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Farzad Mostashari — Health and Human Services — Office of the National Coordinator for Health
Information Technology

Happy New Year. We have had a wonderful year. | had the opportunity to reflect a bit over the season
about what we did kind of a month by month basis, some landmarks I think in the past 12 months and |
think it's a good time to look ahead at 2012 and what we see having looked back at 2011, what we see
coming forward. | think someone said to me people want predictability in government and | think that is a
good point. And we look back at what | said in last year, January 11" or 12" in terms of what 2011 was
going to be, we are going to be focusing on and | said | think | will say a lot of the same things. So, there
you have it in terms of predictability and keeping to the course.

Meaningful Use is going to continue to be really the cornerstone of a lot of our activities and we are going
to see some numbers as we closed out the year, we expect to see those rise and continue to rise and we
are going to do everything we can to make sure that as many providers and hospitals are successful at
achieving Meaningful Use in 2012 and it is going to really be an all hands on deck this year in terms of
states, in terms of providers, in terms of vendors who are going to be really asked to step up to rise to the
challenge, and it is a challenge. We know that, but we believe, and | think the response from the
community has been that it is going to be a challenge well worth meeting.

So, Meaningful Use, 2012 really is going to be the year where Meaningful Use soars not just takes off but
soars and that is going to be a huge priority. The other thing that | said last year and | will say again this
year, interoperability and exchange is kind of our second and possibly more complex challenge and the
key things there are reducing the cost of exchange and interoperability through standards, through
services and through reducing some of the risk and liability, things like poor patient matching that
introduces risk and therefore cost to information exchange. Looking at ways to increase the value of
information exchange. Obviously, this is not something that we are in the driver’s seat on but we are the
beneficiaries of in a significant way and | think the movements that we have talked about before towards
payment reform and changes in how providers and hospitals are paid by private health plans, by states,
Medicaid, as well as Medicare are going to increase the value proposition, the business case for
information exchange and care coordination. So that is going to be the second part of fostering
information exchange.

And the third part is to make sure once we do that, once we reduce the cost of the transactions, once the
value increases information will begin to flow. But it will flow at the speed of trust and that is going to be
initially local, people who are, as Tim Cromwell from the VA talked about people being on a first name
basis exchange. Exchange among people who know each other on a first name basis. It is going to start
that way and it is going to go from a trickle to a flow to a flood as trust builds over time, but there are |
think actions that we can take to help establish some of the preconditions for trust and that is going to be |
think a major goal for 2012 through the discussions we are going to have around governance and
proposed regulations around establishing governance structure for the nationwide health information
network.

So, we talked about Meaningful Use and exchange, the third and something again, not a surprise, not
something new necessarily but something that | think in 2012 we are going to begin to see it really roll is
around consumer health IT and the consumer part of the eHealth agenda, not just in terms of patient
observations being incorporated into clinical information systems, as important as that is, but also looking
at how consumer eHealth, separate and apart from the electronic health records, can help improve
patient self-management.



We are doing a lot of activities now around that, a healthy apps challenges with the surgeon general,
videos that we are asking people to prepare in terms of how they are improving their own health, using
health IT, but also changing the relationship that people have with their own care and for their own
caregivers. | think we are going to begin to see that start to roll a little bit more. | talked last year about
safety being an issue and we had kind of a landmark, I think, in terms of the IOM study and 2012 is going
to be the year where we implement those recommendations. We are going to have the surveillance in
action plan before the 12 month deadline that the IOM suggested and we are going to work again with
industry, work with providers with the experts on making sure that we put forward really a feasible and
smart approach to addressing this really critical issue.

| talked last year, and will repeat it this year, about quality measurements and in some ways it is
frustrating that we feel like we have made progress but still so much more work to be done across the
entire lifecycle of quality measures from prioritization to specification, to making sure that they can be
calculated consistently and having a platform for quality measure calculation and standards, the code
sets, the value sets, all the way through that, the testing tools, the implementation specifications and so
forth. A lot of work was done in 2011, but | think 2012 is going to be an even bigger year for really looking
and | think connecting even more with a broader quality measurement community around moving forward
into this next generation of quality measurement.

| think it is also going to be a key development and understanding that we need to not only have the
infrastructure and the policies, and the technology for measuring quality but also for improving quality and
to have the afferent and efferent arms of quality in the form of whatever you want to call it, all right,
decision support is a part of it, population health management, some people say care management, but
the concept that you are really going to increasingly providers are going to be looking to take
responsibility and accountability for the health and the cost of their entire population of patients and we
need to be supportive of that in our activities.

So, a lot on the table for 2012. | think there are going to always be some challenges that we meet better
than others, but looking back at 2011 it is astounding how much progress was made. It was really maybe
the biggest year to date but we hope to, just as we have surpassed month by month, the previous month
on Meaningful Use, we hope 2012 will be just as big if not bigger in terms of making progress on these.
So, it is a partnership and | think we have gotten here by kind of being pretty good about staying true to
our principles and, you know, | do this...I'd do it again of just reminding ourselves, and the folks who are
listening in terms of how we approach the problems that we do approach and it is being principled about it
and those principles are making sure that we listen, that we have open and inclusive processes and the
work of the Federal Advisory Committee’s, these committees have been | think models for how to do that.

It is really having the end in goal, working backwards from the results we wish to see in all of these, not
getting mired in particular technology or policy choices, but really being true to the kind of eye on the
prize, but being based kind of feet on the ground in terms of where we really are today. It doesn’t mean
that we can’t be bold, but it does mean that we have to live in the real world and be evidenced based,
monitor and adapt to what happens.

We are going to use the market. We believe in the market. We believe in an efficient market being the
best tool for innovation and for creativity and productivity, but we are going to do that while making sure
that we do what we can to make the market perform more effectively, more efficiently, and we are going
to make sure that we watch out for those least able to benefit from and don’t forget about the least, those
who don’t have a voice, and make sure that we think about that as well.

And finally, putting the patient and their interests, including their privacy and security in the center of
everything that we do. So, let’s get started. I'm very proud of our work together and | can’t wait to hear
about what we've done this year. Thank you.

Paul Tang — Palo Alto Medical Foundation




Good. Thank you very much Farzad and | will join you in your assessment that 2011 was really an
amazing year, congratulations to you and the office on such an exceptional performance in terms of how
these policies are shaping up American Healthcare.

Farzad Mostashari — Health and Human Services — Office of the National Coordinator for Health
Information Technology

Actually, | have one thing | forgot to mention. In keeping with our pledge, this administration’s pledge
towards transparency and open government and sharing the information that we have, we’ve worked with
CMS to make a public use file available on healthdata.gov it’s up now, if you go to healthdata.gov that is a
public use file of the Meaningful Use attestations and it includes some information on the month in which
the attestation was done, the state in which the attestation was done, whether it was the Medicare or
Medicaid Program and the vendor that vendor or in the case of modules, vendors that were used in
achievement of Meaningful Use.

So, | suspect that will be of keen interest rather than kind of pre-analyze the information and put out
some, you know, tables or reports, we thought we will put it out there, the public use file, we’'ll keep
updating that file and, you know, Merry Christmas to the healthcare IT analysts and vendor rating
systems out there. Good luck.

