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MacKenzie Robertson – Office of the National Coordinator 
Thank you, good morning everybody, this is MacKenzie Robertson in the Office of the National Coordinator.  Welcome to the 42nd meeting of the HIT Policy Committee.  This is a public meeting and there is time for public comment built into agenda and this meeting is being transcribed so when you speak please be sure to identify yourself.  I’ll now take roll call.  Farzad Mostashari?  I know Farzad is on the line.  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?

David W. Bates, MD, MSc – Senior Vice President for Quality and Safety – Brigham & Women’s Hospital & Partners 
Here.

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

Christine Bechtel, MA – Vice President – National Partnership for Women & Families 
I’m here.  

MacKenzie Robertson – Office of the National Coordinator 
Thanks, Christine.  Chris 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
Here.

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

Arthur Davidson, MD, MSPH – Director - Denver Public Health Department 
Here.  

MacKenzie Robertson – Office of the National Coordinator
Thanks, Art.  Connie Delaney?  

Connie White-Delaney, PhD, RN, FAAN, FACMI – Professor & Dean – University of Minnesota/School of Nursing 
Here.

MacKenzie Robertson – Office of the National Coordinator 
Thanks, Connie.  Paul Egerman? 

Paul Egerman – Businessman/Software Entrepreneur 
Here.

MacKenzie Robertson – Office of the National Coordinator 
Thanks, Paul.  Judy Faulkner?

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

MacKenzie Robertson – Office of the National Coordinator
Thanks, Judy.  Gayle Harrell?  Charles Kennedy?  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?  Frank Nemec?  Marc Probst?

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

MacKenzie Robertson – Office of the National Coordinator 
Thanks, Marc.  Joshua Sharfstein?  Latanya Sweeney?  Scott White?

Scott White – 1199 SEIU United Healthcare Workers East 
I’m here.

MacKenzie Robertson – Office of the National Coordinator 
Thanks, Scott.  Terry Cullen for Madhulika Agarwal?

Theresa Cullen – Director, Health Informatics – Veterans Health Administration
I’m here. 

MacKenzie Robertson – Office of the National Coordinator
Thanks, Terry.  Patrick Conway?  Tom Greig?

Thomas W. Greig, MD, MPH – Chief Medical Information Officer - Department of Defense
I’m here.

MacKenzie Robertson – Office of the National Coordinator 
Thanks, Tom.  And Robert Tagalicod?  Okay with that I will turn the agenda over to Dr. Mostashari for some opening remarks.  

Farzad Mostashari, MD, ScM – Health and Human Services – Office of the National Coordinator for Health Information Technology 
Thank you, we’ve had Thanksgiving since we last met and I wanted to both give thanks but also to tell a little story about something that actually happened to me and my family over Thanksgiving.  I got a Tweet from Henry Wei who is one of our presidential innovation fellows on Thanksgiving saying to sign up your parents for my Medicare during Thanksgiving if you have an opportunity to see them and download the Blue Button and I thought that’s a good idea.  So, I Tweeted it but more importantly, after we had had our turkey and lamb, and pie sitting on the sofa, I suggested to my parents that we do that and they said, sure and they took out their various cards and we went on MyMedicare.gov on my mobile device and registered them for MyMedicare right there, prominent is says “Blue Button” download your Blue Button and I clicked on it and wouldn't you know there it is.  

Its three years worth of everything of their claims and their doctors and the only problem is, even for me, it’s a little hard to understand.  There’s just pages and pages, and pages, and codes, and NPI numbers and, you know, amount allowed, and amount paid, and really hard to use.  

We’ve liberated the data and then I remembered, well we did do this Blue Button Mash Up Challenge and let’s see, and I went to the App Store on my mobile device and typed in “Blue Button” and sure enough up popped the winner of our App challenge as a free App iBlueButton, clicked on it, downloaded it and put in their user ID and password for MyMedicare and wouldn't you know it, it turned that text document, which has all the information, into a really highly usable list of, what have been all their problem lists and diagnoses that they’ve had, what date, what condition and who the provider was.

And I started scrolling through and saying “oh, did you know what the diagnosis was for that visit?”  Because my parents live hundreds of miles away and often times I hear from them “oh, I went to the doctor today” and “well, what did the doctor say?”  “Oh, I don't really remember” and here it was being able to see the diagnoses, being able to see the hospital inpatient stays and surgeries, the emergency room visits, the outpatient visits, the imaging’s done, the procedures and labs that have been done.  

I noticed they didn't have any medication listed because they weren't signed up for a Part D Plan and I signed them up for Part D not because for them they’re mostly on generics, not because it made a financial difference to them, but because I wanted them to have the data and it was really immediate and it was really great.

And here is the crazy thing, the next morning my dad woke up and the eye that he had surgery on before was painful and red, and this is the Friday after Thanksgiving and I’m thinking his ophthalmologist is hundreds of miles away, the office is probably closed and I’m thinking to myself, ah, geez, like this is going to be a terrible experience for us all going to an emergency room, waiting for hours and hours, and hours next to people probably who have, if I recall from my clinical days, uptick in congestive heart failure after salt ingestion and they’re not going to have an ophthalmologist on staff and this is just going to be a horrible day.

And we instead went online to an online physician scheduling service that is now available, found several ophthalmologists with office hours and where able to make an appointment within 15 minutes with an ophthalmologist.  He went to the ophthalmologist office and he just showed them the data on his Blue Button that gave them what his previous procedures had been, what the previous surgeries had been, who the provider was, the phone number and address for the provider, all the dates and was able to have a very reasonable plan of action based on that information.  And this is available to 38 million seniors and others, Medicare beneficiaries, today for free.

And, I just can’t…it’s just seeing it is just different than hearing about it.  I announced the winner of the Blue Button Mash Up and I didn’t really understand it until I saw my parent’s information in the App.  So, I think this is a…it’s just so gratifying of how far we’ve come and how bright the future is, and how critical it is to have data and how valuable it is to have to be able to put data and information at the fingertips of the patient and their caregivers.  Almost more important than the patients is the people who love them and care for them, and want to be able to help even if they’re hundreds and thousands of miles away.  

So, that was…I give thanks to all the people from everyone from Todd Park who began to help us believe in the power of open data to folks at CMS who just did it, made it available to the startups and others who took a leap and said this could be something big and we're going to do our part and we’re going to create Apps and services to make this raw information usable.  And I’m so thankful and I’m so optimistic and with that I’ll turn it over to my partner, thank you, Paul.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Wow, Farzad, that’s an amazing story and I think we’ve all had similar experiences where you talk about something, you may work on something, but when you really experience it for yourself or for your family it’s just totally amazing, but thanks, that’s a wonderful story.  Any other comments on Farzad’s story?

Neil S. Calman, MD, ABFP, FAAFP – President & Cofounder –The Institute for Family Health 
Yeah, he should write it up for Health Affairs Narrative Matters.



Christine Bechtel, MA – Vice President – National Partnership for Women & Families 
Yeah, I am curious, it’s Christine, Farzad, was there any direction on the Medicare site about, hey if you want to make sense of this data here are some alternatives?  Because you knew to do that.

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

Christine Bechtel, MA – Vice President – National Partnership for Women & Families 
Find the Mash Up App, but I think that’s going to be the challenge, because that’s a brilliant experience.

Farzad Mostashari, MD, ScM – Health and Human Services – Office of the National Coordinator for Health Information Technology 
Yeah, actually on Thanksgiving, I was very rude, that night I sent multiple messages to both the CEO of the Company who made the App and the officials at CMS who were in charge of the program with suggestions for improvement and, you know, it’s just being able…even folks here, when I actually showed them, with my parent’s permission, when I actually showed them the App on my phone with their data it’s just real in a way and I think we need more people to just do it and then be able to do that really personal viral market because trust me, you do this for someone you love who is on Medicare, you will talk about it and you will show other people.  But yes, we do need to…one key issue is helping people find the services and Apps that will help them make sense of this information.

