last time about even having a hearing and formulating recommendations in this area.  We certainly want to get as much input ahead of time as possible so that this is fine we’re planning a hearing in the very early part of 2013.  

Test tracking, this is asking a question, we talked about referral, and this is asking a question about adding another kind of closing the loop.  Safety assessment, I think that this is something the committee has been very interested in, we can certainly add those questions.  Consent management, do you think that’s covered in yours or just add these questions?

Deven McGraw, JD, MPH – Director – Center for Democracy & Technology 
I would add these questions.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Okay.

Deven McGraw, JD, MPH – Director – Center for Democracy & Technology 
Yeah, we haven't really asked them in this sort of level of detail in any other venue, you know, these are the issues that we raised as needing further exploration and the recommendations that we made in August of 2010.  So, two thumbs up on this one.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Okay and the API is something we’re interested in, we just didn’t cover.  So, we can add those.  We did at the Meaningful Use Workgroup heard about the PDMP…

Farzad Mostashari, MD, ScM – Health and Human Services – Office of the National Coordinator for Health Information Technology 
I’m sorry, on the API; again it’s a tricky concept.  So, if any of the Policy Committee members have suggestions for how to more fully express and make it answerable what we’re trying to get at here we would certainly welcome that.  

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
So, those who self develop and those who develop could help us out with that.  Yeah?

Theresa Cullen – Director, Health Informatics – Veterans Health Administration 
The one comment on that is, this is specific to API but I'm worried we're going to limit ourselves by saying API.  It’s the function...

Farzad Mostashari, MD, ScM – Health and Human Services – Office of the National Coordinator for Health Information Technology 
Terry, then you’re on the drafting team then.  

Theresa Cullen – Director, Health Informatics – Veterans Health Administration 
Okay.

Deven McGraw, JD, MPH – Director – Center for Democracy & Technology 
This is what happens.

Theresa Cullen – Director, Health Informatics – Veterans Health Administration 
This is what happens when I go to AMIA and I’m surrounded by really smart people and realize we’re limiting ourselves.  

Farzad Mostashari, MD, ScM – Health and Human Services – Office of the National Coordinator for Health Information Technology 
Exactly.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Yeah.

Theresa Cullen – Director, Health Informatics – Veterans Health Administration 
Okay, I’ll figure it out.  

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
You’re on the team, you and Marc and Judy are going to help us with this one.  Okay, the prescription drug monitoring, now what we heard, we had that briefing and looked at the success of the pilot.  When we asked the question at the end, well are there standards for everybody to join the answer was no.  So, presumably you’re asking what would it take to accelerate the adoption of those standards.

Farzad Mostashari, MD, ScM – Health and Human Services – Office of the National Coordinator for Health Information Technology 
Yeah, that’s right and to really…the people doing the presentation under the pilots didn’t have all the answers, but the community at large might.  

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Okay.

Farzad Mostashari, MD, ScM – Health and Human Services – Office of the National Coordinator for Health Information Technology 
And, I think the question is whether by leveraging things like single sign-on, by leveraging the prescription medication history fill standard, by leveraging potentially the query functionality whether there are capabilities, more fundamental capabilities or the notification requirements around information exchange, whether there are particular existing criteria, standards functionality that could find their additional use and expression in enabling the linkage between PDMPs and prescribers, dispensers, and emergency departments.  

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Okay, good.  Non-percentage-based…this is just a question, how else can we do this is that it?

Farzad Mostashari, MD, ScM – Health and Human Services – Office of the National Coordinator for Health Information Technology 
Yes.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Okay and referral tracking I think we already have.

Farzad Mostashari, MD, ScM – Health and Human Services – Office of the National Coordinator for Health Information Technology 
May already be there.  

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Except for test results.  And then…sorry?

Michelle Nelson – Office of the National Coordinator  
For referral tracking, I think the question was could it possibly be its own objective.  I’m sorry, that was test tracking, sorry, sorry.  

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
It is right?  

Michelle Nelson – Office of the National Coordinator 
Test tracking is not its own objective right now.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Oh.

Michelle Nelson – Office of the National Coordinator 
But, we’re talking about referral tracking.  Sorry.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Well, test tracking is under referral tracking and this is what…so you want a separate objective?  One of these days you aren’t going to be able to go 20 objectives to 20 objectives, you go from 20 to 40, Farzad. 

Farzad Mostashari, MD, ScM – Health and Human Services – Office of the National Coordinator for Health Information Technology 
Request for Comment, Paul.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Okay.  Okay and the final one was AA conformance, I don't think you mentioned that yet.

Farzad Mostashari, MD, ScM – Health and Human Services – Office of the National Coordinator for Health Information Technology 
No, that I think we dropped down, this was on the usability side, we dropped down from double A to single A in Stage 2 and just put it for the disability community and universal access.  I don't think we are asking whether we should bump that back up, you know, signal the…

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
You are asking…

Farzad Mostashari, MD, ScM – Health and Human Services – Office of the National Coordinator for Health Information Technology 
So, what we're seeing here is comments received we dropped from double A to single A in terms of conformance, what would it take to get to double A?

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Okay.  And you have another one?  Okay.

Christine Bechtel, MA – Vice President – National Partnership for Women & Families 
I do because it comes from the last meeting that we had it was supposed to go in the RFC and that was the questions around what happens when a patient clicks the download button.  Do they need to get a warning that says, you know, you’re about to download this, it’s your responsibility blah, blah, blah.  So we talked about that in the last meeting that we were’ going to put it in the RFC, it’s in the minutes that we approved this morning.  So, I’d just like to be added back in.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
So that would be under the VDT.

Farzad Mostashari, MD, ScM – Health and Human Services – Office of the National Coordinator for Health Information Technology 
VDT.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Yeah, okay.  Anything more?  Well, thanks for a very robust discussion and I know sometimes we went a little bit beyond the RFC, but we are truly interested in additional thought power behind this.  We want to make this an inflection point.  We want to make this good and we want to make it achievable as well.  We’re going to need everybody's help on this but thank you for the whole Policy Committee in helping us walk through this. 

So, we will get this out as quickly as possible.  I guess it looks like it's next week and the office will undertake consideration about the due date and the timing.  So, we’re operating, we’re marching under your orders from a deadline, which of course is trying to be responsive to the community which said they wanted as much notice as possible.  So, we’ll honor whatever you tell us as far as the timing.  Okay, I think we're going to be open for public comment before lunch.

MacKenzie Robertson – Office of the National Coordinator 
[bookmark: _GoBack]Yes, operator, could you please open the lines for public comment and if there's anyone in the room that wants to provide a public comment before lunch if you could please come to the table and I’ll just also note for the record that Scott White, Tom Greig and Patrick Conway were in attendance today for the record.  And the public comments will be limited to three minutes.

Alan Merritt – Altarum Institute   
If you’d like to make a public comment and you’re listening via your computer speakers please dial 1-877-705-6006 and press *1 or if you’re listening via your telephone you may press *1 at this time to be entered into the queue. 

MacKenzie Robertson – Office of the National Coordinator 
So, while we’re waiting for the public comment on the phone if the woman on the table could please identify yourself?  Thank you.

Donna J. Mazyck – Executive Director – National Association of School Nurses
Hello, I’m Donna Mazyck, I’m Executive Director with the National Association of School Nurses and I’ve been listening and really enjoyed the comments that I’ve heard today.  I just want to speak to proposal 303/304 about advancing the concept of this electronic shared care planning tool.  I think when I look at transitions of care what I see missing is that children are transitioned home and also to school.  So, they could be diagnosed with type 1 diabetes on Wednesday and in their classroom on Monday and so I’d like for that to be considered as we look at experience and what we know children have a care setting, a healthcare setting that’s not at all in the traditional healthcare arena.