Paul Tang — Palo Alto Medical Foundation

So, as you promised last time it is there. The information is public and will be updated. So, as Farzad
said, this is definitely going to be a continuation of the year of Meaningful Use and we are going to try to
help make it soar and I'll partner with you in terms of providing whatever kinds of advice and input that
can be of benefit. So, this day actually is going to be a lot on Meaningful Use and it will start out with
CMS, Rob and Jessica presenting really some amazing numbers even compared to the month before.
Then we will go into looking at planning for both of these FACA Committees, the HIT Policy, HIT
Standards. As you know we are working in tandem. We try to move the policy up front but it is really an
iterative process. So, we are planning together, and you are going to hear some of the initial thoughts
from HIT Policy, from ONC, what are some of the requirements they have, and John Halamka is going to
present on behalf of HIT Standards and this is going to be an iteration. So, at least on the policy side this
is not the final policy, these are some of the thoughts for this group’s input as we plan for 2012.

We will also talk about, after lunch, some initial recommendations from the Meaningful Use Workgroup for
this Policy Group discussion on its way to Standards. As, you know, we are trying to hand them some
information to start working on in advance and there is some timely issue we would like to get over to
Standards quickly and so we want to get your feedback on that this afternoon. And then close with
another thing of interest to Meaningful Use and HIT, which is vocabulary and datasets. Just like Farzad
was saying quality measures are extraordinarily important both for the quality of care and for payment,
well it just doesn’t move without appropriate standards and that is work that has been underway for a long
time but we are going to get an update on how are we doing with the vocabulary set and in particular the
value sets, something important not only for Meaningful Use but for this upcoming ICD-10 migration. So,
a lot of good information today and looking for your input and discussion.

Let me begin with approval of the minutes from last time, you all had that sent ahead of time. Any
discussion? Anyone want to move that we approve the minutes?

M
Move to approve.

Paul Tang — Palo Alto Medical Foundation
Thank you and seconds?

W
Second.

Paul Tang — Palo Alto Medical Foundation




Any further discussion? All in favor?

M/W
Aye.

Paul Tang — Palo Alto Medical Foundation

Any opposed or abstained? Thank you. Okay so we are going to begin with the good news from CMS
and Rob and Jessica are going to update us on how did we close out 2011 recognizing that there is still a
couple of months left for the 2011 cycle, at least for the EPs in the world. So, Rob and Jessica?

Robert Tagalicod — Centers for Medicare & Medicaid Services

Great, I'm the other Rob; I'll give just a few introductory comments before | turn it over my colleague Rob
Anthony and Jessica Kahn. But, | have to say | do agree it is a happy new year. | wouldn't have used the
word soar back in August, as you well know and there has been a change in both my attack and tone in
my voice, so | think the numbers will soar. I’'m consummately conservative when | do projections because
one the data point doesn’t make a trend, but several do, and | think to steal a little bit of Jessica and
Rob’s thunder, if you look at slide 6 and 7 the trend line is pretty high and we are working closely together
in order to sustain that. So, it is a partnership indeed not only between CMS and ONC but other folks in
HHS as well as the VA, etcetera. So, it looks very hopeful and we hope to continue that in 2012.

| just want to draw your attention to some of the general numbers you are looking at now $2.5 billion in
EHR incentive payments made in 2011 for both Medicare and Medicaid. We have over 176,000
providers registered for the Medicare and Medicaid EHR incentive programs. And we are actually
looking, even today, more providers coming in and it is very hopeful. Again, that is a trend and we hope
that it continues throughout 2012. And | have to say December was exceptional. It was a strong month
in terms of both performance not only in terms of the number of providers who registered, but also who
were paid and the number of providers who came to our website to attest. So, you see now the numbers
of those paid, attesting, registering kind of like where they seem to be desperate we seem to see again
an upward trend. And so that is good news for us. And that will be continuing into 2012.

| think for the Medicaid Program the deadline for receiving the payment for adopting, implementing and
upgrading certified EHRs incentives in 2011 is at the discretion of the states, as you well know, and so it
maybe as much as 90 days after the calendar year. So, it's not over until it's over for 2011. So, we
anticipate those numbers to increase as well, as well that it is somewhat true for the Medicare Program,
because we’re looking until the end of February to see those numbers.

We are presently consulting with the Office of the Secretary both ONC and CMS regarding what those
trends look like, what those numbers mean in terms of projections and again we’re pretty confident about
what 2012 looks like. So, rather than get ahead of the announcement of the secretary, | just want to give
you a sense that we are advising her and her office, and her staff that some of the numbers that we
initially projected we probably will meet and more than meet. And again, | used a conservative trend line
and | am going “wow we’re even going to meet it even using the most conservative of projections.”

So, as | reported a few months back, ONC and CMS are working very closely together identifying
segments of the market if you will and it is yes we are working very closely with the market and with
providers to say what kind of training, education, or technical assistance you need, and again it's
customized in order to sustain that upward trend in terms of AlU or Meaningful Use. And so without
further adieu | would like to turn it over to both Jessica and Rob Anthony to deeply dive into those
numbers.

Robert Anthony — Centers for Medicare & Medicaid

So, | sort of want to have balloons coming down and everything else for this because it really is a great
how we closed 2011 message here. In the month of December we had nearly 19,000 providers register
for both Medicare and Medicaid EHR incentive programs, that is a little bit less than what we had last
month, which was almost 24,000, but it is still indicating a strong interest in the program and for those of
you who remember, as we go back reporting the months where we were looking at a few hundred




providers or a couple of thousand providers we are continuing to see this strong trend of tens of
thousands of providers coming in a month and registering. We've got nearly 124,000 Medicare EPs
registered at this point in time. That is about a little over 30% of all potential Medicare EPs, that number
is about 382,000. I'm going to let Jess sort of jump in on the Medicaid numbers, that is a little bit more of
a fluctuating number than it is for Medicare.

Jessica Kahn — Centers for Medicare & Medicaid

Right, sure, hi, so 49,000 to date is great, but remembering that at the time in December we had 41
states that had launched and EPs can only register for Medicaid if their state had launched, so just to put
a context it in that’s not a national denominator that’s in 41 states. So, there is always sort of caveats in
the Medicaid data. We are big fans of small print. So the other small print story there is again that they
have, as Rob had mentioned, in some cases, through the end of March, to register for the 2011 calendar
year. And that is because some states did not launch their programs until the fall and we did not want to
preclude people’s opportunity to participate in the program and some very large states launched in the
last quarter of the calendar year, and so they are definitely moving their EPs toward that 2011 payment
for Medicaid.

Robert Anthony — Centers for Medicare & Medicaid

On the hospital side, we have a little over 2800 hospitals registered. So, we’re closing in on the 3/5 mark
of all of the available eligible hospitals and critical access hospitals that can participate. So, we have, as
Rob mentioned, a little over 176,000 registered providers as of the end 2011 and we're closing in on that
200,000 mark. 1 did want to emphasize and you will see this on the bottom of a number of our registration
payment information slides, we tend generally to bring our, | won’t say best guess, | will say that our best
estimates at the time to this meeting, and then we finalize the reports on our website. | would urge folks
especially | know there are a number of people from the press who look at these numbers to check for the
final numbers on our website at the address here in the bottom right-hand corner. You will find if we have
any kind of updates we are going to post it to that area. Updates such as you may notice that we did not
correctly add up the total on the Medicaid numbers, which will be corrected on the CMS website.

So, in Medicare, we made almost half a billion in incentive payments to providers in December, about
5000 eligible professionals and almost 200 hospitals, that’s a little bit of an increase over the number of
EPs that were paid in November. We paid a little over 4200 in November. And the encouraging news is
that we are continuing to see some very good traffic for attestation for Meaningful Use on the Medicare
side. Itis too early in January to say if we are going to continue to see that, but it is encouraging. We
weren’t sure whether everybody was rushing in at the end of the year to get everything in or whether
everybody realized that they have that February 29th date to get their attestation in for Meaningful Use on
the Medicare side and it looks like we still have a pretty good flow of traffic. So, hopefully, we’re going to
see some pretty good January numbers as well.