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

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Great, all right, well I want to also thank people for joining this virtual conference, this is the first time we tried this, it’s a little bit long, it’s about three hours and let's see how this works.  We're trying to give you
a little bit of thanks and holiday cheer for lack of travel, but let’s see how this goes.

Today we have two updates from hearings, this has still been a busy group and there will be more hearings even in December even before the New Year.  So, we’re going to hear from the Privacy and Security Tiger Team on their Trusted Identity of Patients in Cyberspace.  There was a Quality Data Hearing that David Lansky and Larry Wolf Co-Chaired that we’re going to get a summary about and then we have some updates from ONC; some of the things that we asked about, clinical decision support an initiative going on, the eQuality Measurement and Delivery of Payment Reform Data Action Plans, and other updates from ONC.  So, it’s a pretty full agenda, but a lot of good information.  Let me, before turning it over, see if people read the summary of the last meeting and if so, get a motion to approve them.  I had some edits done, sort of editorial edits, clarification edits that I sent to MacKenzie already.

Deven McGraw, JD, MPH – Director – Center for Democracy & Technology 
This is Deven, I move to adopt.

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

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

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


Gayle B. Harrell, MA – Florida State Representative – Florida State Legislator 
This is Gayle, second.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Any further discussion or corrections?  Okay, all in favor?

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

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

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

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
And any opposed or abstained?  All right, thank you very much.  So we will start out, as we normally do, with Rob Anthony from CMS giving us an update, close to the end of the year for the EHR Incentive Program and the participants that are in it.  Rob?

Robert Anthony – Health Insurance Specialist – Centers for Medicare & Medicaid 
Thanks, Paul.  I’m going to do a quick update.  I know we’ve got about 20 or 25 minutes scheduled for this, but I’m going to try to go through some of this information really quickly and leave some questions for people at the end.  Do we have slides that are coming up?  I don’t see…ah, there we go.  

So, we are towards the end of the year and the last month for which we have complete data at this point is October, but as usual, we will do a sneak peak at what the November data looks like, if we go to the next slide you can see, I’m sorry, next slide, the active registrations for October are at a total of 326,000.  We were around 300,000 last month so we continue to move up.  If we go to the next slide, you’ll see that it’s pretty much in-line with what we’ve been seeing for the last couple of months, a little bit down from September, but certainly up from the rest of the year.  So we have a large number of people that we think are coming in at the end of the year as we saw with the trend in 2011 where we had a lot of people start coming in October, November, December and then on through January and February.  

We do anticipate a large end of the year or rather beginning of 2013, although that will be the end of the 2012 calendar for EPs.  We are wrapping up with hospitals.  Most hospitals are in at this point although we haven’t processed payment for everybody yet, so they won’t all be reflected in November.  If we go to the next slide.

Medicare, you can see is at a total of about 4.4 billion dollars for Meaningful Use payments.  We paid a total of almost 500 million in Meaningful Use payments this month and it brings up the total number of
Medicare providers, a little over 89,000 Medicare providers that are paid just as Medicare EPs and then of course from last year we have another 11,000 EPs that were paid as Medicare advantage EPs.  So that brings us over 100,000 Medicare EPs for Meaningful Use.  Next slide.

There really isn't a great deal that has changed here, in fact a lot of this has sort of settled into a pattern.  Obviously, family practice and internal medicine continue to be and will likely always be the top eligible professional categories for Medicare incentive payments, but you can see that the remaining specialties have sort of settled into the same ranking, cardiovascular following right after that.  We do have a significant number in other as we continue to grow with this and we’ll begin to detail out some of those for more of an end of the year report fairly soon.

But, if we move onto the next slide you’ll see that for October, while we paid slightly less with eligible professionals this month we did pay the first wave of hospitals that had come in for the federal fiscal year
2012 that ended on September 30th so we had a large number of people coming in in October and November attesting for their institutions.  We paid 237 eligible hospitals and critical access hospitals for Medicare payments for $346 million, that is almost the largest, well the largest month in 2012 as far as hospital payments, and the second largest month overall December of last year when we processed the last of the hospital payments for Medicare was actually the largest month.  Next slide.

If you go onto our website you’ll see that we did some changes with our reporting.  We had a form that was growing and growing as far as the monthly reporting for both the Medicare and Medicaid Programs. We have split that now into a couple of different reports.  We have an overview report that just provides some basic information on registration and payment, and unique providers paid.  We also have a specific Medicare summary report and a specific Medicaid summary report and I wanted to call attention to the Medicaid side of this because we have changed the structure slightly.  

We are now differentiating between adopt, implement, upgrade providers for Medicaid and Meaningful Use providers.  So you can see in this column a differentiation in October between those paid for AIU, almost 3600 paid for AIU in October versus about 750 paid for Meaningful Use.  You can also see in the following two columns we’ve differentiated between AIU and Meaningful Use for program to date and then we do have a total program to date in that final column for you to look at.  

So, this will allow us, as we move forward to begin to make comparisons as we move here into the end of 2012 and folks that may be coming back for their Meaningful Use periods to differentiate between providers who are being paid for adopt, implement, upgrade and providers who are actually Meaningful Using under Medicaid, but Medicaid is at almost $3.8 billion as a total.  In October, you can see that Medicaid paid out a little over $230 million.  Next slide.

And, again, as expected, the number of eligible professional payments is slightly down from the month before.  We tend to see more of the eligible professional payments in November, December, January and February, as we near the end of the calendar year.  But the number of hospital payments were up from last month and the previous months for Medicaid as well at about $158 million.  Next slide.

So, altogether, at this point in time, we have, and this is a shot from our most recent summary report that is available on the Web.  You can see that we are breaking it down by the number of unique providers paid.  It is the unique providers paid in each program year.  And then finally a unique provider paid overall so that we are not double counting from 2011, 2012 of those hospitals or Medicare or Medicaid EPs that are returning.  But we have paid a total of 164,000 unique providers as part of the EHR Incentive Programs.  Next slide.  

And a total again, we're breaking down the amounts paid by program year.  Obviously, we’re not through 2012 and we’re not really through paying all of the hospital incentive payments, but we are already at a significant share with 3.1 billion, now a total amount of 8.4 billion paid out for the entire program.  Next slide.  

So, this puts us at about, at this point in time, 64%, a little over 64% of all eligible hospitals have received an EHR incentive payment.  Actual, 82% or a little over 82% of all hospitals have registered for the program.  Again, this is the number of hospitals paid.  We will expect this percentage to go up as we begin processing the last of the returning payments for federal fiscal year 2012, which just ended.  Next slide. 

We have significant numbers of EPs registered for the program.  Obviously, well over 50% closing in on 60% of all eligible professionals, that’s a total of 521,600 EPs that are eligible to take part in the program.  About 38% of the EPs registered are for…I'm sorry, about 42% of the EPs registered are for Medicare and almost 20% are for Medicaid.  Next slide.  

We do have a smaller number who have actually been paid at this point in time, it is over 25%, so it’s one in every four eligible professionals that have received either a Medicare or Medicaid EHR incentive payment, but again, as we're closing in on the end of the year we do expect that not only are we going to have a number of returning providers from 2011, but we’ll have a lot of new providers coming in in 2012 as well.  So, we expect these percentages to go up also.  Next slide.

So, overall, we do have, as I said, nearly 65% of all eligible hospitals at this point have made their financial commitment at the very least to put a EHR in place, many of them are Meaningful Users and have been receiving payments from both Medicaid and Medicare.  In fact, most of them have been.  There are approximately 26% or one out of every four Medicare EPs are Meaningful Users at this point in time.  And, overall, we are closing in at approximately 31%, but nearly one out of every three Medicare and Medicaid EPs have made a financial commitment to an EHR meaning they’ve received either an adopt, implement, upgrade or a Meaningful Use payment under one of those programs.  Next slide.  