MacKenzie Robertson – Office of the National Coordinator 
Thank you.  And I see that we have one public comment on the phone, Mr. Hummel if you could please do your public comment?

Jeff Hummel, MD, MPH – Medical Director - Washington Idaho Regional Extension Center
This is Jeff Hummel; I’m the Medical Director of Washington Idaho Regional Extension Center.  I wanted to speak to the discussion about the clinical decision support that focuses on specific health priorities and how to do that.  I do a lot of work at Qualis Health that involves how Meaningful Use helps to drive the transition to value-based reimbursement in which health information technology is used to measure and manage quality outcomes in prevention and also in population care for chronic conditions and as a result I tend to think about what I would call foundational data elements.  In other words the data elements that support the Accountable Care Organizations as they evolve, the patient centered medical home, Triple Aim whatever you want to call it and I would like to encourage that the first efforts in clinical decision support really focus on the accuracy of the those foundational data elements. 

So, in addition to demographics and vital signs which are obvious the other ones most of which you’ve covered really well are the problem list, the medication list and then lab results reporting.  The last one though is PCP, the primary care physician.  If these data elements are complete, reliable and accurate we can manage everything from childhood obesity to HIV.  It's the one that I don't see much attention paid to PCP though that I want to just draw your attention to.  I think there's a tendency to think that the PCP field is one that sort of takes care of itself, but I would argue that's not the case.  And there’s a lot of chaos in how patients are attributed to PCPs and how accurate that field is. 

And when that field is not accurate it undermines reporting at the provider level because reports become inaccurate, maybe some things that the primary care providers can argue about whether its real or not, these aren’t my patients, which undermines much of the work that needs to be done in order for healthcare organizations to transform themselves into really Accountable Care Organizations and that includes care transitions.  So, I would really urge that we start to think about how to assure that the PCP field is accurate and updated with each visit.  Thank you.

MacKenzie Robertson – Office of the National Coordinator 
Thank you and I see we have two more public comments on the phone. Ms. McGlynn.

Mickey (Michele) McGlynn – Senior Director, Strategy & Operations – Siemens Healthcare
Yes, hi, thank you, I’m Mickey McGlynn, I’m the Chair of the EHR Association and I’d like to make a comment on behalf of the Association.  I’d like to request a change in the comment period on the RFC from 45 to 90 days; you talked a little bit about this a few minutes ago.  It’s a significant RFC that has many complexities and opportunities for input, you know, as we can tell from the good discussion that was just had.  

We in the EHRA would really like to provide high-quality thoughtful response to the RFC, but as a practical matter all of our resources within our member companies who understand Meaningful Use and the implications of it are heads down working hard to understand Stage 2 and driving to complete certified EHRs to help our customers achieve the current phases of Meaningful Use.  We believe this is the right focus and don't want to divert any of our attention away from this because it’s what we need to do right now to enable our customers to achieve the current stages.  Thank you.

MacKenzie Robertson – Office of the National Coordinator 
Thank you and our last public comment on the phone, Mari Savickis.

Mari Savickis – Assistant Director, Medical Affairs - American Medical Association
This is Mari with the American Medical Association, I would like to reiterate the comment that other people made with respect to the timing of the RFC.  We also would like to provide feedback if possible and are concerned about the holidays.  So, I would argue that the deadline should be extended to no earlier than January 31st.  I can totally get on board with 90 days, but definitely would say no sooner than January 31st, thank you.

MacKenzie Robertson – Office of the National Coordinator 
Thank you; are there any other public comments on the phone right now?  And are there any more public comments in the room?  No.  Okay, so Paul for lunch?

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
For lunch, why don't we come back at 1:25, please.

MacKenzie Robertson – Office of the National Coordinator 
Okay.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Thank you.

MacKenzie Robertson – Office of the National Coordinator 
Thank you.

Operator
All lines are now live.

MacKenzie Robertson – Office of the National Coordinator
Operator are the lines open?

Operator
Yes they are.

MacKenzie Robertson – Office of the National Coordinator
Great, Paul, I’ll turn it back over to you.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
All right, thank you and thanks for coming back from lunch.  In the second half of our day we’re going to be talking to Mariann Yeager from Healtheway and followed by an ONC update with both Jodi Daniel and Carol Bean and then conclude with public comment.  So, Mariann Yeager is going to talk about the relabeled eHealth Exchange which I think used to be NwHIN Exchange, right?

Mariann Yeager – Interim Executive Director – Healtheway, Inc.
Yes, exactly.  Thank you, Paul and thank you all for inviting me to speak with you today.  What we thought we’d do is provide a little bit of context for what we’re going to talk about today particularly for those who haven’t been tracking the transition of the Nationwide Health Information Network Exchange to the eHealth Exchange and then talk a bit about the transition itself.  It was suggested that we might take a moment to provide some highlights regarding the legal agreement that’s in place that serves as part of the trust framework in the exchange and that's called the Data Use Reciprocal Support Agreement or DURSA and then share a little bit about Healtheway as the nonprofit supporting this work and open up for discussion.

So, the eHealth Exchange is essentially a community today of 34 different exchange partners who share information under a common set of rules of the road and that is basically articulated as part of a common trust agreement which I mentioned is the DURSA and a shared set of technical requirements, policy requirements, and a shared testing program.  This work is actually based upon national standards some of which are NwHIN and others and it’s not a surprise that this started as an ONC Nationwide Health Information Network Program Initiative really dating back to 2007 when there was work to do a set of demonstrations and trial implementations regarding a set of use cases and standards and in 2009 that work evolved to begin production among a small set of organizations and at that time it became known as the NwHIN Exchange.  

This is the former I think vision for the Nationwide Health Information Network was to have a network of networks approach and actually when HITECH came about and there was a need to really support much broader health information exchange needs and when ONC broadened the vision for the Nationwide Health Information Network this work became known as the NwHIN exchange.

Just a few weeks ago this actually had transitioned from being supported by ONC who has incubated this work over the past several years and is now supported by Healtheway which is a nonprofit public/private partnership and has since then been rebranded as the eHealth Exchange.  So, the eHealth Exchange still exists, it’s the group of partners who share data, they do so under the DURSA and again that's been underway for quite some time since 2009. 

Healtheway is the nonprofit organization which was chartered to support the eHealth Exchange and we realized that being able to support operational support and staffing, and being able to provide contracting and staffing, etcetera, was important but what we also realized is that there are a whole group of stakeholders who are not directly involved in the exchange who may not have a seat on the governing committee which oversees the exchange called the coordinating committee, we realized that is also an important juncture to engage industry and other stakeholders more broadly in the future evolution of the exchange and to really start working very aggressively on collaborating with other industry groups to advance HIE implementation.

So just a snapshot regarding the strategic roadmap, again this started and came from, and was built from early work on the Nationwide Health Information Network, the initial rollout really took place over the past several years where early adopters came forward largely to share data in support of different federal business cases and from that what we realized is that there was a tremendous opportunity, demand, interest and growth, and what we realized, probably about 15 months ago in working with ONC, is that this community of exchange partners really grew beyond a proof of concept, it really wasn't a pilot anymore it was a fully functioning production network of networks that had a real need to take some pretty aggressive action to continue to grow, mature and scale and so there was a collective decision to transition this from an ONC program initiative and to really grow and evolve this going forward. 

The goal is to remain aligned with the national strategy.  If you think of it some folks have equated the eHealth Exchange as sort of a national level beacon community and so it’s a perfect proving ground to try out new policies or new technical approaches to pilot out test it and so remaining very closely aligned with the national strategy is an integral part of the Healtheway's agenda.