And the exciting news, of course, is that we moved past the billion dollar mark at the end of the year here,
1.3 almost 1.3 billion dollars, that is a marked increase over where we were in November where we were
just a little bit below that billion mark. So, very encouraged about the Medicare numbers and where
we've ended up at the end of the year for Meaningful Use payments. And I’'m going to let Jess talk a little
bit about the great news on the Medicaid side.

Jessica Kahn — Centers for Medicare & Medicaid
He’s just excited because they caught up to Medicaid, because we hit $1 billion first.

Robert Anthony — Centers for Medicare & Medicaid
Surpassed.

Jessica Kahn — Centers for Medicare & Medicaid

Just saying. So, | put a caveat at the top of this slide it is very important for you to know we talk about
Medicaid making AlU payments but Medicaid has actually been making Meaningful Use payments to
dually eligible hospitals all along. So, the Meaningful Use payments are not just Medicare payments,
those dually eligible hospitals have received millions and millions of dollars in Meaningful Use payments




for Medicaid as well. So, these are the numbers. They are completely dependent upon the states that
are making payments. And we have a slide coming up that talks about how many states are making
payments, not all of the 41 that had launched are actually issuing checks. Like, CMS staged it for
Medicare, they had launched registration and then a few months later attestation and then a month later
payment, many states are doing the same. So it’s not the same 41 states that have their doors open for
registration that are making payments. And so these are the numbers. And a reminder that we have
both the dually eligible, acute care and critical access hospitals but then we have Medicaid only hospitals
which are children's hospitals, a few cancer hospitals and fingers crossed, soon eventually some of the
territories.

Robert Anthony — Centers for Medicare & Medicaid

So, just a combined slide, all said in the month of December alone, the Medicare and Medicaid EHR
incentive programs made almost $700 million in incentive payments to providers. We ended the 2011
year, as Rob had said, a little over $2.5 billion. It was not that long ago that we had been right at the
edge of the billion mark and already we are starting to see some pretty quick growth on it. | think it is
something that CMS is very proud of. | think it is something that everybody who has had a hand in
working on this can be very proud of. And as | said we are continuing to see those numbers go up.

I love it when | can put together growth charts that have this big of a slope on them. As you can see, and
we did a little bit of this last month, we are continuing to see that number of providers paid per month go
up. We anticipate that we are going to see that same number in January. We have a number of people
sort of who have done their attestation, but did not quite make the cut-off date for payment for Medicare.
So, we are going to see a large number on that side.

Jessica Kahn — Centers for Medicare & Medicaid
And January will include some big numbers from New York and California | expect as well, which is
definitely trend shifting in size.

Robert Anthony — Centers for Medicare & Medicaid

Of course, you love that, that greater than 45 degree angle heading right up the chart. And we anticipate,
you know, because of the numbers that we are seeing of people who have come in and attested that we
are going to see some pretty large numbers on both sides for January as well.

Jessica Kahn — Centers for Medicare & Medicaid

This is a map of Medicaid in the states over time. | thought it was interesting for you to see the real
uptake that happened particularly in the last six months of 2011. We now have, as of January, as of
today, 43 states that have launched their programs and 33 of them are making payments. The data that
we gave to you is based on December, so that was the 41 states and 31, but | wanted to give you the
January picture because we did add Colorado and Kansas this month to the launch list. Congratulations
to both of them. And every month states are adding to the list of those who are making their payments.
And as | said, we have some very large states, lllinois, California, New York who are ramping up the
payments. New Jersey is starting, so those numbers are only going to grow within those 43 states and
then as we also bring up new states to launch as well. This is hard to see on the slide, but you have it as
a reference and it is on our website where you can see the breakdown by states of where they are in their
status of their program.

Robert Anthony — Centers for Medicare & Medicaid

Now, we are going to delve a little bit into some of the Medicare attestation data. | think we wanted to put
some caveats around this data. You know, at this point in time, we really only have Medicare EPs that
are attesting to Meaningful Use, that is the data that we have here. The Medicaid EPs are attesting to
adopting, implementing and upgrading at the state level. We have acute care and critical access
hospitals can be receiving a Meaningful Use incentive payment from both Medicare and Medicaid, but the
information that we’re getting here is on the Medicare side. This is what we’re getting through the CMS
website through that attestation module. Medicaid only hospitals of course are also attesting to adopting,
implementing, and upgrading. And, | guess from January 4, we are going to start seeing some Medicaid
MU data.




Jessica Kahn — Centers for Medicare & Medicaid

Yes, a number of states have now opened up their doors for Meaningful Use attestations for Medicaid.
So, the January reports are going to start to look different because now we’re are going to actually have
to break out for you, whereas Medicaid Meaningful Use, and it's important again just to remember the
different types of eligible professionals who will be coming in as well as the different types of clinical
specialties more pediatricians and OB/GYNSs, and so forth. So, it will start to be an interesting look at
which objectives they are picking out of the menu and so forth, thinking about it within that mindset of this
could be a nurse practitioner or this could be a dentist, this could be a certified nurse midwife not just
necessarily a Medicare physician.

Robert Anthony — Centers for Medicare & Medicaid
So, just some quick highlights on things. | think everybody who has heard me talk has heard me talk
about the “n” and you’'ve generally heard me talk about how we don't have the “n”

n” so the question is that
as we are doing better and better do we have the “n”? And the short answer is sort of. We probably have
a critical mass, enough of a number. We don't necessarily have what we would call a representative
sample. Partially it's because we only have the Medicare side of the data for EPs and acute care and
critical access hospitals, but partially also because we don’t necessarily have a representative sample of
specialties. And, really some of this is a timeline.

So, what we have and what we’re looking at now is sort of what we’re looking at and what we know about
early adopters. We’re going to be looking at this data to see that as more people come in 2012, as more
people on-board with systems and do their first 90 days of Meaningful Use on the Medicare side, is this
going to hold? Is it going to hold on the Medicaid side as people move over from an AlU to a Meaningful
Use? So, we're going to talk a little about sort of the trends we’re seeing of the early adopters here and
those are the things we’re going to be looking at as we move forward.

So, what do we know? Well, you know pretty much the same three things that we’ve been talking about,
but I think we can say them now with a little bit more confidence because we have more of this data with
early adopters. With the early adopters, we're seeing people greatly exceed what those benchmarks are,
that threshold of, you know, 10, 40, 50%. They are scoring much higher. We do have still, you know,
every threshold has some providers that are sort of on that borderline, but in general on average, they are
really blowing away those numbers.

There is not much of a difference between the performance of EPs and hospitals at this point. And there
is not that much of a difference among specialties in performance. There is somewhat of a difference in
the exclusions and I'll talk a little bit at the end of this about some of what we’re seeing in a very general
way about a couple of specialties. | think again, we don't have enough information for it to be conclusive,
but we are sort of going to be looking to see if that trend holds as we move forward.

So, at that time we did this analysis, we had 33,000 Medicare EPs that had attested, 33,240 successfully,
355 unsuccessfully. | don't expect anybody to remember, but the last time we talked about this, there
were 444 EPs that were unsuccessful. The number has gone down because we have 89 folks who had
previously not been successful, resubmitted their attestation for a different period or maybe they made a
mistake in information, in any case they went back resubmitted and were successful with it. We did have
842 acute care and critical access hospitals that attested and all of those have been successful.