Oh, I'm sorry, one area I didn’t cover.  We remain at the bottom, that final bullet, 58% of Medicare EPs receiving incentives are specialists.  We have highlighted this in the past and that seems to be the percentage that we have settled into.  We’ll see if that begins to change as we incorporate more of the 2012 end of year data.  But we’ve seen that same figure for most of the last few months, it’s either been at 57% or 58%, but it does mean that the majority of at least Medicare EPs who are receiving incentives are specialists, meaning they are not primary caregivers and obviously, Medicare, as I said in the past, we only have specialty data for Medicare.  So, we’re only able to look at the Medicare side of it.  Next slide.

So, these are draft estimates for what November is shaping up to look like.  We did see a large number of hospitals coming in in November or I’m sorry in, it should be November there, 525 estimated hospitals on the Medicaid or Medicare side, actually usually dually eligible and a fair number of Medicare EPs at 8250.  A large number of Medicaid EPs too at 4000, these exceed the totals for October, putting us at almost 13,000 for November and a life to date of almost 180,000 professionals or providers paid under the programs.  Next slide.

And as expected, we’re going to have or we anticipate a pretty large payout in November as well, especially with the hospital payments about 645 million.  Almost actually a full billion in incentive payments in November alone, which will bring our life to date up to $9.2 billion for the program. So, we are on track, as of the end of December, to actually hit the $10 billion in EHR incentive mark.  Next slide.

I'm not going to review the attestation data, as I haven't done for actually the last couple of months because most of this information has not changed.  I’m more than happy to take questions afterwards if anybody wants to ask any questions about this, but you’ll see that most of this is exactly what you’ve seen.  In fact, there’s nothing on this report that has changed, I believe, more than a percentage point from last time and even then there are very few changes.  

But if we go to the next slide, this is sort of our standard, you know, we see all of these greatly exceeded, but they are always some providers that on the borderline.  The popular menu objects and the least popular menu objectives have stayed fairly stable on the EP side its drug formulary, immunization registries and generating patient lists are the most popular.  Advanced directives, clinical lab testing and drug formularies for hospitals are the most popular.  Transitions of care continue to be the least popular for both EPs and hospitals.  

And then patient reminders, I think we’ve discussed before that a lot of practices use a separate practice management system for patient reminders.  And then reportable lab results for hospitals neither of which is particularly a surprise, not much of a difference in performance between EPs and hospitals.  A little difference among specialties, between specialties and non-specialists in performance, but of course there are obviously difference in exclusions and deferrals.  If we go to the next slide.

So, what we have at this point represented is 117,000 EPs out of that only 230 have submitted unsuccessful attestations and 214 of those EPs have resubmitted successfully.  So, we have very few who have submitted and failed.  And then of course we have over 2500 hospitals who have attested, that is over half of all of the hospitals that are eligible for the program.  

There is a total of 5011 hospitals overall that are eligible for both programs.  So, we have over half of hospitals represented in the hospital data for Meaningful Use at this point in time and of course all hospitals were successful.  Next slide.  These continue to be the recording areas, continue to be very high performance, all of them over 90%.  The key problem lists, medication lists, and medication allergy 97%.  Next slide.  

Again, none of this is much of a change.  There is a slight change in exclusion and deferral rates, but again, nothing more than a percentage, so, it’s not really statistically significant.  We’ve really seen these performances and these exclusion and deferral thresholds remain pretty constant for the last few months.  We’ll see if we see much change due to returning providers.  

We’re certainly going to take a look at 2011 versus 2012 performance to see if there are any differences in 90 day versus full year.  And we’ll certainly be looking at 2011 first time 90 day attesters versus 2012 first time 90 day attesters to see if there’s any difference between when people adopted as well, the early adopters as opposed to people who are coming in a little bit later to the program.  We’re obviously not going to know a lot about that data until we begin to get it in January, February and can process it for March and April.  Next slide.  

These are some of the more challenging objectives as we move into these next couple slides.  Obviously, a high rate of exclusion on eCopy of health information, again, we do believe that that is because a large number of patients don't know at this point to actually be able to request an electronic copy of health information.  However, when they are asked providers are providing that information at a very high level.  They are doing a large number of deferrals on electronic access to information and on the patient education resources objectives.  Next slide.  And then these continue to be the care coordination, continue to be pretty high deferral rates for both EPs and hospitals for medication reconciliation and the summary of care transitions.  Next slide.  

We’ve talked about the high deferral rate for syndromic surveillance there aren’t too many databases for EPs, most of them are submitting to an immunization data registry not all of them are actually able to submit to it, that immunization registry may not be working on the same standard, it may not be available to accept submissions for whatever reason, they may have a waiting list, they may not be up and running, whatever it is.  So, we continue to see some lower performance thresholds here.  Next.  

Eligible hospitals performing, again just pretty much the same way, very high-performance across these recording objectives.  Next slide.  Again, pretty high-performances here.  Some slight changes on the deferral rates but nothing more than about a percentage point.  Next slide.  The same area of high exclusions for eCopy of health information, also for eCopy of discharge instructions, again, probably because patients do not know to ask for that information, but when they are asked hospitals are complying at a very high rate.  Next slide.

They have the same challenges with medication reconciliation and summary of care at transitions which is why we see incredibly high deferral rates here 91% among hospitals for summary of care at transitions but those that are engaging at it are engaging at a pretty high-performance threshold, well above what the
Requirements are.  Next slide.  
  
And then finally, the population reporting, syndromic surveillance more available for eligible hospitals but we face the same challenges with many of these registries not being on the same standard or not being up and available to accept information.  Next slide.  

So, I’m including some of this information courtesy of some of our colleagues at the Office of the National Coordinator.  This is a link here, if you want to see this full report, I’ve only reproduced a couple of these slides, but they do this on a regular basis where they are reporting on information that is coming from Regional Extension Centers that they are using and that we are using to identify the challenges that practices are facing achieving Meaningful Use. 

As you can see from the attestation data, we don't have a huge amount of information from attestation about the challenges that hospitals and EPs are facing, but we do have boots on the ground and we do have RECs asking as they implement with some of these practices what type of challenges they are facing and we're using that to inform the type of outreach that we do and the type of educational products we do.  I know that we reviewed some of this information in the past with the HIT Policy Committee and I thought it might be useful to take a look at least some of this as we go forward as well.  So, next slide.

This is an outline of what are the top 10 Meaningful Use measure specific challenges.  So, these are the particular Meaningful Use objectives that practices are struggling with and we really get a sense of the number of providers who are impacted by this.  The clinical summary continues to be one of the areas, obviously we talked about medication reconciliation and a number of EPs and hospitals deferring that objective and the challenge that it presents. 

There are some issues around performing the security review and we know that, at least anecdotally, from some of practices we’ve talked to, what type of questions are coming up are really when this needs to be performed, what type of risk analysis needs to be done, what type of plan needs to be in place and I think there are a lot of people trying to get their hands around that.

But all and all when we look at some of this measured information we’re seeing that it jives very closely with some of the things that we’re also seeing in attestation as well.  So, we see medication reconciliation, we see patient reminders, we see the summary of care record which is transitions of care and educational resources presenting the largest number of challenges and we see that reflected in the deferral rates for menu measures for both EPs and hospitals as well.  Next slide.

This is a breakdown of some of the practice issues that present a challenge to becoming a Meaningful User.  I like to put this together because it actually…we talk a lot about the type of challenges that specific Meaningful Use objectives present.  We don't always talk about the challenge that adopting certified EHR and working these into your workflow can present as well.  So, this neatly illustrates some of the issues that are facing practices as they try to become Meaningful Users, some of it is workflow adoption, you can see 14%, some of it is certainly financial, 10%, obviously the incentives help.  

A large amount of it is also vendor selection, being faced with what product to choose.  We often get the question of what product is right for my “x” practice whatever that might be cardiology, whatever, some of it is provider engagement, it’s getting providers within the practice to buy in and actually use that EHR.  And then you can see there are also staffing, training and other administrative issues as well.  As we move forward with these we try to be cognizant, certainly RECs are putting resources into places where they’re trying to help providers overcome some of those obstacles.