And then beyond…so we really plan to focus the next 12 months on expanding connectivity.  There are 34 organizations in production; they represent more than 500 hospitals, thousands of providers, tens of thousands of users and probably at least 100 million patients at this point.  We’re in the process of doing a survey to get updated metrics but we believe we can more than double that by the next year.  

And then the next phase beyond that is actually implementing the sustainability plan and growing, continue to grow beyond that.  So, the objective around the eHealth Exchange is to really function as a critical part of the Nationwide Health Information infrastructure and to really be supportive of the overall objective to improve health and welfare of those in the US and we think that the way to do that is by providing a set of services and policies that allow organizations to expand their connectivity in a very streamlined way, in a way that minimizes the need for one off negotiation of legal agreements or policy, or technical requirements and to really implement that through a network of networks and that having that interconnectivity whether it is between the private sector and the federal government, between states or even between private organizations.

This slide includes the list of 34 organizations in production.  There are 4 federal agencies, 5 state HIEs, 8 beacon communities and a host of IDNs and health information organizations, exchange organizations.  There are 5 in the activation stage.  I think we’ll probably, by the end of this week, announced 2 additional which we can add to this list.  So, we’ll have probably 40 in production by the end of the year and then again we’ll more than double by next year.  Our on-boarding cue as we speak is 24 organizations and growing.  We receive multiple inquiries every day.  So, it’s pretty dramatic growth.

When this effort first started the primary technology solution that participants used with was based upon connect which is the software that was jointly developed by federal agencies and again that was facilitated by ONC and the Federal Health Architecture Program and since then you’ll see this list represents about 20 different technology solutions which support the exchange partners in production.  And again, this list is growing pretty dramatically.  We’re seeing significant growth more in the EHR vendor space as well as HIE vendors as well.

Often folks ask why this model, why is this network of networks approach really working and the idea really stems from having the ability to implement the core services and the trust framework once and having the ability to interconnect with anyone else in the network for permitted purpose and to not have to do that one off negotiation, one off testing.  So, the idea that this has actually been memorialized both in the legal agreement and making sure that once someone joins the exchange you can use that same connectivity for multiple approved business cases and then also that's reinforced by the testing program that we’re implementing which is you test once and have the ability to exchange with many. 

The fact that they’re a shared infrastructure, there's a shared governance process and a common set of rules of the road means you don't have to negotiate again every time and so we’re actually in the process of calculating a return on investment.  One example alone, once the exchange reaches a total of 65 participants I think the savings every time you would have to do the legal agreement is somewhere in the tune of around $70 million.  So, if each organization had to engage their legal counsel and have to negotiate that point-to-point arrangement we've actually shown, even to date, we've saved to the tune of around $8 million just with the version of the DURSA that’s in affect.  And again, the savings also come from joint testing, you test once exchange with many, it eliminates the need for that multiple testing approach.

In terms of the transition Healtheway formally assumed responsibility for operations as of October 1st. and this includes the ability to on-board new organizations to be exchanged as well as testing.  We actually recently announced the selection of CCHIT as the testing body which will support both the eHealth Exchange as well as a 15 state initiative called the EHR HIE Interoperability Workgroup and by partnering with that group we were able to come up with a joint product certification program that both satisfied the needs of the eHealth Exchange participants and having really interoperable products as well as those needs of the states.

CCHIT will also do network certification to the exchange, so participants are expected to use the certified product and then also go through additional testing for network certification.  We took on responsibility for managing shared infrastructure which current includes digital certificates and a service registry, that’s how you find other exchange partners and know what capabilities they support.  And we’re taking on support of the coordinating committee and maintaining the legal agreement and the specifications themselves. 

We are in the process of preparing to pilot and a launch this new testing program with CCHIT and we are on target to launch that in the first quarter of 2013.  And we are also in the process of implementing the growth and sustainability strategy.  I’m happy to report and I’m sure our colleagues at ONC would agree we are existing today without any funding from ONC and so we have had the rare opportunity to be able to start and for this work to really grow and flourish without necessarily ONC funding.

So what's changed?  Well, quite a bit has actually stayed the same.  The underlying trust framework has stayed the same, the coordinating committee continues as it always has with the authorities granted to it under the DURSA.  The DURSA remains unchanged.  Really the only thing that's really changed is that instead of the exchange being supported by ONC, as an ONC federal program initiative, it’s supported by Healtheway and now as a public/private partnership and we've shifted responsibilities for how testing is conducted and how operationally it’s supported. 

Also in terms part of the sustainability strategy will actually become in part from annual participation fees that the 34 participants and other who join will pay beginning in 2014.  And I anticipate you all probably have questions of where the funding is coming from.  We were able to start up Healtheway based upon in time contributions and basically contributions from the private sector.  It was done completely; Healtheway was started completely based upon the resources and revenue from the private sector.  

So, that revenue comes from two places, one there is an incentive program for the 34 participants who are currently engaged in the exchange have an opportunity, if they wish, to sign up as anchor participants and begin paying annual participation fees beginning this year.  We've had a good level of uptake there.  We also have revenue coming in from the Healtheway Founding Member Program and that's where corporations who wish to have a stake and which to engage with Healtheway can actually join Healtheway as a corporate member and that's also the second source of revenue.

The way that the eHealth Exchange is governed has remained unchanged.  So, there’s still a coordinating committee which includes representation from the participants their duties are laid out in the DURSA, they oversee participation, they have approval responsibility around the rules of the road.  They do have responsibility to handle disputes and facilitate resolution of any reported breaches and handling changes to the underlying framework itself.  And the coordinating committee also has responsibility for designating Healtheway as the operations body.  So, the coordinating committee exist in and of itself and it gets again its responsibilities from the legal agreement.  

Healtheway is governed by a corporate board of directors which currently includes three representatives from the coordinating committee and we will round out membership or participation on the board by up to 9 elected member seats.  So, we’re in the process right now of processing the founding member applications and we’ll use that to seat the initial board.  There are also government liaisons who may also engage with the Healtheway Board of Directors, federal agencies aren't able to sit on a corporate board and do the fiduciary responsibilities.  We do have two representatives from ONC and a representative from the Social Security Administration and CMS who are liaisons for the Healtheway board and we believe that’s important both in the spirit of a public/private partnership but to also make sure that we’re actually aligning with and helping to implement the national strategy.  

There are also three at-large seats that the board can fill and this would include other types of representatives who may not join Healtheway as members, consumers being a really critical group.  We know we have to have consumers at the table as we forecast and move forward with the strategy.  We need providers at the table and so we’re very sensitive about having a healthy balance of stakeholders as we chart the path forward.

One of the key areas we realized, it was more than just moving support from ONC to Healtheway was we needed to use this as a learning opportunity and we've learned a lot and I will touch on testing but I know we've also learned a lot in terms of the policy space.  What we realized is that we really needed to revamp the testing program, align it with the national strategy use more of a certification-based approach.  There was a decision to actually…we went through a formal request for proposal process and ended up selecting CCHIT in conjunction with the EHR HIE Interoperability Workgroup because we wanted to make sure we were building off the competencies that these organizations have already demonstrated in testing EHRs.

With this, we’ve been able to demonstrate and we’ll be able to, you know, through the pilots report the outcome of a much more streamlined and efficient process that will allow us to scale.  So, think of this, it’s about 10 times the throughput, about 1/10 the level of effort and about 1/10 of the cost to the vendor community.  Vendors are really supportive of the approach because it’s cost-effective and they are able to go through the testing program once rather than having to test each and every implementation.