So, I'm going to go through and this is sort of what we’ve seen in the grouping previously when we talk
about, | want to explain it again, when we talk about performance we’re talking about the average score,
the numerator/denominator score here. When we talk about exclusion, we’re talking about the number of
folks that have claimed the exclusion for that particular objective. And similarly for deferral, we're talking
about the number of EPs or hospitals that have put that menu objective off in favor of something else.
You'll see that some of these have a nonapplicable deferral, that is because they are core objectives and
everybody has to do those.



We do group the recording objectives together, that is a number of different objectives. So, it is recording
a problem list, a medication list, medication allergy list, vital signs, demographics, smoking status we
group all that together. So, we are continuing to see some pretty high numbers in this regard. The lowest
number, again, on here is the send reminders to patients. But that is a pretty low threshold; actually it's a
10% threshold. So, 61% is exceeding that pretty far.

I’m only going to highlight a couple of areas here where we’ve seen a change. Most of the changes have
only been a percentage point or two from the last time we looked at this. We have seen an increase, a
slight increase in the number of exclusions for computerized provider order entry; it has gone from 14 to
17%. A slight increase in the number of exclusions for ePrescribing from 19 to 22. A slight increase in
the number of deferrals for incorporating clinical lab results, 32% to 36%. And another slight increase in
folks who have taken the exclusion for drug formulary checks, it has gone from 11% to 14%. And we
have seen a small decrease in the number of folks who have deferred the patient list; this is generating a
patient list using the certified EHR. So, we’ve gotten more people who are choosing that as a menu
option.

Again, just to highlight here, we do have the very high-performances overall on this. We are continuing to
see a high exclusion rate on eCopy of health information as we’ve talked about before, the exclusion is
for providers that do not have anybody who requests and electronic copy of their health information
during the reporting period. As there is more of a public awareness of the ability to get that electronic
copy, we may see that exclusion rate begin to go down. A slight increase here in that 75%, it was 67%
previously, I'm not sure that it's necessarily statistically relevant at this point in time. We just want to kind
of keep an eye on that as time goes on. | think it will mean more as we look over a long-term period. And
similarly, a slight decrease in the performance for timely electronic access. It was averaging 78 and now
it's averaging 75%.

The numbers for the objectives around improving care coordination have stayed fairly steady. This is
medication reconciliation and providing summary of care for transitions of care. Again, the deferral rates
on this are fairly high. These are menu objective as we move into Stage 2. We've indicated that the
menu objectives will become core. So, we may see a difference in performance as we move forward with
these.

And then finally, on the EP side the population and public health, these are the submitting information to
immunizations and syndromic surveillance databases. A slight decrease in the performance 42% to 34%.
We’re seeing an increase in the number of exclusions. Again, we did clarify for a number of folks how the
exclusion worked, what people could claim an exclusion for various immunizations or syndromic
surveillance submitting. So, that could account for some of the fluctuation in numbers here. Syndromic
surveillance stays fairly low performance-wise, this is the number of people who have selected that, but
we’re continuing to see more of these come online. So, we may see some of these numbers change.

Again, not a great difference here for hospitals, still pretty high numbers on things. A slight increase in
the recording objectives. It went to an average of over 90% to an average of over 93%. A slight
decrease in the advanced directive deferrals from 16 to 13. And a slight decrease in the lab test result
deferrals. That essentially means that we’ve got a few more hospitals that are doing advanced directives
and incorporating lab test results.

Same situation with high exclusion rates on eCopy of health information, eCopy of discharge instructions.
This is if nobody asks for those then they can claim an exclusion for it as the awareness goes up we will
probably see that go down. Medication reconciliation and summary of care stayed the same. And then a
slight increase from 15 to 18% in syndromic surveillance performance.

So, as we’ve gotten a few more providers into the EP side, we've started looking at where some of the
specialties are and how they are scoring in various areas. We're seeing family practice, internal
medicine, and optometry are the highest for CPOE at this point in time. And that was a little surprising to
see optometry in that area. Optometry and podiatry both had the lowest rates of recording vital signs.
Many of them also claimed an exclusion for this. Gastroenterology had the lowest rate for patient



electronic access, lower by 10% than other specialties and providing patient education resources,
optometry was nearly 10% higher than any other specialty, podiatry was nearly 20% lower than any other
specialty. These we are really going to look at as we go forward to see as we get more people within
those specialties, is this a trend? Is a workflow related? Or, is it something that as we get more of a
critical mass in each of those specialties we're going to see it even out? Because the very encouraging
thing that we look at is that across the rest of the measures, there is pretty much consistency across
those specialties. So, we're seeing some pretty high-performance regardless of specialty on the EP data.

So, | just wanted to reiterate, you know, some of this is preliminary data that we bring to you. In this case
we actually got some final numbers together in time. We aren’t always able to do that, so we do a little bit
of our best estimate work and you should definitely check out the official data on the website. We do a
monthly report. We do some more detailed state breakdowns as well and the website is included here.
There are states that are going to be accepting Meaningful Use attestation for hospitals in January. So
we are going to start seeing some of that data. And certainly, as states begin accepting Meaningful Use
attestations from Medicaid EPs in April, that will also be when we start to see some of the first year
participants for Medicare come in. They will have been able to do their 90 days during the

calendar year.

And, just a sort of an advanced notice, in February and in April, we are not going to be able to provide

an update for the HIT Policy Committee simply because of where the dates fall for the committee. We'’re
not going to be able to run our monthly reports out of our database in time to be able to process and get it
to you, but, coming March, that will be after the end of the February 29th, everyone should be in for the
calendar year so we should have a very good picture of what we’re looking like for calendar year 2011
and we’ll have a pretty good idea of where we’re headed for 2012.

Paul Tang — Palo Alto Medical Foundation

That was absolutely wonderful. It's very exciting to see the progress of this program. So, we join in your
celebration of what you’ve accomplished in 2011 and really look forward to blowing the top off in 2012 |
think, probably will, because it is the first two years, especially for the EPs. So, let me open this up for
any questions or comments from the committee. Marc?

Marc Probst — Intermountain Healthcare

First, this is really, really helpful. Thank you for the work that you are doing and the comprehensive way
you're looking at it. You're looking at more data obviously than what you are presented to us. Any
recommendations? | mean, as you look at the numbers, the number of EPs or the number of hospitals,
hospitals were 15% or so, any recommendations based on what you're seeing to this committee that we
should be thinking about?

Robert Anthony — Centers for Medicare & Medicaid

Again, | think we’re really in early days. We have this very limited view of sort of this very small part of the
audience. We're seeing the early adopters, we’re seeing Medicare. | think we want to have a better idea
as time moves forward are we going to see the same trends on the Medicaid side? What we’re really
interested in is moving into 2012 what kind of trends we see with other providers that are just coming on
board.

We do periodic field surveys through CMS and we take a look at what sort of some of the barriers and
obstacles are that face providers who are trying to get their programs up and running and we know sort of
some of the hot spots for folks. | think we want to pull that together in a more comprehensive format to try
and present, but we want to see how much our surveys matchup with what we are going to see coming in
with attestation. | think, right now what we’re seeing, is we're seeing really high scores, but we're seeing
it from the advanced guard, the people who are most likely to perform highest on this because they were
most ready for it. | think that as we move forward we’ll have more of an idea of, real ideas moving
forward of what is facing providers.

Marc Probst — Intermountain Healthcare
And, just thank you for doing this, this has been very helpful.