But as much as we talk about the obstacles to achieving Meaningful Use objectives, this is a neat illustration that the challenges for practices sometimes go beyond simply understanding a Meaningful Use objective or engaging in a particular Meaningful Use behavior.  There are also sort of extra Meaningful Use challenges as well.  Next slide. 

There continue to be some vendor issue challenges, some of it we talked about with vendor selection at the practice level, but still the biggest area for those who are looking to be Meaningful Users, the biggest area they face in regard to vendors is delays in implementation of products or getting an upgrade to a certified EHR as a product.

Certainly, we’re seeing a slice there of reports not being available or reports being slow as we move toward the end of the year.  We’re certainly concerned about patients or providers being able to have access to that material for obvious reasons.  So, we’ll be looking at that closely as the months go on to see what information is available to them, but it continues to be delays in implementation and upgrading are the major hurdles for people when it comes to vendors.  Next slide. 

We do slice it down by the different type of practices.  So what may be a particular challenge for a large practice may not be the same challenge for a very small practice or a rural practice.  A different issue altogether for critical access hospitals.  So, you can see I wanted to include here that when we look at the different challenges or issues that are facing these different practices Meaningful Use measures aren’t really the lead for most people, it certainly is for small practices with 1 to 10 providers, and it certainly ranks in most of these, but you’ll see that we have a very large range of some of the challenges that face different practice types with Meaningful Use here, critical access hospitals being able to select a vendor that can get them up and running.  We know that critical access hospitals have faced particular issues, public hospitals too in getting those implemented. 

But when we look at certain areas like rural health clinics, rural hospitals, specialty practices it’s getting providers engaged and really telling them…getting them involved in Meaningful Use as a benefit for them and for their patients.  So, that’s certainly going to inform some of our outreach as we move into 2013, trying to talk to providers about the meaningfulness of Meaningful Use.  Next slide. 

And we also take a look at the particular measures by practice as well, we not only look at those measures overall, but we look within particular practice settings.  We obviously identify clinical summary as being a particular issue and being the top issue for most providers but you can see that if we break it down by practice type, there are all sorts of different issues that rise to the rank of number one depending on the practice type and some of them aren’t particularly surprising, you know, a rural health clinic is trying to figure out how to do ePrescribing without too many places to ePrescribe to within the vicinity.  A specialty practice is looking at recording smoking status even though that’s something that may not typically be part of their workflow.  So, again, we’re going to use this information to inform some of the outreach as we move forward and certainly the RECs are using that as well.  Next slide.

So, that’s really just a sample of the information that we have collected from Regional Extension Centers.  Again, that is courtesy of our ONC colleagues and the web address for that full report is earlier, I encourage people to go take a look at it because it gives a very nice snapshot of some of the challenges that face providers, but if anybody has questions overall about materials they can certainly send me an e-mail here and certainly any of the committee members on the phone I’m more than happy to answer questions.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Thank you, Rob, that was a very, very exciting report and keeping with the theme of Thanksgiving that Farzad led off with, if you look back this has just been less than two years for this HITECH program and Meaningful Use Incentive Program and we’ve had 2/3 of hospitals already have received their incentive payments, 1/4 of the doctors and 1/3 of them are registered.  It’s really an amazing program and especially if you compare it to pre-HITECH the total US funding for this program at the federal level was $50 million in the Office of the National Coordinator and now we’re talking about over $9 billion having already been sent out to help folks get over this initial barrier and the tremendous uptake in adoption. 

I think really HITECH has been…I mean, thanks to the HITECH it's not just the money, but you notice how much less the financial challenge was in some of the diagrams that Rob showed.  This means people are able to get over that hurdle and get onto putting these systems in place and using them.  And of course, this committee as well where the end goal is the reform, the delivery of high quality care and more access, and more efficiency, and we’re just seeing it put to work.

So, one of the people I want to thank, one is this committee for all the work it’s put in, but also the way this program has been executed from ONC and from CMS, I think it’s just been a tremendous success.  So, thanks to both Farzad and Rob representing CMS.  Any other comments on the information that Rob presented?

Christine Bechtel, MA – Vice President – National Partnership for Women & Families 
Paul, this is Christine Bechtel, thank you, Rob very much, that was so helpful as always and I recall back to the early days of the Policy Committee when we were trying to wrestle with criteria, particularly for Stage 2 and we really needed the data, and for the data to be robust, and it is getting there.  So, thank you.

Paul, I just wanted to suggest that now that the RFC for Stage 3 is out that we take a very concerted look at the data and look at things like the performance rates on some of the, particularly the highly deferred items, because I think it’s helpful to understand, for example, with summary of care exchange, while it’s highly deferred, the performance rates seems to be very high.  

We should look at really what that data means and how many people are in those numbers who are actually doing it and whether it means that we could, for example, increase or recommend an increase to the threshold for Stage 3 in terms of electronic exchange.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
That’s a good point; it would be nice to sort of have a crosswalk between the experience out there and some of our proposed objectives. 

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

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

Christine Bechtel, MA – Vice President – National Partnership for Women & Families 
Yeah, and I would just flag one other one too, which is smoking status from the REC data, because I think we all thought it was topped out, but it’s a little concerning that it seems like a lot of practices are having trouble with that and that was one I think we had suggested might be retired.  So, things like that would be very helpful to look at.

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

Neil S. Calman, MD, ABFP, FAAFP – President & Cofounder –The Institute for Family Health 
This is Neil, one of the things that jumped out at me, which I think just speaks to how on target we are with Meaningful Use in general, is that if you look at the mission driven…I'm focused on the top five challenges by practice type, but if you look at sort of the mission driven organizations, the CHCs, the critical access hospitals, the other underserved areas, provider engagement doesn’t show up and Meaningful Use doesn’t show up on any of those lists of top five challenges. 

And I think that, you know, for us, it’s just that’s so consistent with our own personal experience, which is that, you know, people don't see this as some, you know, in mission driven organizations that are patient focused, people don't see those things as sort of like off target, but rather sort of part and parcel of the work and the issues are more technical and workflow and things…you know, sort of next level issues, but it’s not about getting people to buy in and I think that speaks a lot to how on target we are at bringing Meaningful Use and stuff  into sort of the spectrum of what’s good for the public.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Well said, Neil.  I remember our initial panel, remember the early phases of Stage 1 we had that panel and they were all saying how much work it was, but we even offered the question at the end, is, gosh is there something, you know, we could sort of back off on and maybe there is something more valuable we can focus on to every member of the panel, which included a safety net they didn’t want to give up on a thing, which is saying the same thing you just said.

Neil S. Calman, MD, ABFP, FAAFP – President & Cofounder –The Institute for Family Health 
Yes, now we have the data that really shows how right on this whole initiative is from a different perspective. 

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Right and I think a lot of the things they’re working on that are challenges but we all have to do them anyway, speaking as a provider, and it was encouraging to see that the financial barrier that used to be number one in all of those questions is no longer number one.  By the way, Rob, how did you identify the quote “challenge” is it in response to a survey?  How was that determined? 

Robert Anthony – Health Insurance Specialist – Centers for Medicare & Medicaid 
Different RECs I know have developed different tools, but we have begun and, you know, honestly, some of my colleagues at ONC will probably be able to speak a little bit more in detail as to what exactly was developed, but in the last several months they developed some sort of standardized reporting on this.  So, they’re specifically going back and asking RECs, you know, what are the issues that we’re getting the most queries about, what are the issues that, you know, are bubbling up the most so that we can track those on an ongoing basis? 