So, Healtheway's mission is really twofold, again it’s to provide that shared support to support the infrastructure of the eHealth Exchange and that really enables it’s participants to realize their missions but it’s also important that we really be good stewards in the industry and advancing HIE implementation.  So, we know that the issues we have to solve for the eHealth Exchange are generalizable, they’re issues you all talk about everyday identity matching, really solid testing around content and the need for robust provider directories and these things aren’t really a surprise.  

I mean, what we’ve realized is we want to engage and collaborate not just for the benefit of the eHealth Exchange, but for the benefit of the industry, as a nonprofit we're finding that really great mission-based focus.  We are working with many groups starting with the EHR HIE Interoperability Workgroup.  We’ve reached out to the direct trust group.  I mean there are just so many shared issues that we can work together on rather than addressing separately and so the EHR HIE Interoperability Workgroup activity and testing was the first of other initiatives to come.

At this point it was requested that we maybe talk a little bit about the DURSA.  I know the committee has spent some time over the years contemplating this.  It is a comprehensive multiparty trust agreement that all participants in the exchange sign.  The idea is to eliminate the need for point-to-point agreements and to set forth a common set of terms and conditions that serve as the basis for what an organization needs to have in place to agree to share data with someone else.  It does assume that participants already have trust relationships in place with their own agents, employees and data connections that’s typically memorialized through other participant agreements or policies and because this is a living document we anticipate it will change over time.

The key tenets of the DURSA, again aren't really that mysterious.  I mean, they are many of the issues that this group has spent a good bit of time talking about and so I’ll highlight just a few.  We do work and build upon applicable laws.  So, the expectation is instead of trying to repeat all the legal obligations that participants have its recognizing that each participant has to abide by the laws to which they’re subject and those vary.  If you’re a federal agency you’re subject to federal rules and regulations and if you're a private organization you’re also subject to state law.  If an organization is not a covered entity or a business associate then they have to abide by HIPAA privacy and security rules as a contractual standard for performance.  

There is the idea that if you wish to request information via the exchange for treatment purposes you also have to be available to respond to treatment request.  The ideas is that there is autonomy, there should be autonomy, local autonomy and being able to apply and abide by state law and local policy, so this respects that, it allows policy decisions to be made locally before releasing information. 

There are a defined set of permitted purposes which are quite narrow.  It is much more constrained than HIPAA and they align with the specific business cases which are supported in production those will be evaluated over time, but there's a very formal and deliberative process to expand those.  And then there other things around identity proofing and authorization, etcetera.

The participants also have to abide, as a contractual standard of performance, comply with the technical standards and there are also other provisions in there around indemnification and obligation to report breaches and others as well.  There is also a mandatory but nonbinding dispute resolution process which again in the spirit of trying to resolve things through a process before resorting to legal action.

There are a lot of lessons learned with the DURSA.  It’s interesting we really anticipated there would be tons of questions regarding the agreement itself and it’s been around a while.  I mean the original version of this came out in 2007; it’s gone through lots and lots of review.  A multi-agency federal clearance process, probably four different times and what we found is that there really aren't that many questions about the agreement itself.  I mean, it’s pretty basic stuff when you boil it down and we have seen that it has eliminated the duplicative point-to-point agreement.

So, folks who sign the DURSA don't have to do those off-line negotiations, they are able to focus on implementing their local policies and focusing on the implementation itself.  And then as I mentioned before, there has been a return on investment to date and there will be future returns on investment. 

We found that in terms of areas in learning that the focus actually has been on how do you execute this agreement, who signs it?  I mean it seems like kind of something simple but some particularly larger organizations and particularly federal agencies spend a good deal of time, well who should sign this and then the other is how do we implement the flow down provisions?  So, there are certain things in terms of the DURSA has to, you know, to support that chain of trust because you sometimes have one, two, three organizations removed, how do you make sure that the spirit intent of the DURSA is actually implemented in practice and that's actually taken some time.  We know that that’s an area where we want to do further study and further guidance as well.

We do believe and what we’re seeing and hearing from the participants is that the agreement does have the core elements that are needed for day-to-day exchange of health information.  We’re able to operationalize this through other operating policies and procedures so the version of the DURSA we have has been in effect since 2011.  We’re not anticipating any major changes to the agreement any time soon but as a living document, again, will continue to iterate over time and so with that I’ll open it up for questions and discussion.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Good, thank you very much Mariann, very informative. Deven?

Deven McGraw, JD, MPH – Director – Center for Democracy & Technology 
So, this is a terrific presentation, Mariann, and it’s really good to have this information.  I was somewhere over the last several days where somebody was mentioning the Nationwide Health Information Exchange and made the comment, oh and they’ve changed the name of the Nationwide Health Information Exchange and now it’s, you know, something else, you know, and I actually think they got the name right, but they were referring to it as though the entire concept of the Nationwide Health Information Exchange had now been…now it was going to be called this entity and be something different.

So, you know, to me I’ve always read it, even from the news reports, as being, no this was this particular Nationwide Health Information Exchange Network Program that is now, you know, something else.  And, so I think it’s helpful to maybe, and you don't necessarily have to address this, but if I'm right it would be good to have that reinforced because I think it’s helpful for people to sort of understand what this is and what it’s not.  Of course, then it begs the question of what if there isn’t sort of what is the Nationwide Health Information Network if it’s not just this, but that's another conversation.

I think that I would endorse your idea and recommendation that there be consumers as part of your governance structure.  And I think it’s a good idea especially now that it’s being scaled upward and that there's opportunities for more folks to get involved and in terms of this sort of particular network and this particular initiative of exchange serving as sort of a way to test bed certain issues that come up or to take a look at how you all have addressed some issues that we’re trying to address in the larger context of exchange using other mechanisms, I find that incredibly appealing and I haven't read the DURSA in about two years, but I’ll be brushing up on the most recent provisions and would be very interested in keeping those lines of dialogue open because I think it could be incredibly helpful.  It’s a pretty impressive list of organizations that are already part of it.  Are they actually exchanging data?

Mariann Yeager – Interim Executive Director – Healtheway, Inc.
All 34 are exchanging data in production.

Deven McGraw, JD, MPH – Director – Center for Democracy & Technology 
Okay.  

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Terry?  

Theresa Cullen – Director, Health Informatics – Veterans Health Administration 
Hey, Mariann.

Mariann Yeager – Interim Executive Director – Healtheway, Inc.
Hi Terry.

Theresa Cullen – Director, Health Informatics – Veterans Health Administration 
You know, so I get the VA reports all the time, so I guess what I'm interested in and obviously not today, but, you know, there's a large omission here and whether we have metrics that are allowing us to monitor how we’re doing on that mission, because while I believe you that everybody's exchanging data, the issue is how much data?  It goes back to something Farzad said early on at this meeting about interoperability and how do we move that.  And what are the boulders and what are we doing kind of to go with what you just said about what are the lessons learned, how are we moving it forward, how are we dealing with identity, because I think what the country wants to see is what are the lessons…how is this program itself pushing forward the agenda, what are the lessons learned and then what can other people take from them to accelerate it?

Mariann Yeager – Interim Executive Director – Healtheway, Inc.
I think that's a good point and I think Terry you raise a really good point that just because you’re a participant in the exchange doesn't mean they’re all exchanging equally.  And we are starting to study that.  I know the VLER IPO has studied this as well and it boils down to things that…it’s simple workflow, technical implementation and so that's where we know we need to do much more study to understand well why does this participant really have tremendous volumes and others are struggling and what we're finding in the studies that we've done so far and it’s going to take more effort to really unpack that is to really get more specific about what the factors, influencing factors are and then working together on that.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Thanks.  Charles?