Robert Tagalicod — Centers for Medicare & Medicaid Services

And | think in the interest of transparency we’ll be working together and again, as | was saying, we are
working with ONC with the RECs to understand what the barriers are and maybe we can report out and
give you a kind of anticipation of what we’re looking at and how we’re targeting certain populations and
maybe see some trends, not so much these numbers, but in terms of what we find. So, hopefully we can
provide that in the next meeting.

Robert Anthony — Centers for Medicare & Medicaid

You know, and it was the mention of transparency that reminded me Farzad had mentioned that there is
a file up on healthit.gov that shows the EHR vendors what’s being used by which providers who are
meeting Meaningful Use. We are also, in the interest of transparency, putting together a public use file
that provides more granular data on Meaningful Use attestations and where people score so that people
like me who are data geeks can do a little bit more sifting and going through things. And we’re in the
process of de-identifying that file now and hope to post that on the CMS website fairly soon.

Robert Tagalicod — Centers for Medicare & Medicaid Services
Just a clarification. | think its healthdata.gov.

Robert Anthony — Centers for Medicare & Medicaid
My mistake.

Robert Tagalicod — Centers for Medicare & Medicaid Services
It's the open data website.

Madhulika Agarwal — Veterans Administration
Mr. Tagalicod?

Robert Tagalicod — Centers for Medicare & Medicaid Services
Yes.

Madhulika Agarwal — Veterans Administration

So, a quick question and you may already be doing this, you have noted that there is a difference in
specialties currently under specialty performance. So, are you looking at what are the contributing factors
that are accounting, is it workflow? Is it related to templates or whatever that might be? Because that is
information that can be useful downstream.

Robert Anthony — Centers for Medicare & Medicaid

Yeah, absolutely. |think we do have some specialty information. | don't think that we have enough to
definitively say, you know, this specialty is facing a particular obstacle on this objective. | think as we get
more people in, we are going to have more of, back to the “n”, we’ll have more of an “n” in each specialty
to look at that and we’ll have something more representative. Again, we’re looking at the first line people;
we're looking at the early adopters. So, | hesitate to draw conclusions about what obstacles may or may

not be facing a particular specialty based on the early adopter’s performance.

We may discover as we move further down this road as we get more Medicaid folks in, as we get more
Medicare first year participants in 2012 that they are our additional obstacles that face them. We have
some qualitative information about certain specialties either through talking directly with some of those
specialties or some of the specialty associations or through the field surveys that we do about particular
obstacles and some of them are workflow related, some of them are business operations related and
some of them are certainly, | think, an information gap and that is where we’re sort of concentrating some
of our efforts in concert with ONC to see how we can sort of plug that gap and help people make the leap.

Madhulika Agarwal — Veterans Administration
Thank you.




Paul Tang — Palo Alto Medical Foundation
Okay. Larry?

Larry Wolf — Kindred Healthcare — Senior Consulting Architect

So, I'll add to the, both thanks to you guys for pulling the data together and to the providers as a whole for
actually achieving these great results. It's really quite wonderful to see the progress we’re making even
though there still is a long way to go. So, looking at the long way to go, | notice that the values for the
information exchange are also at low performance and high deferral. Are you getting any insights into
what those barriers are?

Robert Anthony — Centers for Medicare & Medicaid

Well, | would say for information exchange the actual values are relatively very high. They’re just relative
to perhaps some performance, in other areas a little lower and part of that is certainly that information
exchange is more difficult to do than implementing changes in the workflow for recording vital signs and
some of these other areas. Some of it, | think we discussed a little bit before is not enough of a critical
mass of people to exchange with out there. Some of it is certainly we know a knowledge gap or lack of
information about how to exchange, the ways in which to exchange, the HIEs that they might be able to
use locally.

Jessica Kahn — Centers for Medicare & Medicaid

| would also add that some of the types of practices that have been working on this the longest who are
focusing on medical homes, safety net clinics are going to come in under Medicaid. So, we would also

expect to see higher, we would hope, performance in that measure under those that have been working
on that network capacity prior to HITECH and have support either through HRSA or other federal efforts
to support that.

Larry Wolf — Kindred Healthcare — Senior Consulting Architect

| guess one of the reasons for asking is, you know, we make broad statements about the difficult to do
information exchange, there is interoperability issues, there are lots of theoretical issues, but where we
can learn about both successes and specific barriers to go “oh, it’s not coding everything enough to flow
into the ocean” there are a couple of very specific things we should be paying attention to. So, the extent
to which you start to see that either through surveys or through other methods.

Robert Anthony — Centers for Medicare & Medicaid

| think qualitatively, we’re actually finding, at least through some of our field surveys, that one of the
barriers for EPs, and this is on the Medicare side, is finding somebody to exchange with. So, again, as |
think you have more people.

Larry Wolf — Kindred Healthcare — Senior Consulting Architect
So a critical mass issue?

Robert Anthony — Centers for Medicare & Medicaid
Right. As you have more people on-board that probably becomes less of an issue.

Jessica Kahn — Centers for Medicare & Medicaid

What is the next question? The next question is in Stage 1 is just to attest, is whether that test passed or
failed and the same would go for the public health measures. And we are not asking that in our current
attestation, we’re just saying did you send a test yes or no? But we’re asking the states on the Medicaid
side in their attestations to actually collect and did the test pass or fail? So, we’re trying to get to that next
bit, because if it passed then we have a greater expectation. We say, “Oh that was a success” not only
did they find somebody to test with, but there was interoperability there. But, if they found someone to
test with and those tests all failed, then the data isn’t very illustrative to us. So, just again a caution about
what the limitations are on the information that we have about some of those that have somebody on the
other receiving or sometimes not receiving.

Larry Wolf = Kindred Healthcare — Senior Consulting Architect




Thanks.

Paul Tang — Palo Alto Medical Foundation
David?

David Lansky — Pacific Business Group on Health — President & CEQO

Thanks. | think the release of the public use file on the healthdata.gov is really great. It's a great step
forward, but it looks like it does not have the identity of the actual recipient on there. What is the policy
issue around disclosing the identity of who is being paid?

Robert Anthony — Centers for Medicare & Medicaid

So, we do disclose the identity of who is being paid on the Medicare side. If you visit the same data and
reporting section we post a quarterly file of the EPs, Medicare EPs on hospitals that have received a
payment. We actually specify this in the regulation that we are going to post name, business address,
and phone number. We don't post payment amounts and we certainly don't post any data that can be
connected to who was paid. So, we won't say that provider “x” received “x-thousand dollars” and scored
42% on eCopy of health information, but we will indicate who was paid.

Robert Tagalicod — Centers for Medicare & Medicaid Services
And David, if you want to encourage health plans or purchasers or others to include as a part of their
provider lookup whether the provider is a meaningful user, | think that is something they could do.

David Lansky — Pacific Business Group on Health — President & CEO
Yes, so that could be cross-referenced to the Medicare site, Rob?

Jessica Kahn — Centers for Medicare & Medicaid

It can be cross-referenced to Medicare. It was actually a statutory requirement that CMS post that. It's
not the same for Medicaid and unfortunately, a large part of that is because of the stigma that can come
into play about be considered a “Medicaid provider” that said, we have had states asking us “hey what if
we want to make those names public too or maybe at least just the hospitals and some others?” So
that’s up to them that’s their prerogative. We have told them, you know, it’s not a requirement, but if that
is something you feel like would be helpful, again, whether it's all an managed care state for Medicare
that might be a little bit different story.