Farzad Mostashari, MD, ScM – Health and Human Services – Office of the National Coordinator for Health Information Technology 
This is Farzad, one of the things that’s neat about this is that the extension centers for their program reporting use cloud-based customer relation management software and they enter in, the RECs do, they enter in these issues on every…at the practice level.  So this then can be reported on and aggregated from everything that goes really from the ground up.  So, if I’m an REC and I’m having an issue with a practice I log that issue with the particular practice and then I track that but we’re able to do nationwide reporting in aggregation using the same tools that the REC is using to help the practice.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
That’s really great and one of my favorite graphics was that sort of the multi-shades of blue where you sort it by provider type you could see what were the challenges and what’s the rank order, that’s very helpful.  Any other questions or comments about this?   Well, thanks again, Rob, good report and we’re making use of this data and we’re wanting to factor it in as we go forward with the future stages.

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

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Thanks.  All right, next we’re going to hear from Deven McGraw who has a report about their hearing on the Identity of Patients in Cyberspace.

Deven McGraw, JD, MPH – Director – Center for Democracy & Technology 
Yes and actually, Paul, Paul Egerman and I are going to tag team this.

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

Deven McGraw, JD, MPH – Director – Center for Democracy & Technology 
And he is going to start.  

Paul Egerman – Businessman/Software Entrepreneur 
Yes, thanks this is Paul Egerman, and I just want to first say good morning.  The example that Farzad gave this morning is actually very interesting and related to our discussions.  We talked about the trusted identity of patients in cyberspace.  So it involves making sure that the individual who logs onto a system is who they say they are and making sure that there is correct patient authentication.  And Farzad’s example was particularly interesting earlier because he talked about basically accessing and helping his parent’s access their records and so that kind of interaction among family members was also one of our topics.  I’d like to go to the next slide.

This is a list of the Tiger Team members who participated in our efforts and we were also joined by the Privacy and Security Taskforce from the Standards Committee, and the next slide please.  This is the scope of what we did and Farzad talked a lot about accessing Medicare data.  Our scope was more limited.  We were looking at best practices for identity proofing and authentication for patient access to portals.  So this is limited to the patient access to the portal, which is really the view, download and transmit capability that you see in Stage 2 of Meaningful Use and to also make a small distinction between patient identity proofing and authentication. 

Patient identity proofing is the process of trying to determine if somebody is who they say they are while authentication is the process of trying to see how you log in, username, passwords, you’re authenticating yourself to the computer.  We basically took up the discussion to these specific issues.  First we looked at principles for identity proofing and authentication and then on identity proofing itself.  We looked at in person identity proofing and remote.  Then we looked at authentication. 

We are about to start discussions about basically, issues relating to transparency and risks and benefits to patients, and the patient’s use of the transmit function in future activities.  So far, we’ve held this hearing, we’ve had some discussions and what Deven I think will be presenting is our preliminary discussions.

Deven McGraw, JD, MPH – Director – Center for Democracy & Technology 
Okay, great, thanks a lot, Paul.  If I can have the next slide please.  What I’m going to talk about over the next series of slides are really the kind of initial thoughts of the Tiger Team based on what we heard at our hearing and some of the feedback that we got from a set of questions that we put up on the FACA Blog, which actually generated a pretty rich amount of information for us from individual patients weighing in as well as healthcare providers weighing in with both there patient hats on and their provider hats on and so I would encourage us to continue to use that advisory committee blog as a vehicle for generating discussion about topics that we’re considering because it actually was quite helpful in addition of course to the testimony that people gave us, very, very interesting. 

So these are sort of our preliminary thoughts and we’re taking advantage of this Policy Committee meeting to present them to you and if there is time, and hopefully there will be, get a little feedback on where we are headed, because our hope is to finalize some recommendations that are on our call on December 17th and then be able to present them to the committee at the January meeting. 

So we started by thinking about some overarching principles that emerged, again, from the testimony and what we heard in reaction to the blog post.  The protections, in terms of what types of standards you set for identity proofing and what Levels of Assurance for authentication, that those really need to be there of course and should be commensurate with the risks.  Again, we are talking about access to health data here, which can be quite sensitive.  On the other hand, it really should be simple and easy to use, and consistent with what patients are willing to do, because we really want patients to take advantage of this capability and not be overwhelmed by a set of requirements that may provide additional protections and security, but that might make it difficult for them to participate. 

We also heard pretty loud and clear that there needed to be some flexibility in the types of methods that providers would use for identity proofing and authentication, that one size definitely does not fit all, which strongly suggests that our recommendations, as a committee, maybe ought to lean towards best practices versus a sort of required set of specific tasks that we want people to do.  Patients need to sort of understand this process, particularly, as we’ll discuss in a moment, when third-parties are used to help a provider do identity proofing.  But ultimately what we want to do is over time build some more scalable solutions such as through the use of voluntary secure identity providers, so we’re less dependent over time on the provider patient relationship as a mechanism for identity proofing.

And then we also wanted to recognize that, and my apologies for the typos in this bullet, that the solutions really do need to evolve over time because the technology frequently innovates pretty quickly in this field and provides us with greater tools for doing ID proofing and authentication in a secure way that is not difficult for people to do and ultimately we also want to not treat healthcare as though it sits on its own on this issue and look to how other industries have solved this problem, such as the banking industry, that has made it easy for consumers to bank online.  Next slide.  

So, on the identity proofing side, you know, we had a presentation from the Office for Civil Rights, which oversees HIPAA and of course the HIPAA Privacy and Security Rules are going to apply to providers deploying the view, download and transmit functionality.  You know, providers do have an obligation to do identity proofing and to come up with methods for authenticating or to choose methods really, they don’t have to invent them, to choose methods for ID proofing and authentication, and there aren’t any particular ways that this is specified in the Regulation, and so, again, the rules already provide a lot of flexibility for providers, but also put the responsibility on them to get this done. 

And certainly there are…with respect to identity proofing, you know, there are sort of two general ways to get it done.  Rely on the patient relationships that a provider has with the patient and do it in person, that typically, we think provides the most amount of protection, particularly in circumstances where the patient is known to the provider, that the patient can present in the office and present some identification or really, you know, for well-known patients, I'm not even sure in some cases that providers would necessarily need to see additional identity again for a patient that’s in the office fairly frequently. 

But, you don’t want to necessarily limit the choices for identity proofing to just in person, because remote proofing is really highly desired by some patient populations.  We heard for example from the Veterans Administration that for the My HealtheVet Blue Button they heard from their veterans that they wanted an opportunity to establish their account remotely without having to go in to see a provider or to present in a VA facility and you can see that an office visit prior to establishing one of these accounts would be hard for folks in rural communities and for the elderly, and frankly for healthy people who don't come into the office very often. 

So we need to have some remote solutions but the remote identity proofing carries a bit more risk with it.  Clearly, if you are going to do it in person, you know, the obvious choice is to do it in the office during a visit.  I know we heard from witnesses, and I think Judy has talked in the past, about using kiosks in the office and just signing people up right on the spot.  You could also rely on an in person identity proofing done by an outside party like a Notary Public, which is certainly used for other functions where identity needs to be proofed.  Next slide.
 
But, again, we really do think it’s important to have some best practices out there for remote proofing and some of the options that we heard discussed were relying on reuse of existing credentials such as people credentialing themselves through Facebook or other sort of online accounts, who know them already and other parties relying on that credential for their purposes as well.  

We also heard from a couple of witnesses on the use of third-parties who do knowledge-based identity proofing, essentially using publicly available data and asking a series of questions to in fact determine that the person is who they say they are, but of course how effective that is depends on the quality of the data.  It can be expensive.  It may not address all patients, for example, there is really not very much public data available about minors, at least currently, maybe that will change with increasing use of online technologies by minors.  

And again the patient education on this matter is pretty critical.  A couple of witnesses testified to the creepiness factor of having a bunch of questions about things like, mortgages and financial issues, again, based on public data, asked to credential someone for an online account to healthcare data.  So certainly, if a provider were going to use this option, educating her patients about what’s likely to happen with one of these phone calls would probably be important so that the patient understands what’s going on.  