Charles Kennedy, MD, MBA – Chief Executive Officer - Accountable Care Solutions – Aetna
Yes, Mariann, thanks for that nice presentation.  The question I have is when it comes to ACO development that frequently gives the business rationale for deploying and participating in health information exchange.  Have you all done any work as to the applicability of the DURSA to enable ACOs to deploy HIEs more quickly?  Can you just take it as is or what have you done in that space?

Mariann Yeager – Interim Executive Director – Healtheway, Inc.
We believe we need to do more work in that space specifically and that is an area of focus and discussion among the Healtheway Board.  So we know that, for instance, several of the eHealth Exchange participants are part of an ACO and they were able to take the DURSA and translate core elements of it in more of their local information exchange relationship.  We’ve actually seen that pretty widespread that people will take the DURSA and they’ll adapt if for their state or their local purposes.  And there's a lot that is generalizable, there are some things because of evolution of the DURSA it would not apply.  I mean, there are just some concepts because it was born as an ONC program and it changed over time.  We think that this is a very significant area of focus where we could definitely see this being both a catalyst and a key part of the ACO model.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Okay, thanks.  Chris?  

Christopher Boone, FACHE, CPHIMS, PMP – Director of Outpatient Quality and Health IT – American Heart Association
Chris Boone, American Heart Association.  And, you know, as I'm reading through this and again this an excellent presentation, I'm just curious are you guys interested in any of the quality measurement or public reporting aspects is that in the future?

Mariann Yeager – Interim Executive Director – Healtheway, Inc.
The connectivity that the exchange enables can basically transport anything.  I mean, today that’s the summary patient record for care coordination purposes, it’s also other documentation and support of different CMS programs one of which is PQRI.  So, you could use the connectivity, again, you test certify to be able to move data and then you could layer on other quality reporting data.  I will mention, because I think this is something one we want to make sure is on ONC’s radar and this committee’s radar that we are beginning to undertake a technical strategic roadmap, really take a fresh look at the eHealth Exchange both from an architecture perspective but a functionality capability perspective to figure out how do we align and implement MU2, how do we align with the national strategy for trusted identities and how do we support other use cases that may not be supported in production today but there’s…and that's where we will definitely be seeking much more input, guidance and we welcome any input from this group.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Thank you, any other comments or questions?  Thanks, again, Mariann, very, very helpful.

Mariann Yeager – Interim Executive Director – Healtheway, Inc.
Well, thank you all for the opportunity, thank you.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
And next we're going to have an ONC update from Jodi Daniel.

Jodi Daniel, J.D., MPH – Director, Office of Policy and Planning – Office of the National Coordinator for Health Information Technology 
Great, I will start while Carol is getting up to the table and I’ll just stay here if you don’t mind.  So, you all have asked for more input on some of our programs so what we're trying to do for these ONC updates is kind of going forward I’ll give sort of an update on, you know, just very high level some things that are going on that folks might be interested in and then we’ll try to always have like one deeper dive into a particular program area to give folks a better flavor of what's going on in that space.  So, today we have Carol here to talk about the certification program.  So, I’ll just give a couple quick updates and then I’ll turn it over to Carol to talk about the certification program.

So, a couple things, just wanted to one, first let folks know about ONC’s Annual Meeting that will be coming up in December.  It’s from the 11th to the 13th; December 12th is the public day it’s in DC.  My understanding is that folks from the Policy Committee are invited to attend other days if they wish, but it will be focused more on grantees and some of their activities.  So, if you're interested you can let us know or just register.  The meetings will also be web streamed so folks who are not local…all day the public meeting will be web streamed.  So, for folks who want to listen in but don’t feel like traveling to DC, you can listen in or if you want to listen into part of it that will be available.  We’re still finalizing the agenda but we will be posting that on healthit.gov once we have it posted.  So, if you're interested just keep watching our website, I'm assuming we’ll probably put up a LISTSERV announcement when we put it forward.

Next, I wanted to let folks know that we launched our Health IT FACA Workgroup database.  So, folks who are interested we constantly have folks who are asking us how do we participate, how do I find about workgroups when they’re being formed and about hearings, you know, we have expertise that we’d love to share, we’d like to participate in the discussion and so what we’ve done is we’ve started an online basically application process where folks can identify their interests, their expertise and provide us some basic information about those so that as we’re forming new workgroups or if we need new expertise on workgroups, or if we’re holding a hearing and we need to look for folks with certain expertise we have a database of folks to pull from.  

We’ve had that up for about a month and we already have 379 people who have put their information up on our website.  So, for those who are listening we will if you don't hear from us it is not for lack of interest or appreciation for your expressed interests, but we are getting a big volume of interest so that's great. 

We are looking to launch a consumer workgroup so when we do we will post our interest in that up on that site and we will be asking folks that are interested to submit their interest through that database as well.  So that's how we hope to do this in the future, it won't be the only way we can find out about folks that we to pull for Workgroups or hearings, but hopefully it will give us a broader group to pull from so that we’re not just basing it on who, you know, the folks that people on the committees know or that the people in ONC know.

I also wanted to mention, so I’ve mentioned the consumer workgroup which we want to kick off.  I also wanted to mention to folks that ONC is interested in the Policy Committee looking at how Health IT can support the business needs of accountable care models and we would be interested in having a Policy Committee Workgroup on that topic as well.  

We’re still working through what the ask would be and we will make sure to feed that to the committee and talk to you about it, Paul.  But looking at things like how we can leverage existing policy levers at ONC’s disposal like our certification program, Meaningful Use, etcetera, but also how we might be able to coordinate across federal partners that interface with ACOs and ACO partner organizations like CMS, AHRQ and NLM.  So, you know, happy to talk with folks off-line about that and as we have something more flushed out as far as our thinking about what we would like that to be we will share that with you and get your input and then of course we would ask for folks who are interested to let us know through our online database.

A couple of other quick things, I wanted to let folks know that on October 16th we launched a Blue Button Health design challenge.  It’s a new effort to call upon the challenge of graphic designers to improve the design of the way information in medical records is presented and to make it more usable and meaningful for patients and their family caregivers or other caregivers.  The submissions are due by November 30th.  So, we’re not only tapping into challenges for innovations and for videos, now we’re looking for folks to help design information displays in ways that may make it more accessible to patients and caregivers so that's pretty exciting.

And a couple more quick things.  Of course, I'm sure folks know about…that the detailed specifications for clinical quality measures for use in Meaningful Use Stage 2 Program were released by CMS on October 25th.  ONC has worked across HHS and other partners to support the national quality strategy goals with a set of tools for the Meaningful Use 2 measures including working with the National Library of Medicine for value set authority center to store and link information to existing codes like SNOMED and ICD-10 and we can talk more about that also if you’re interested.

And finally, our eConsent Project, ONC has funded an eConsent Project and launched its pilot at four provider facilities in the Western New York Beacon Community on October 22nd.  There are two primary care provider facilities and two specialty care sites.  It will be a month long live pilot which is designed to provide patients with information that will help them make an informed choice about the sharing of their health information among providers and a health information exchange in a way that’s efficient and easy to understand.  

And the goal of the pilot is to test the effectiveness of the patient education material whether using tablet computers in a healthcare provider setting is an effective way to engage patients about their options and what is required of provider’s offices to help their patients make an informed decision.  So, as we have any more insight into that I’m sure Joy will be sharing it with the Privacy and Security Tiger Team but we’d be happy to share that with folks as well.  So, that’s all I’ve got and I will turn it over to Carol to talk about certification.