Paul Tang — Palo Alto Medical Foundation
Maybe you can start a label “Got Meaningful Use?”

Jessica Kahn — Centers for Medicare & Medicaid
Yes, that is the next T-shirt for him, right?

Paul Tang — Palo Alto Medical Foundation
Yeah, absolutely. Deven?

Deven McGraw — Center for Democracy & Technology — Director

You know the threat of discussion that we just had about the issue of exchange and making sure we have
the infrastructure, and standards, and governance in place, as Farzad mentioned earlier, to make that
happen, led me to the following suggestion. Every Policy Committee now we get an update on
Meaningful Use and | think that is a great idea. We have federal dollars that have gone out to support
exchange too and for a while we were hearing some details about where the direct project was going, but
we haven'’t actually heard much about it since then. And I'm certain that there is work going on in both of
those initiatives, but we should be hearing regularly about that, too. So, | suggest that we add that, if
possible, to the agenda, an update on where efforts to support exchange are going, where they are in the
pipeline, what more we might need to do, for example, to provide some policy clarity if that is in fact
something that is missing.




Farzad Mostashari — Health and Human Services — Office of the National Coordinator for Health
Information Technology

The advantage we have, | think it's a really great point that we can't take our eye off the ball and that
monitoring and feedback works for everybody not just for providers. The challenge is the data. And, |
would love, love, love, love to have, you know, monthly data as CMS does on how many providers, how
many transactions have happened, where have they happened, how many providers have done this, but
there aren’t ways of collecting that data as a routine byproduct of running any process. So, | would love
to have it to be able to report it, but my concern is that we can give you program updates, but it is not
going to be, | think what you are really looking for, which is what is the state of information exchange.

Deven McGraw — Center for Democracy & Technology — Director
Yeah. | think that’s right. It is not going to be the sort numbers and we love these numbers, but | still
think even a programmatic update and maybe monthly is really too much to ask.

Farzad Mostashari — Health and Human Services — Office of the National Coordinator for Health
Information Technology
| think maybe.

Deven McGraw — Center for Democracy & Technology — Director
But, we haven’t heard in a long time.

Farzad Mostashari — Health and Human Services — Office of the National Coordinator for Health
Information Technology
Sure.

Deven McGraw — Center for Democracy & Technology — Director

And even just a programmatic update on a periodic basis | think would be enormously helpful as we are
sort of continuing to press for exchange, you know, the Meaningful Use Workgroup contemplating more
robust exchange requirements for Stage 2 or stage 3 rather, | mean we already have some on the table
for Stage 2 that are under consideration by you and CMS for Stage 2 and | think everybody agrees that
that is a tough nut to crack. And keeping a closer eye on that and providing assistance where it is
needed, from a policy standpoint or, you know, with respect to standards from their point of view.

Farzad Mostashari — Health and Human Services — Office of the National Coordinator for Health
Information Technology

Yeah, Deven, and | think the other issue that is raised is given how desirable it is for transparency as well
as for good policymaking to have that information it’'s something we may want to consider as something
we would get comment on as part of governance around data intermediaries is perhaps there should be
some transparency around the volume of transactions and so forth around it, you know, not just being
content with the data we have, but also thinking about ways of systematically being able to monitor that.

Jessica Kahn — Centers for Medicare & Medicaid

| just wanted to say that | think the question then would be around, as you noted, federal support for HIE.
So it’'s both ONC and its CMS and in some cases it's CDC, it's HRSA. So, just when we think about what
the programmatic response would be, if you want to phrase the question in a way that we could all think
about what would be most helpful to this committee and with HHS then we can provide that information.

Deven McGraw — Center for Democracy & Technology — Director
Yeah, | mean, you know, | think the two components that occur most obviously to me are the state HIE
grant program that was in HITECH and what'’s the status of the direct project?

Paul Tang — Palo Alto Medical Foundation
Thank you. So we are running overtime on this so Judy the last question.

Judy Faulkner — EPIC Systems Corporation




Yes. | am commenting on both David and Deven’s remarks about why are the numbers low and the
direct project, what | have seen when one vendor tries to go directly to the other and back is that the two
barriers tend to be that not both healthcare organizations have the latest releases from their vendors that
can support that. So there is a delay as one might have to take a year or so to start planning it and
getting it in etcetera. And the second, is then their lawyers and their compliance officers often have to
meet and work together and work out the terms between the two organizations which can be a significant
slowdown. So, my question is, are there national rules of the road that everyone can sign so that as soon
as you work with this other organization you know that they have signed and you do not have to have
individual lawyers working together making it much slower.

Farzad Mostashari — Health and Human Services — Office of the National Coordinator for Health
Information Technology

Stay tuned, right? Well, | mean that’s the idea behind the work, the recommendations around the
Governance Subcommittee and Policy Committee was that if there is a process for having a voluntary
system where people who want to get a label, a brand, you know, kind of think, you know, Energy Star,
right? That there should be a process whereby different organizations get validated or verified as being
compliant with conditions of trust and conditions of interoperability. And that once you’re part of that
group there would be less of a need for that organization to organization vetting and lawyers, and so
forth. So, those are the recommendations we got from the Governance Group and that's what you should
expect to see as part of the governance in the NPR.

Paul Tang — Palo Alto Medical Foundation
Good. Well, thank you very much Rob, Rob, and Jessica...Robin, yeah.

Deven McGraw — Center for Democracy & Technology — Director
I think you should ask them to change their names.

Paul Tang — Palo Alto Medical Foundation
Yeah, that’s right.

M
Hear, hear.

Paul Tang — Palo Alto Medical Foundation

Okay, as | said we are going to start talking about plans for 2012 in terms of the agenda for this group
and the agenda for standards and how we work together. So, Jodi has put together some initial thoughts
from an ONC/HHS perspective what kinds of policy issues are on the agenda on which they would like to
have input from this group. And so, these are some of the initial thoughts. These are for discussion in
this group for prioritization, feedback and then we’ll come back in February, which is only three weeks
away, and update that as we set an agenda for 2012. Thanks, Jodi?

Jodi Daniel, J.D., M.P.H. — Director, Office of Policy and Planning — Office of the National
Coordinator for Health Information Technology

Thank you, Paul. So, as Paul said, and | have asked Josh to join me because there was a quality
discussion before this so I'm not up-to-date on the latest on quality measures and wanted to make sure
that Josh can bring that to the table. This is just sort of some ideas from our perspective of issues that
have been on the table that we need to be on the table, some future ideas. | don't expect that the Policy
Committee will take on all of these. This is really for discussion and to get folks thinking about what we
are thinking about and where we might benefit from your input. On some of these | have more detail than
others because we thought about them more than others or we have a better sense of where we're
headed, timing, things like that and others are a little bit more open-ended and just open for discussion.

So, | divided this into five categories and I'll walk through each one. Regulations, adoption and use of
Health IT beyond just the regulatory structure, strategy, some continuing discussion in areas where we
have sort of had some preliminary conversations we have already been working on some issue but would



like to continue the discussions with you all, and then some emerging issues, which | will probably have
the least to say about, but just want to kind of throw some ideas out on the table.

So, to start, regulations, this is easiest one because it is the one that is most concrete, but obviously, we
have the Meaningful Use Stage 2 NPRM that is soon to be coming out. We are targeting CMS and ONC
with our standards and certification rule are targeting February for putting out the NPRM. And we
obviously are going to want input from the Policy Committee on our regulations. Usually these have a 60
day comment period, so we’ll need some quick turnaround from you all. And | suspect that there will be
input from a variety of different Workgroups on the regulations, most obviously the Meaningful Use
Workgroup but the Quality Measures Workgroup and perhaps some others. So, as soon as that rule
comes out we will, you know, obviously talk with Paul and try to figure out how we can quickly tee that up
to the Workgroup so that we can get you to start thinking about your response and giving us some input
on that.