But knowledge-based authentication can also be done internally by a provider using the demographic data in their record systems.  Frankly, they could, you know, they possess the health data too, they could, you know, for a series of questions to authenticate the…or to, excuse me, to ID proof the individual over the phone, you know, they’ve got a lot of sort of information in their records that they can use to determine whether the person is the person on the phone. 

But one of the issues that we did hear about is the importance of using data ideally that other family members might not know.  And in fact, we heard from the Office for Civil Rights that they have gotten a number of complaints from folks who have been spoofed by their own family members who have been able to open up accounts or access accounts by using information that is commonly known, for example, by spouses or by parents in the case of young adult children.

Use of technology to ID proof people remotely such as using the camera on the computer is an idea about how to get to, you know, higher degrees of assurance that the person on the other end of an online or telephone transaction is who they say they are, but ultimately we concluded that this option, you know, would always carry a bit more risk to it than an in person ID proofing and that one way to mitigate that risk a bit was to use an out of band confirmation to make sure that the person in fact did want to establish the account and that it is the person, you know, again who has the right to view that data, and typically this is done, you know, to a known e-mail address or to a letter to confirm that the account was established, and then ideally you don’t grant the access until that’s confirmed.  So, that’s one way to sort of, again, mitigate the risks of remote ID proofing.  Next slide.  

So then we moved to thinking about authentication.  And I thought that Paul's way of conceiving of the difference between ID proofing and authentication was really quite helpful.  Authentication is the computer recognizing you.  Once you’ve been ID proofed and the account has been established in their name how does the computer in fact know it’s you each time you log on for a transaction?

And members of the Policy Committee you may recall that we already opinioned on this issue several months ago when we were discussing some proposed objectives for Stage 2 of Meaningful Use and at that time we said, well, you know, what’s called single factor authentication, which is really just a username and password, you know, really ought to be the minimum and providers might want to offer additional security through additional authentication factors.  But, you know, ultimately, they’re going to have to balance that with, you know, making sure that they don't raise the bar so high that it’s too difficult for their patients to access their accounts, and that’s what we said at the time.  Next slide, please.  

After the testimony that we heard at our most recent hearing on patient access and, you know, and mindful also of the testimony that we received for provider user access in remote circumstances, we’re sort of landing more towards strongly encouraging providers to use more than username and password, but not quite to what is commonly known as a Level 3 Authentication, which is where we landed for provider users who are trying to access data remotely here.  We’re looking at what is commonly called 2.5, which is beyond the username and password, but using fairly easy to acquire mechanisms for providing an additional level of authentication that are not quite enough to qualify you for full on NIST Level 3 of Assurance, but are better than a username and password.  And that of course begs the question about whether we should also be moving toward a technical capability to manage higher level authentication for the next stage of certification.  

But in the meantime, certainly the Office of the National Coordinator should disseminate the latest best practices in password management.  But certainly, you know, passwords are increasingly falling out of favor for providing secure authentication and we think healthcare, even for patients, ought to be moving in the direction where others are headed including the banking industry for authenticating patients.

I mean, you know, for most consumers who online bank, it appears to them that it’s fairly seamless.  They do a username and password, but there are a lot of backend transactions that are occurring that provide a higher level of authentication and consumers may notice that if they for example use a different computer or different device to try to work online, because the bank has been relying on the device identifier or the computer identifier as a factor for authentication and so then you get asked, you know, additional questions to make sure that it’s really you.  So, you know, there are tools that can be used that make it still fairly seamless for the patient, but provide that extra level of security and we think that’s the direction that healthcare ought to be going in for these patient accounts as well. 

And then, of course, you know, again with technology evolving, you always have to keep your eye on where the puck is going and try to…if you can't skate in front of it, you ought to skate at least just behind it or with it and so we should be monitoring where this is heading and continuing to update best practices and our expectations here.  Next slide.

We wanted to reemphasize, you know, again, all of the discussions about remote ID proofing and the bad things that could possibly happen if things go wrong, drove us too reemphasizing previous recommendations that we had done on transparency to patients about the risks and the benefits of view, download and transmit.  We’ve already covered these recommendations in the past.  We’ve attached them in the backup slides.  We just want to take this opportunity to sort of reemphasize them and say that there really ought to be a plan for disseminating these to providers as they prepare to deploy view, download and transmit for Stage 2.  Next slide.

And then the issue that we really didn't get to, it was raised a bit during the hearing, we did have some witnesses talk about it, but we didn't get to discuss it much on our call on Monday, is patient participation in Direct and use of the Direct specs and we note that for Meaningful Use Stage 2 Direct is really required for the transmit function and the use of Direct requires a digital certificate.  You know, what’s not completely clear is the process by which, you know, patients or the entities that they are likely to use to store their health data will be able to obtain a digital certificate and specifically for our purposes, what are the ID proofing and authentication requirements that are going to be asked of patients for Direct.  And we’ll be diving into this in some more detail on our call on the 17th.  Next slide.

I think this one is the last one.  Ultimately, you know, in addition to the work that we are doing as a Tiger Team and that we’re going to be teeing up to the Policy Committee in January, there is this process going on that we have heard about from NIST involving the National Strategy for Trusted Identities in Cyberspace.  There is a healthcare working group that is thinking through issues about ID proofing and authentication for access to health data and ultimately we're hopeful that this will provide that scalable solution where individuals can, you know, get a credential that can be used for a range of transactions and that providers can also rely on for activities like view, download and transmit, that is less dependent, again on the patient provider relationship and will potentially lead to a much more robust exchange of data with the patient in the middle, and we are hopeful that that process will continue and, again, result in some processes that will work ultimately and I think that was it.

You can go to the next slide and make sure it says, back up, yeah, there we go.  So, we don’t have much time for feedback, but I would be interested in folks, of course if you have any questions or if you have any additional thoughts as we move into trying to finalize some recommendations on this topic.  I’ll pause for a moment, Paul Egerman, and make sure that I didn’t leave anything out or if there’s anything you want to add?

Paul Egerman – Businessman/Software Entrepreneur 
I think you did a great job, Deven, thanks.

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

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Great, thanks Deven and Paul.  Any questions or comments from the committee?  I’ll add one while folks are thinking, Deven you reminded us about the previous recommendation about educating consumers about the risk so that they can weigh them for themselves about the view, download and transmit, maybe someone at ONC knows whether there’s something going on…I mean one of your suggestions was something that could...a model language that could be given to providers to help them draft something.  


Deven McGraw, JD, MPH – Director – Center for Democracy & Technology 
Yeah, I do believe that was part of it, that’s right, those recommendations are actually part of the backup slides.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Right, is there anything going on at ONC along those lines?  I don’t know whether Joy or Jodi are on the line?  

Farzad Mostashari, MD, ScM – Health and Human Services – Office of the National Coordinator for Health Information Technology 
This is Farzad, Deven I know that the ABBI, Automating the Blue Button Initiative folks have been working on developing some simple implementation guides for vendors and providers in terms of implementing not just automating it, but actually workflows for doing the…being able to do the VDT as well and I think there’s been some very, pretty deep discussions there in terms of alternative approaches for making sure that the certificate management within the direct context is managed.  

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

Farzad Mostashari, MD, ScM – Health and Human Services – Office of the National Coordinator for Health Information Technology 
So, that I think, I don't know if you want to…if you feel that that’s, you know, directionally baked enough to mention. 

Deven McGraw, JD, MPH – Director – Center for Democracy & Technology 
I think we’re going to learn a bit more about what ABBI is doing on both of those issues in advance of our call on the 17th, so I can't speak in depth, but we’re aware that that effort is going on.  I’m happy, frankly, to see the progress that’s being made and it very well may be, you know, sort of the right vehicle for both disseminating, you know, good guidance to providers on best practices but also helping to resolve some of the questions that have come up about patients and transmit, and Direct, which is it’s great.  Okay, that’s not me.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Me either.  Okay, any other questions from the committee?  Good, thank you very much Deven and Paul.

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

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Okay, so we’ll now proceed to hear about the Quality of Quality Data Hearing that happened just a week ago from David Lansky and Larry Wolf.  