Carol Bean – Director, Certification & Testing – Office of the National Coordinator for Health Information Technology 
Okay, thank you I'm glad to have this opportunity to provide an update, we’re in a very busy period right now as you can imagine.  You will note in your packages and those of you who are following along I have 37 slides, but please do not worry, I do not intend to subject you to 37 minutes or more of that, most of these I’m going to just fly through, but wanted to be able to provide you with the details should you choose to pursue them more at your leisure. 

So, today I would like to speak with you primarily about two things.  One is the recent launch of the permanent certification program or the program formally known as the permanent certification program is now known as the ONC Health IT Certification Program, but partly because I'm going to be distinguishing it a little bit from the previous program, the temporary program and I’ve got two years, actually three years worth of distinguishing these two programs by temporary and permanent.  I will probably spend the rest of my life calling them this sort of like your mom calling you, you know, whatever that pet name was that you really wish she would forget. 

The other thing I'm going to talk about and spend more of the time on is test method and here we’re talking about the test procedures, the test data and test tools that we are focusing most of our energies right now on.

So, with respect to the ONC Health IT certification program, the permanent certification program our programs were established by regulation to test and certify electronic health record technology against standards and certification criteria that were adopted by the HHS Secretary.  On October 4th, the temporary certification program sunset and the permanent certification program under its new name began and this also was according to rule the regulation itself. 

The temporary program operated for two years, it was stood up in just a few months.  So, the permanent program or the ONC Health IT Certification Program is part two of a two-part approach that we took to developing a certification program that would be transparent objectives and highly rigorous.  So the permanent program or the current program looks a lot like, as a matter fact, the temporary program was designed to feature most of the characteristics of the permanent program in a slightly, let’s not put it that way, let's say that the permanent program increases rigor and specificity in a way that the temporary program was not able to do.

So, I’d like to spend a few minutes talking about the permanent program or the current program.  Here is a glossary or list key to the participants, the only ones that stayed the same we’ve just changed the names for most of them, as the government loves to do, manage to create a whole bunch of new acronyms in the process, you know, we sit up at night trying to dream these up, it’s much more fun if they can represent and be pronounced rather than have to be spelled out, but we weren't too successful with some of this. 

Anyway, the primary participants do remain the same and I will go through and show you how the permanent program compares to the temporary program which is most familiar to people.  The two participants that do not change in any of our schemes are ONC and the developer vendor and I think that is for good reason.  So, you may wish at some point to refer back to these, but I'm going to walk you through the pieces.

In the permanent program we have test labs and certifying bodies.  Previously we had testing and certification bodies that did both of those.  In the new program we separate those two functions out and that is represented here on this slide by what would appear to be duplication on these two lists.  What this actually reflects is the independence of the entities that test products from those that certify them and the distinction between the requirements for those bodies including the accreditation process for those. 

So, the next five slides will build in the old-fashioned way, you know, just sort of slide by slide, the program, a depiction of the program that in its entirety looks fairly complex but when you look at it piece by piece it’s much simpler.  So, we start with ONC.

In the permanent program we have two accrediting bodies.  The National Voluntary Laboratory Accrediting Program which is a component, an independent component of NIST, the National Institute for Standards and Technology, and a second accrediting body is the ONC approved acreditor; in this case it is ANSI.  We held applications established by rules, all kinds of fun details there, but here what is of note is that both of these accrediting bodies have to conform to the same set of international standards for bodies that accredit other bodies. 

Looking at the certification side first, ANSI is the ONC approved acreditor and accredits certifying bodies against international standards, technical requirements and regulation and here the international standard is primarily guide 65 and in order to be accredited they've got to meet all of those sets of requirements, all three sets of requirements.  Then they come waving their accreditation in the air to ONC and go through another application process to become authorized to operate and participate in this program.  

So, we have the five accredited authorized, ONC authorized certifying bodies who are accredited by ANSI.  On the flipside of that, on the other side of the house, on the test side NVLAP accredits the testing labs against international standards, a different set of international standards as well as their own sort of specialization of those standards which is the NIST guide 150 and even more specialized set of standards that was developed in conjunction with ONC that is specific to this particular program and this again is separate from the technical requirements and the regulatory requirements that they’re also accredited against.

Now, we’re going to flip to a different perspective.  Here we are looking at this process in this program from the perspective of a developer or vendor and one thing to note here and this was on the previous slide is the depiction of a firewall between the testing and the certifying components or bodies, again, they’ve been independently accredited and authorized, and they must operate according to the standards independently and this is something that both of the accrediting bodies pay very close attention to and this is one reason why when I listed them I listed them separately so you would see, you know, an entity on both sides of the wall, but they are completely separate. 

So, a developer or vendor will take a product and deliver it for testing and work with the test lab to get their product tested against the criteria that were established by rule, the standards and certification criteria and in the happiest of worlds they successfully pass the testing but what happens is that the results get delivered both to the developer vendor and to the certifying body and there’s some additional requirements there and the certifying body will issue a certification to the developer or vendor.

The certifying body also reports everything that the product has passed, all the criteria that it’s met, as well as some additional information about the product and the organization of the developer or the vendor and these things get reviewed by ONC and ultimately posted on the certified Health IT product list or the CHPL and that is one fun acronym.  So, we had a lot of fun when we were developing that.  

But the certified Health IT product list is the sole source of information on all the products that are certified in this program and this is the same CHPL that was operating in the temporary program will continue to operate with some fun enhancements in the new program.  And actually since the new program started on October 4th the current CHPL is operating in the permanent program.

So, just a quick little overview of a snapshot of the CHPL trends over time.  As of November 1st, last week there were 1642 unique products listed on the CHPL, about 2/3 of those were ambulatory as compared to inpatient products and about half of them were complete as compared to modular products.  There were 200, these 1642 unique products combined to make a total of 2744 products all together so that's what you would see if you were to count rows on the CHPL and this is where various vendors have come back and increased different aspects of their product, enhanced it perhaps done a DUI or something, a different user interface, that would not impact the certification that had already been received and they would not need to get a new number but it would be listed as a new version on the CHPL.

There are 896 unique vendors represented on the CHPL.  So, that's not to say that there are 896 products that are being used in Meaningful Use right now, it’s more like about half of those are actually being used for attestation, but there is a lot of activity in this market.

I would like to show you the current timeline as we move into the portion here discussing the test method which includes the procedures, data and tools.  As you are all familiar the 2014 edition criteria for Meaningful Use were released at the end of August.  Once the rule came out we were able to start working or complete an initial draft of the test procedures and we have been releasing them in waves over the past couple of months.  To date we’ve posted on our website initial drafts for 45 out of the 49 criteria so we’re at 92% as of today we expect the remaining 4 to be up this week.  But you will see on this timeline it still says TBD, I don't announce it until it’s happened.  There's just a lot that can happen in between now and then. 

The target is to go live with the 2014 edition certification on January 2, 2013, which is not that far away.  So, this very short timeframe for everybody, I think we all feel the pain of this one in different ways and different parts of our bodies, but all of us having our heads explode over this, it’s one reason we chose to continue a rolling process of releasing these things in waves and one reason why we’ve encouraged people to comment on these batches as they come out.

The comment process is not the full formal notice of public comment, notice proposed rulemaking comment process so we don't disposition but it’s a very public thing and one of the ways that people will find out about that is in the technical workshop that we are having next week.  Before we leave this slide I just would like to point out that over the next six weeks we need to finalize the test procedures to revise and get these things approved by the National Coordinator to formalize them by Federal Register Notice, to expand the scope of accreditation by the accrediting bodies of the test labs and the certifying bodies and for the test labs and certifying bodies to set up operations all in a six-week period, but trust me, it will happen.  We have done miracles and we will continue to do miracles.  We are well on the way and we have been working with some of them most fabulous people in the government and outside as part of this process.