Meaningful Use Stage 3, the Meaningful Use Workgroup has already begun looking at Stage 3 and we
expect them to spend more time focusing on this and sort of thinking ahead to where we need to be or
should be shooting for the next stage of Meaningful Use. So, obviously work to be done there from the
Policy Committee and particularly the Meaningful Use Workgroup.

And then as Farzad just raised the governance rules. We have decided, as he just mentioned, that we
are planning to put out an Advanced Notice of Proposed Rule Making that is what the “A” stands for
before putting out a Notice of Proposed Rule Making or NPRM. As we are working on this we got great
feedback from the Policy Committee to input into our thinking, but there are still so many questions and
areas where we really wanted to get more public input before we came out with a proposal. So, we have
been working on an ANPRM on governance of the Nationwide Health Information Network. And we have
a lot of questions built-in where we want to get some feedback. So, again, we would expect that we
would talk with you all about getting some feedback and your input into our Advanced Notice of Proposed
Rulemaking perhaps reconstituting the Governance Workgroup, but there are going to be a couple of
Workgroups that | think would be interested in looking at this, most notably the Privacy and Security Tiger
Team. So, that again, timing on that less confident, but we are shooting for the 1% quarter. So, those |
think will dominate a lot of discussion in the February/March timeframe. |s there anything else you
wanted to say about that?

Josh Seidman, Ph.D.- Director for Meaningful Use, Office of Provider Adoption Support - Office of
the National Coordinator for Health Informatino Technology

I'll just say on the Stage 3 just a couple of quick things, one is that as you prepare your recommendations
for Stage 3, as much as summer camp was very much fun for the Standards Committee they would really
like to have more time to do their work. So, one of the things is to bring recommendations forward earlier
so that we can give the Standards Committee maybe even some school year time to work on their work.
And then in terms of some of the things that the Meaningful Use Workgroup has already raised for Stage
3, the incorporation of patient generated and patient reported data is an important thing and so there
probably will be a hearing sometime in the spring timeframe around how to bring that into Stage 3 and
what the implications for that are. And then the quality measures, which we will talk about more soon.

Jodi Daniel, J.D., M.P.H. — Director, Office of Policy and Planning — Office of the National
Coordinator for Health Information Technology

This one | would say is probably the biggest chunk of work. So, we have been talking at ONC about 2012
being the year of Meaningful Use and figuring out how to accelerate attestations for Meaningful Use
Stage 1 and increasing that curve, hearing that increase of the curve that CMS demonstrated. Again, the
scenario where we may want some Policy Committee input on how we increase provider adoption and
Meaningful Use, any input about what differentiates those providers that are sort of doing this and doing it
well versus those that may be having a little bit of a harder time in reaching Meaningful Use according to
our regs. So, that is an area where we may want some input. Anything on that?

Quality improvement and | am going to mostly turn this over to Josh given the early morning conversation
on this, but I'm talking about quality improvement instead of quality measures. | know our Workgroup is



Quality Measures, but really thinking about not only how do we measure quality but how do we get that
into practice more quickly so that it can actually improve the quality of care, so taking the measures and
in more real-time or closing that gap between collecting information about quality and using that
information to improve the quality of care. We will need input from the Policy Committee both on the
Stage 2 Meaningful Use NPRM and the proposals in there, but also on sort of the longer-term strategic
issues, the lifecycle of quality improvement and quality measures development, and how we can make
guality measures more useful to providers and improving quality of care for patients. Josh, do you want
to?

Josh Seidman, Ph.D.- Director for Meaningful Use, Office of Provider Adoption Support - Office of
the National Coordinator for Health Informatino Technology

Yeah, | mean, | think really it's a question of both involving the potential set of measures that can be used
so that we are both doing things that are HIT enabled, things that we couldn’t do before from a quality
measurement perspective because we didn’t have the robust clinical electronic information infrastructure
that we have had in the past. And then the second is things that are HIT sensitive that really make sure
that we are using quality measures to get at important care processes, advanced care processes that
really show us that EHRs are meeting Meaningful Use and how can we make sure that new measures
are doing that.

At the same time, we need to build measures in a more effective, efficient way than we have in the past
so that we are not just retooling old paper-based measures which aren’t the most necessarily effective
measures for an electronic world. And so, those are the kinds of things that we want to do from that
measure development perspective. At the same time, there really is this issue that Jodi was talking about
to make sure that data can really be used, it can be used for accountability purposes by purchasers and
payers and others who are trying to ensure that there are ways to assess the quality and efficiency and
safety of care. But, also, for providers themselves for real-time quality improvement purposes and what
are the data infrastructures, data intermediaries, other types of HIT infrastructure that needs to be in
place to make that happen.

Jodi Daniel, J.D., M.P.H. — Director, Office of Policy and Planning — Office of the National
Coordinator for Health Information Technology

The third item here is engaging non-eligible professionals, non-eligible providers. So, we know that the
EHR incentives program does not cover all healthcare providers and that there are other healthcare
providers that are really critical for care coordination, improved transitions of care, improved quality of
care and the like. So, questions about, and we’ve been spending some time internally trying to better
engage non-eligible providers to try to meet our longer-term healthcare outcomes, care coordination
objectives understanding that the Meaningful Use incentives are not going to be available for all those
providers. A couple of the areas that we have been spending some effort on are behavioral health, long-
term care. Also, there has been some thought, particularly with our new Deputy, Judy Murphy, about the
role of nurses and engaging nurses and the use of Health IT as the frontline. So, trying to, you know,
perhaps getting input on additional strategies for engaging these providers and encouraging adoption of
Health IT by these providers that are not eligible for incentives and how best we can do that and there are
a couple of ideas that have been discussed before at least with some folks in this committee but by
getting some more of your recommendations and input on that.

Fourth, we had health IT workforce. | have been talking with our office of provider adoption support about
our workforce program and they are looking at sort of the next phase of workforce and how they can both
make this better as well as think about ONCs role with respect to Health IT workforce as the grant
programs may not provide funding for supporting this in the future. Obviously, workforce is having an
available, knowledgeable Health IT workforce that is critical for adoption implementation and Meaningful
Use by healthcare providers, and trying to get some sense of what ONC could and should be doing in
order to address this issue even as our grant funding may dwindle in that area.

So, some specific areas that our...team has identified is industry-wide advocacy for workforce training
and development, building awareness of the need for workforce development, developing innovative
learning environments to train the workforce, dissemination of tools and best practices for professionals to



succeed, good characterization of the workforce and optimal education. So, this is, as | said, an area
where we would love some input and some thoughts here and if folks are interested in talking more
about this, we can bring in our experts in ONC who have been living and breathing this and have been
running our program to train Health IT workforce and make that available to support adoption and
Meaningful Use.