Larry Wolf – Senior Consulting Architect – Kindred Healthcare 
So, hi, this is Larry and I’ll be doing the walk through on the slides.

MacKenzie Robertson – Office of the National Coordinator 
Hi, Larry, sorry Larry, this is MacKenzie, can you just either mute your computer speakers because we’re getting an echo through your line.

Larry Wolf – Senior Consulting Architect – Kindred Healthcare 
Oh, sorry.  My computer speakers are muted.  Is this any better?  

MacKenzie Robertson – Office of the National Coordinator
Yes, it is, thanks.

Larry Wolf – Senior Consulting Architect – Kindred Healthcare 
Okay.  So, we had this great hearing last Friday it seems like it was just yesterday.  So, let's go onto the next slide.  We had two Workgroups come together, the Certification Adoption Workgroup and the Quality Measures Workgroup.  So, a big thanks to the Workgroup members, a very big crowd was there.  And we had two panels, each was pretty big, one looking at the current state of data quality and the second looking at using the EHRs to generate clinical measures and what kind of issues that was raising. 

And we also had some pretty active participation from ONC in terms of Jesse James and Kevin Larsen, and we had three really jam packed hours and it was pretty unusual, in my experience, for the hearings we’ve held because of the amount of buzz in the room, the panelists, the committee members, the rest of the audience seemed to really be talking to each other before and after the formal presentations and it was quite lively.  So, let’s move on.  

So, we’ve got a big group from Certification and Adoption and thanks to all those folks and then continuing, an even bigger group on the Clinical Quality Measure Workgroup.  So, it was really a pretty robust set of folks who were involved not all of them could make it and some were on the phone and there is a little bit of overlap between the two Workgroups, but overall it was a pretty diverse crowd.  Onto the next slide.   

So, here was the first group of panelists and you can see that it was a pretty big panel and we have a mix of folks here representing vendors and then folks on the provider side and a really interesting study from NORC on patient adoption, we can talk about that a little bit later as well.  Moving onto panel two, another big crowd, this is more looking at the folks who are using data from the EHRs primarily on the quality side, but also with CDISC folks on the research side, and some comments from Kate Goodrich at CMS about CMS’s direction to work toward better alignment across all the different programs they’re running.  Let’s go onto the next slide.

So, maybe I should’ve made this comment way back on the title slide, this is really kind of a first blush of what we heard at the meetings.  There is probably a lot of cleaning this up, analyze it, where are we going that could be done.  So, if this is a little bit of, walking you through the weeds, I apologize.  We tried to get a lot of the highlights here of what we heard into the slides.  The written testimony is very accessible and really tells a pretty good story of what’s going on out there.

So, barriers are kind of not surprising, concerns and realities of extra work for users especially physicians and then what makes good value for those users to justify their time.  So, a desire on the one hand to make better use of the information that’s collected and also to make sure the measures we’re using are meaningful, because the meaning will drive good feedback and with good feedback we’ll get better data.

We heard about the different vendors, that there is a fair amount of diversity across vendors in their data models and that the calculations for the CQMs may in fact be slightly different.  And you’ll see later there’s a suggestion that we look into that as part of the certification process. 

Also variations within a vendor, comments were made that sometimes providers, you know, across the street from each other might have made different implementation decisions and therefore the places in which data gets placed in their systems and how it’s coded is different.  Okay, the rest are variations and all that.  Let’s go onto the next slide.  Oh, back up one, sorry.

So, the final comment is that data extraction is difficult.  So, all that diversity adds to the dilemma of how do you get good data extract.  And we did hear some concerns about this being expensive and that sometimes its single threaded through the vendor as the only one who knows their data or contractually requirements that the vendor be involved with any data extraction process.  Okay, let’s go on.

So, we did have some discussion about a lifecycle.  So, this was sort of a framework that developed during the meeting that involves these four major pieces and it’s not clear that they actually flow in this nice circle, but I think it communicates some of the notion that they build on each other and that anything we do in terms of making this better needs to recognize that there are iterations needed and what the major pieces are. 

So, the measures themselves, how they’re selected, how they’re specified, how they get implemented in a clinical workflow, whether that supports high-value uses, and then what’s capable in the EHRs that then makes more information available for future quality measures and you can sort of see the cycle.  There are other related cycles.  Standards development, a fair amount of discussion about thinking of standards as the noun historically that we look at them as fixed but that we should maybe shift our focus and look at them as fluid, more like a verb, so the standard element’s process is what we should be thinking about and how to engage a wide audience in that so that the process becomes more robust. 

Product development, you know, it’s great to have these inspired thoughts about what a new measure ought to be and what a new EHR capability ought to be but product development is its own cycle and some comments from the developers about what we might be able to learn from agile development and how that bit applies to the quality measurement process.

And clinical process improvement within the provider organizations and with the various quality organizations that exist out there, there are existing processes in place to learn what we’re doing and do it better and fold that back into how we do things and so there’s an overlap of that as well.  So, looking to improve on the quality measure lifecycle and questions about what policy levers are appropriate, so we hope to do that.  Moving onto the next slide. 

So, looking at those four areas a little bit more.  So, what can we do in terms of using abilities within the EHRs to improve quality and reduce the problems?  Can we bring in certification processes to help with this in terms of data validation looking for standard query and extraction tools, looking to certify that the calculations are accurate?  So, moving beyond the test of, can you do the calculations to let's have a dataset that represents a population and then run a test against the dataset to verify that the way you’re doing the calculation actually supports the calculation itself and might have a greater likelihood of being consistent once these are implemented in the field.

And looking to improve the streamlining of the process by which the data is collected and to get away from measures that become a checkbox within an application and actually drive it off of underlying clinical process of data.  

And a discussion came up here about reducing the use of free text and later we had comments about, can we do a better job of getting information out of free text, especially for population management.  So, questions about are the natural language processing tools, NLP tools, good enough for population analysis even if they’re not good enough yet for delivering individual care.  Let’s move on.  

So, how do we go about quality measure selection and specifications?  We want measures that are valuable to all the actual care providers so that they’re engaged in using them well, that there is intrinsically there is motivation to want to collect accurate data, especially if it’s information that they care about.  So they’ll be built in feedback groups getting the information right as opposed to I’m just doing this for some third-party.

Making sure that there’s really good specifications of the code sets, the value sets and potential for mappings across codes because we do have a multiplicity of codes in place today and how do we simplify the life of the provider so that they’re not jumping between code sets or adding codes just to support downstream activities.  Okay, let’s move on.  

So, integrating with the clinical workflow, a fair amount of discussion about can you bring in extenders of various kinds?  So it may not be the primary care provider, physician, nurse practitioner or others who are asking the questions or collecting the information, but it might be a much more broadly-based process and a pretty high-value in actually broadening the process, opportunities for further patient education.

And we’ve got some insight into a study that NORC is doing, it’s a pilot that was done at Geisinger where they took advantage of their existing patient portal and they asked patients to review on the portal their medications using some structured feedback to review the medications, make their indications of which ones weren’t accurately reflecting what they were actually taking, additions or deletions from the list and found very high success rates actually in engaging the patients, about 1/3 of the patients that they out reached to; to participate in this study did provide feedback.  

And the pharmacist accepted a very high number of the changes and there were a very large number of individuals who were making changes.  If I’m remembering correctly, upwards to 80% of individuals were suggesting some change and even in cases where the pharmacist couldn't reach the individual they felt that over 50% of the changes they ought to make just based on patient’s feedback.  So, it sounds like patient are actually making very reasonable suggestions and in fact it might make sense for them to directly make the changes.  So, further things to explore on patient engagement.   So, let’s move onto the next slide.

So, discussion about outcome measures versus process measures.  So, quality measures where they can see, providers can see where they actually can affect the outcome or affect the measure seem to be more engaging.  So, given the big shift that’s happening in payment for outcomes and people saying we don’t just want the, you know, check the box that we did it, we actually want to start looking at did we make things better.  So, kind of a dynamic pinch in there about what can clinicians actually control in terms of making things better, especially for a population.  Next slide.  