So the next 6 slides detail the steps involved in developing the test methods for the 2014 edition, technical requirements that I've just described.  Here I really am not going to go into detail.  The technical requirements were established by rules and so that begins the process of the development of the test procedures.  They align with CMS’s Stage 2 Meaningful Use objectives and measures.

September through November we’ve been drafting the test methods and posting them, as I said, in waves on the ONC website.  At the same time through those waves we’ve been requesting comment, input, feedback from the public and let me assure you, we’re getting lots of comments.  We’re averaging probably in the neighborhood of 100 comments per test procedure that we post, some are quite a bit more than that but very few are much less than that.  So, that's a fairly significant activity that we have.

Once…starting next week, next week we’re going to have a training and a technical workshop that will be public and I’ll tell you about that again, yet another teaser for that.  We will update the test method per the public comment and review, and we will be training and evaluating the test labs and certifying bodies.  In December we anticipate posting, assuming that the National Coordinator approves these things, we will be posting these as final and have a Federal Register notice of availability for that and the backend sort of thing or the backend component of the implementation will slip into gear and that's where the NVLAP and ANSI, the accrediting bodies will begin to authorize or to accredit and ONC will authorize these entities to actually operate in this program against the 2014 criteria.

So, the next 6 slides simply list the test procedures, tools and data that are released in each wave.  Again, I’m not going to go through the list, but just to give you a sense of what we've been doing every week.  The first wave or actually the first couple of waves were test procedures where there was relatively little if anything changed from the 2011 version, they all had to be redone and updated for the 2014.  So, everything had to have something happened to it, but these, the procedures themselves were not anticipated to change, so that's one reason why they were chosen to be done in waves one or two and between one, two and three we were able to cover about a little more than half of those in the first three weeks of posting.

As time went on particularly starting with Wave 4 we begin to see additional complexity, additional features required by the criteria in the test themselves.  By Wave 6 which is the one that was posted last week as almost entirely new test procedures, well are entirely new test procedures and these test procedures are far more rigorous than in the 2011 edition and have different kinds of tools that are associated with them. 

The ones remaining are listed here in Wave 7 and as I said, we do expect these to be posted this week.  Just a brief moment of Ta Da, as I said, the features of the 2014 edition testing and certification characterized by much more enhanced increased rigor and by additional tools.  In the first set we had basically two or three depending on how you look at it, tools, and they were fairly rudimentary.  In this set, the 2014 edition we have eight tools and if you look at how they get applied to the test procedure it’s far more tool-based which increases the rigor of this testing.

Next week we are having the technical training and workshop.  It’s a three-day event.  The first day is completely public, it will be a webinar.  We have not put the details out, stay tuned for those.  We're going to release those details, we’re not being secretive about this at all, we’re trying to ensure that we have something to talk about and that's by way of getting the test procedures up.  So, our focus right now is getting those things up, but it will be next Tuesday will be a full day of fun and games, spending time on the test procedures.  We will give overviews of the comments that we've received and the changes that we intend to make to the test procedures prior to finalization.

In addition, there will be demos of all of the test tools, those tools as posted are available for download and playing right now but this will be a more formal rollout and many of the tools are in upgraded or updated versions at this point.

Days two and three are closed and the participants will be ONC, the accrediting bodies, the technical evaluators, the assessors, the test labs and the certifying bodies.  This will be an on-site, it’s required training for the test labs and the certifying bodies and this will be the beginning of the process that establishes their capability to perform in the program as will be assessed by the accrediting bodies.

So, oh, just here because I don’t have another place to talk about it, we have been working for the past basically six months to a year on a new version of the CHPL that is required for the 2014 edition because we will need to be able to access the CHPL instead of via two doors as we think of it now coming in whether inpatient or ambulatory, you will come in by the edition so there needs to be a way that people can get at the 2011 certified products and the 2014, and a combination, and so we've had to build a lot of backend logic and still need to be able to generate the Meaningful Use identification for CMS attestation, etcetera and so this will be live as well in January for that purpose.  How are we doing on time?  I didn't pay attention to when I started.  

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Do you just have a couple more?  

Carol Bean – Director, Certification & Testing – Office of the National Coordinator for Health Information Technology 
Two-thirty.  A couple more minutes or close off?  Okay, because I do want to allow time for some questions.  So, what's next?  In early 2013 we plan to launch an optional approach to the testing and certification lovingly referred to as scenario-based testing, this is brought to you by popular demand.  The program is required to allow or to have products certified individually, independently by certification criterion and so that leads to what I call unit-based testing where you need to be able to test each certification criterion one at a time.  That's not the way that many products are designed, that's not the way that clinical workflow typically runs.  There has been a lot of criticism of that and so we’ll just say that we've listened and are providing an option that will allow for a threaded kind of testing.  

What this ends up looking like is it’s an alternative to the unit-based testing and because it’s still required that the criteria be satisfied individually, I call it the Tinker Toy testing and so you need to be able to change the order of the testing and that's always been the case because it was all independent, but if you want to have a scenario or a thread that links the criteria together in a more normal or more natural workflow, you need to be able to sort of pop them apart and pop them together and you need to be able to peer into it at any given time and see what is going on, see the results, see, you know, to identify what the product is doing particularly with respect to some of the test.  You also need to be able to remove a test if that's not applicable for a particular module or product.  

So, my team and the Implementation Workgroup of the Standards Committee have been working for about 8 months on this approach.  The initial to be able to represent a typical clinical workflow in multiple care settings in a way that allows persistence of the data elements as well as maintains the testing flexibility, so in doing that we initially based the development of these threaded scenarios on the 2011 criteria because that's what we had, the CMS rule and the ONC rule had not been released yet so we could not work on those in any kind of public way and we really needed public input from many stakeholders in order to have any hope of making something that would satisfy. 

So, we are now going back and after we finish this sprint to get the test procedure up and the certification started by enable the certification products by January 2 we will loop back around and actually some members of my team have already began to evaluate, reevaluate the test scenarios against the 2014 criteria.  We have 5 test scenarios that we’re working on right now.  They’re listed here, medication management, emergency department, interoperability, outpatient, inpatient and we’re considering doing a quality-based one, there's a lot of interest in that, but we need to ensure that we've got our approach in process down as we begin to develop more.  So, anyway, that is what I wanted to report to you today.  And thank you for your attention and your patience.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Good. Thank you, Carol.  Comments or questions?   Terry?

Theresa Cullen – Director, Health Informatics – Veterans Health Administration
Hi, it’s Terry, thanks, Carol, that was really helpful.  I have one question and it’s about quality control of the certifiers themselves.  So, variability between interpretation at the time of testing by the different certification bodies.  I'm wondering do you worry about that?  Is that an issue?

Carol Bean – Director, Certification & Testing – Office of the National Coordinator for Health Information Technology 
No, no, just kidding, no when the decision was made, and I think a wise decision, policy decision, to go with multiple bodies then you introduce just de facto, the potential for variability, the potential for inconsistency.  We strive for consistency, we’re not going to be perfect with that but some of the things that help us sleep at night with that and a little bit less worrisome is having, and I’ll tell you I was much more an insomniac during the temporary program than I am in this permanent program because the responsibility for that falls on the accrediting body to a large degree and ONC served as the accrediting body in the temporary program and that’s one reason why we have accrediting bodies that aren't ONC in the new program. 