And the fifth is consumer e-Health. As, | know all of you know, because we have briefed you on it and
have even more directly engaged some of you all, we have launched our consumer e-Health Program.
We launched this in September. We are, at this point, primarily focused on promoting easy electronic
access for patients to get their health information so that it can be useful to them and that tools hopefully
could be developed to help them use that information to better manage their own health and care. We
are also looking sort of ahead in the Meaningful Use space at patient generated data and the policies that
need to be in place in order to make that possible and more feasible. So, kind of the immediate thinking
about patient access to data and kind of in the longer-term the patient generated data and how that could
be useful in a clinical context.

| just want to announce two things because we would love, not only your recommendations and input, but
your support on our pledge program, which we have to have organizations pledge to promote easy
electronic access to help information for consumers and while this is not directly on topic | feel like | need
to use this opportunity to announce that we just launched our first consumer video challenge moments
ago. It's a New Year's resolution challenge. We are asking people to submit videos; we’re having a
contest for folks who submit videos on how they plan to use Health IT to support a New Year’s resolution
for improving their health or managing their own health and wellness. So, please look for that, promote it
if you are willing.

And we will be having a series of those throughout the year. The goal is to try to get consumers to tell
their own stories on Health IT and how Health IT can help them personally as individuals manage their
own health and improve their own health and wellness. So, I'm not sure on this one where, you know,
what area we will need input from you all on, it may be just sort of keeping you informed about what is
going on and see how things develop, but it is, as Farzad said, an area of huge interest for us this year
and so we need to think about how we might either keep you informed or get input from you all as we
develop our program further.

Okay, strategies. So, you all know that we released our strategic plan, our Health IT Strategic Plan in
September and by the time we released it some of it was already a little bit out of date because things
move so quickly in our office and in the federal government, and in the private sector with respect to
Health IT. So, while we are very proud of our strategic plan and we feel like it really provided a good
framework for all the work we are doing and what we believe needs to happen in the next five years, we
also don’'t want it to be stale. We want to figure out how we can best keep it fresh, keep it up-to-date and
get public input throughout the process. We are looking at figuring out how we can iterate our strategic
plan or at least sections of our strategic plan that we know have already changed or are already in flux in
a more interactive and more transparent way.

So, we have been working with some folks to try to figure out how we can use social media to kind of
iterate our plan, at least parts of our plan that we know of changed. So, for instance the consumer e-
Health section, information exchange, and then Health IT safety in light of the IOM report and our
rethinking on what we can do in that space. This is still something we are working on. We are looking for
broad public input. We are hoping that by using some innovative tools we might be able to get broader
input then we’ve gotten in the past and comments on our strategic plan, but also, we’d like to both keep
you informed and get your input as we suggest some changes to particular sections of our plan.

Query Health, I’'m not going to say too much here. We want to just continue to provide some updates and
get your input on policy issues that may arise in the Query Health Project so that will just be an ongoing.
And then lastly discussing more about how we can leverage Health IT for healthcare delivery reform. We
talk about Health IT as a foundation for healthcare delivery reform having the data to support healthcare



delivery reform, providing the measurement to help providers move toward services that their consumers
need and are looking for. And again, this is an area where we may want some of your thinking and input.

Joshua M. Sharfstein — Department of Health & Mental Hygiene, Maryland
Hi, this is Josh Sharfstein from Maryland. | think that is a great topic.

Jodi Daniel, J.D., M.P.H. — Director, Office of Policy and Planning — Office of the National
Coordinator for Health Information Technology

Thank you. Okay, number five, so Health IT safety. Farzad already talked a little bit about this. In light of
the IOM report that came out in November, we are spending a lot of time thinking about Health IT safety
and working on developing a surveillance and action plan for HHS that is in response to the Institute of
Medicine Report. We all believe that Health IT improves patient safety overall, but we want to make sure
we understand whether and how this technology may introduce new risks just as every new technology
comes with new challenges. We want to make sure that we are being proactive and deliberate, that we
are getting the data we need to be able to understand where there may be some risks so that we can
then take action if necessary or appropriate, or to take action to mitigate those risks.

So, like | said, we are working on a surveillance and action plan. We are having some conversations with
folks in HHS that have a role to play and that were specifically identified in the report and we have been
having some conversations with other stakeholders but this maybe an area where we would want some
Policy Committee input.

We have been talking a little bit with the Certification Adoption Workgroup about anti-fraud and this is an
area where we have had some discussions, but it’s not clear whether this is just an area that we need to
monitor and kind of keep the Certification Adoption Workgroup up-to-date or if there is anything that we
really need to take action on in this space at this time. So far, there has not been a clear or obvious
activity that the Certification Adoption Workgroup has been interested in exploring or an area where they
have thought that there is something that the Policy Committee really needs to weigh in on. Larry, | don’t
know if you have any other thoughts to say generally on this?

Larry Wolf — Kindred Healthcare — Senior Consulting Architect

So, the only other thing | might add around that, and you've got some subsequent bullets | think that talk
about some of this, but issues of what makes a legal EHR. So, sort of data integrity inside the chart and
how do you know that this is what someone said, those kinds of questions, and does that effect any of the
certification criteria? So, it might be more like a gap analysis where are things missing.

Jodi Daniel, J.D., M.P.H. — Director, Office of Policy and Planning — Office of the National
Coordinator for Health Information Technology

So, that is something that we are still having a conversation about and is ongoing. Liability, this is an
area that we have also talked, you know, just preliminarily with the Certification Adoption Workgroup last
year about, but may be an area that we want to take on this year, identifying opportunities to limit liability
concerns either real or perceived. There are some issues related to clinical decision support, contracting
disclosures, providers managing large amounts of information and being able to use the information they
need to make decisions, all of that. This is sort of an area that we are at least paying attention to and
want to be considering with respect to how it may impact adoption and again, another area that we may
what we want your input on.

With respect to priorities for standards development, the Policy Committee, we would love your input and
your collaborative dialogue with the Standards Committee on areas for priority setting for standards
development to help think through what those areas may be. We do have John Halamka coming to talk a
little bit later today about their thinking of their work plan for this year coming up and so we want to make
sure that we can kind of keep that dialogue going and so that you can weigh in on areas where you see
that there may be priorities for standards development and make sure that we have that hand off with the
Standards Committee so that those priorities are put on their radar.



So, one area | don’t have up here, which | actually identified before we started this meeting and Farzad
has now brought up, but is information exchange. And the reason it kind of fell off of my slide, not out of
my mind, is that we’re still having some internal conversations about where we might think there might be
some opportunities for input from the Policy Committee in this space and how the information exchange
workgroup might be able to help us with that. So, that is definitely an open issue and an area for
continuing discussion that we may want to engage you all on.

And finally, last but not least, emerging issues. We are starting, at least from IM from our policy
perspective thinking about kind of what’s beyond the horizon and what kind of policy issues we should be
thinking about now given new technologies that may be coming down the pike. We're also thinking about
our ARRA program, which at some point the funding will run out and how we transition our work but
maintain the important roles that those grant recipients have been taking on. So, sort of the things that
coming down the pike, the emerging issues with those grant programs with some new issues like
genomics and mHealth, etcetera.

The third one is an area that | have been interested in is thinking about how we usually talk about clinical
decision support but decision support is not only helpful for clinicians, but could also be

helpful for consumers and are there some synergies there with talking about clinical decision support and
consumer decision support as we sort of expand our consumer e-health portfolio. Perhaps an area that
we might want to provide updates is on our SHARP grants and innovations and whether or not there are
some opportunities to be thinking how some of those projects are working, how they could fit in with some
of our other activities and then, of course, the learning health care system which is our fifth goal on our
strategic plan and again, sort of a forward-looking, you know, not the year of Meaningful Use but the way
that the data that we have from Health IT and health information exchange can really improve the
healthcare system and the learning environment.

So, that is all | have. | just wanted to put some ideas on the table to get discussions going about your
thoughts on priorities for the Policy Committee agenda for the next ye