So, the requirements are based on the same things but they’re much more stringent and much more stringently enforced by the accrediting bodies because they can and they do.  The test labs and cert bodies pay for it; they didn't pay for it before.  There is a fair amount of work involved in the surveillance of the bodies themselves.  By increasing the rigor of the tests, for example, is one way that we can maintain quality in our product which is the ability to say that, you know…and we’re never going to say the products themselves are the same.  What our product is that the test is the same. 

We hold weekly meetings throughout the operation among the test labs and the certifying bodies to…I was little naïve in thinking that that would be much more open about sharing problems and issues than some of them are because they are competitors in essence.  However, I assure you that the public is very quick to let us know and we’re not relying on that, but we partly because of that, we went through a fairly extensive monitoring event, it took about three months to go through and we reviewed a subset of records of all of the ATCBs that were operating in the temporary program. 

We observed tests, testing live, you know, with permission of course not permission, the rule allows us to do that, but the vendors or developers knew that we were observing and knew that we were observing the test labs and cert bodies not them and so by doing that, by reviewing the records, the sample list of records, it was a biased sample of the testing itself, we were able to identify some places where we could improve consistency among these things, among the test, among the test labs. 

So we strive for it and to the extent that we can we have the big stick and so we can impose that in a way that nobody else can because, you know, you got to do what we say and we have…it’s not just a Carol wakes up in the morning and decides this is how it’s going to be we’ve got the full set of international standards and the requirements.  We've got the rule.  We have a fairly good infrastructure that enables us to do that.

As well, we have just undergone a fairly extensive review by the Office of the Inspector General, you know, looking at how we monitor and we've received some suggestions, but came through that amazingly unscathed and so I see that as a pretty good affirmation that we are doing a pretty good job of ensuring the consistency.  You always hear about it, but where we hear it we do respond to it.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Carol, you mentioned there are 2744 products that are certified and 896 vendors.  Of the 2744, do they include different versions or are they…?

Carol Bean – Director, Certification & Testing – Office of the National Coordinator for Health Information Technology 
Yes.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Okay.

Carol Bean – Director, Certification & Testing – Office of the National Coordinator for Health Information Technology 
Yes and they include you may have…that’s why we started, we shifted a while ago to providing numbers for the unique products because some of those would be versions that have absolutely nothing to do with the functionality to which it was certified and we need to be able to record that because our users are, you know, adopt who’s trying to decide, you know, which one do I buy, you know, how do I know which one satisfies the needs that I have, you know, for my practice in order to, you know, achieve Meaningful Use and so we've got to have them all on there.  So, that’s essentially 2700 rows.  

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Right.  This is another; do you wake up worrying about this kind of thing and this maybe more so for Farzad, but 896 vendors, are they all going to be here five years from now in Stage 3 and when you wake up worrying about that, what do you think?  

Farzad Mostashari, MD, ScM – Health and Human Services – Office of the National Coordinator for Health Information Technology 
You know, we look at the increase in the numbers of vendors and we’re initially very pleased to see a large number of vendors who successfully got certified and made us feel like, okay that's good, there will be a supply and then the number keeps going up and you start thinking to yourself, do we really need all that?  But, I think that's part of…if you look at other industries that's a pretty natural thing that happens where you see a lot of companies that are trying different approaches, trying new things, getting into it and that's a good thing.  Each one of those is an attempt.  Its innovation happening and what we've seen in other industries is there is consolidation over time and as you heard, over half of those really aren't players in the Meaningful Use, there are only about…vendors that have any products and, you know, any one of those could be the next, you know, offer great things. 

So, I think we have to kind of have a little bit of a longer-term vision in terms of what’s happening in our industry is probably going to mirror what’s happened in a lot of other industries, where we’ve seen an initial period of a lot of innovation, a lot of growth, a lot of different companies and ideas and so forth starting and then some shakeout.  And, I think our feeling is that what we want to do is we want to minimize the pain through better selection, assistance with the Regional Extension Centers to have people make the right choice the first time, but also through things like the portability requirements and the transparency requirements, you know, these aren’t going to be huge numbers of providers with some of the smaller products if they cycle out of the market place or they get consolidated or bought out.  But there is a pain associated with it with that happening even though the numbers are likely to be relatively small and trying to minimize the pain that comes with that switchover I think is the concern that I have.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Any other questions or comments?  Good, thank you for a much, Carol and Jodi.

Farzad Mostashari, MD, ScM – Health and Human Services – Office of the National Coordinator for Health Information Technology 
Carol, can I just…if somebody purchases a certified system and the certified product does not do what it is supposed to do and they will have some transparency into what the vendor provided and what the certification documentation was and so forth, but if, you know, it’s supposed to do X and it don't, what should they do?

Carol Bean – Director, Certification & Testing – Office of the National Coordinator for Health Information Technology 
Send me a letter.  No, the first thing obviously you try to negotiate or not negotiate but you deal directly with the vendor.  I'm assuming that that hasn't been successful.  The next logical thing would be to go to the body that certified it and, you know, say “hey, what gives?”  And it may be, you know, an interpretation, you know, it may be that your expectations are, you know, not aligned, but the quick answer is the office of certification has a mailbox and we invite people and we want to hear these comments.  This is one of the places where we have a finger on the pulse of our program and on the pulse of what's going on with the products.  

So, if somebody has a sense that their product…or is having trouble with their vendor, we can’t deal with vendor client relationships or contracts, but our lever is on the certified functionality of that product and they essentially…we haven't had to remove anybody yet, but I think that if…we’ve had complaints and we've had… all of them…there’s been actually very, very few complaints, we've had a lot of complaints that ended up being very resolvable by, you know, working with people, working with the ACB, the ACTBs helping educate the consumer, that sort of thing. 

But they should send to the onc.certificationhhs.gov and we will forward it on and we will review it.  We deal individually.  We averaged, it varies, but we get about anywhere between 50 to 70 e-mails per week that we respond to and typically we refer them, you know, or are able to refer them to answer their question very quickly or refer them on.  

So, we have…this was an aspect of the certification program that I absolutely did not anticipate was this customer service side of things, but we take it very seriously and we put a fair amount of effort into establishing a complaint management system and how to triage and it made that public and that's up on our website right now is what happens when you have a complaint and I don't have a slide of that, but the process that we follow and the remediation or the options that a consumer has are listed and how to contact people if there are questions or problems and so far we haven't had anything that has been irresolvable and all the vendors and the ACB's and test sites have been extremely responsive to the customers.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
That’s good to hear.  Okay, thanks a lot, Carol.

Carol Bean – Director, Certification & Testing – Office of the National Coordinator for Health Information Technology 
Thank you.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Appreciate it.  We can go to public comment now please.

MacKenzie Robertson – Office of the National Coordinator 
Great, operator, can you please open the phone line for public comment and while we’re waiting for any on the phone commenters if there is anyone in the room that would like to make a public comment please come forward.

Alan Merritt – Altarum Institute   
At this time if you would like to make a public comment and you’re listening via your computer speakers please dial 1-877-705-6006 and press *1 or if you’re listening via your telephone you may press *1 at this time to be entered into the queue.  

MacKenzie Robertson – Office of the National Coordinator    
There doesn't seem to be any public comment in the room.  Is there any public comment on the phone?

Alan Merritt – Altarum Institute   
There are no comments at this time.

MacKenzie Robertson – Office of the National Coordinator 
Okay.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
I wish you all a happy Thanksgiving and hopefully calm weather and see you back here in December for our 43rd.

MacKenzie Robertson – Office of the National Coordinator
Forty-third, December 5th and it will be at the DuPont Circle Hotel.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Great, thank you.
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