So, there seemed to be some kind of emerging vision that was happening here and I’ve been talking about pieces of this through the earlier slides.  So, users understand that high-quality data is essential for care for quality improvement and for population health, and payment, that they want to see those measures as integral to the care process.  

And we heard some discussions about doing the analysis in separate systems and we felt that it was really important that the results of that analysis be available to the clinicians so that they’re actually there in context with the care they’re giving, you know, it’s not very helpful to be told the patient you saw half an hour ago should have had something done.  We really want to see that in advance of engaging with the patient and while you’re using the EHR during the patient interaction that this should be done seamlessly with the care process, that there aren’t any extra clicks as part of the data collection, and that it should be available from the EHR without extra programming. 

And you’ll see there are some later comments about maybe using some of our existing processes such as producing care summaries and CCD or other CDA documents as a way to address the need to get data out without extra programming, aligning to standard vocabulary without extensive mapping tables.  So, how can we start to embed standard vocabularies in the products themselves and in the care pathways?  And that there is value in aggregate analysis and benchmarking, but that today the need to transport that information to the aggregators can add costs and EP issues of data quality as well.  So, next slide.

So, some further actions that might improve things, so redesigning measure development to include more stakeholders.  There is a pretty big group already involved in measure development.  I think this was also talking specifically about the measures that have been pulled in for Meaningful Use, that we build on existing measures and that we learn from the agile software methodologies of getting feedback on the measures, and probably a footnote here to the work that S&I has done, because I think that’s been an example of a process that brings in a very broad group of stakeholders and tries to build very quickly deliverables and then learn from that process of what actually works and doesn’t work.

Building on the existing documents that come out of EHRs and trying to see if they can’t be leveraged more broadly, and really as much as they’re various reporting requirements, can those reporting requirements switch from their current proprietary single use formats to using CDA and possibly using the specific CCD summaries that their EHRs produce.  

Exploring natural language processing as a way to deal with unstructured text and maybe as a way to deal with the multiple code sets and particularly asking the question, is it good enough for population analysis.  We heard some examples of people having very high success in applying text filters to looking at EHRs and finding relevant things that hadn’t been picked up in a formal coding process.  

And I talked about audience.  I talked about engaging in our certification process.  We’re expecting there will be drivers coming out of the payment reform work and some of the shifting payment model even outside of the federal reforms whether that’s ACOs, patient centered medical homes or things being driven out of the private sector.

The possibility of working with the multiple data streams, so on the one hand we have the vast volume of data redundancy, you know, Farzad’s opening comments about what happens when you look at the Blue Button unfiltered is another example.  There’s a lot of data out there but much of it is redundant, and can you use some smart software to crunch it down?  And how does that redundancy build both a stronger signal and look for a signal in the noise, look for the outliers that might have been lost in the huge body of data.

And I want to cycle back to this notion, the second bullet on building an ecosystem for quality reporting in population health.  So, this is kind of a recurring theme on the edges of a lot of our discussions of how do you open up EHRs in a way that’s useful so that third-parties can build add on products.  We’re certainly seeing some of that around the major vendors.  They have enough market mass, enough market presence that people are building vendor specific applications.  So, if there is any way that that can be moved ahead in ways that facilitate quality reporting.  Next slide.

So, looking to sort of wrap this up, there was a suggestion for a Tiger Team forming to move this ahead and I’m going to have to defer to some of the ONC folks about some of what they think that that Tiger Team is going to be charged with.  So, we’ll hopefully come back to that in the comments.  Looking at certification and testing methodologies, particularly looking at Stage 3 where there might be opportunities to learn in Stage 2.  Further focus on standardizing the data that underlies the quality measures.  So can we really go back to the beginning part of what are the data standards, how do they get embedded in the EHRs, can we simplify the data extraction process as well as the data entry process. 

Some discussion about what I like to call data in the wild.  What actually is out there in medical records?  I know that NCHS is doing some very preliminary pilot work this year in looking at when they do their studies of physician practices where they send folks out to do a manual record review, if they’re looking at both asking for custom extracts from the EHR and looking at the CCDs as a way to better understand what could be done electronically without having to do a chart review.  So one tiny example of what I think is a pretty broad area that we should be looking at. 

And then a focused review of what’s happening with CMS and private payers as they look at the data pipeline and we have some emergent payment models and what would be the things that we need in EHRs.  So, I think that’s our last slide and I’ll turn this back to the group.  David, anything you want to add before we get general input from the group?

David Lansky, MD – President & Chief Executive Officer – Pacific Business Group on Health 
Mostly my thanks for your leadership on this committee and doing the presentation.  It was a great group of witnesses with very inspiring suggestions of how to go forward.  And, I think, as you said, a couple of the highs, one is that a lot is about what the people in the pipeline and the process of care, care about is going to influence the quality of data that everything else depends upon.  So, to the extent the measures are considered very far outside their direct value stream it’s a challenge.

So, I think part of the suggestion to see how these next steps is how do we create a tighter link between the value proposition that the measures bring with them, either clinical improvement value or external payment and recognition value, so that everybody in the care process appreciates that we’re collecting this data for an important reason.  And secondly, the technical solutions both around standards and certification, and around the ecosystem idea.  

So, I think we actually came away from this with a pretty good focus of where the work needs to be going forward to increase the value and I really appreciate and I want to especially thank the staff for having put together a very strong hearing in a pretty short timeframe that really gave us a lot of good direction.  Thanks, Larry.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Thank you, Larry and David.  Comments and questions from the committee?

Farzad Mostashari, MD, ScM – Health and Human Services – Office of the National Coordinator for Health Information Technology 
This is Farzad, is one of the…I imagine that one of the issues that came up was trying to minimize the data elements required for quality measures, particularly if we can move away from, you know, 230 different exclusions and exceptions for various edge cases.  Is that something that came out of the…in terms of the next steps or is there someone to hand this to? 

David Lansky, MD – President & Chief Executive Officer – Pacific Business Group on Health 
Well, my shot, Farzad, this is David, is that we didn't hear so much concern about the number of data elements and the belief that if we did the whole enterprise right, the natural course of documentation during care would support the necessary quality measures production systems.  And so the exceptions issue, for example, comes up because it’s considered that that flagging of exceptions is not part of routine documenting of care, it’s always and extra step, and extra click.  So, to the extent the measure specification can, I think one of the slides says this, can rely upon the intrinsically captured data and inferring those exceptions as needed from the existing data and so that challenge falls back to the measure specifiers more so than to the user interface designers in that sense.



Farzad Mostashari, MD, ScM – Health and Human Services – Office of the National Coordinator for Health Information Technology 
Exactly right, that’s exactly right.  And so going upstream, I think we can't continue to put the burden on the clinicians and the vendors frankly to deal with the information needs that are unreasonable.  And the goal that you have here that the data is collected as part of the care process without any extra clicks, we really do have to go upstream and it may require some tough conversations around how to deal with, you know, the “don’t ding me” concerns of some of the measure developers, but I don't see how we can only focus on the technology and the implementation and not focus on the measure development piece as well.

Larry Wolf – Senior Consulting Architect – Kindred Healthcare 
Farzad, I think that the notion of bringing in actual concepts was looking to create that feedback loop, that we need something that makes sense to all the participants and you can't get good measures without a rapid cycle of, is the data available for this, how do we get the data, is it unambiguous, does it generate the measure that we want, is it meaningful to all the participants, and how do we iterate on that so we actually get measures that work well?  I think there was an underlying message of, can we simplify this?  So not just improve the process and, you know, automation of it, but also can we make the measures with fewer exclusions more clearly understandable and more broadly applicable?  

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
So, I think this…I’ll make a comment that piggybacks on Farzad’s comment, which is, I think the agile development really needs to go way upstream to the measure developer and we need to insert both the end user that are familiar with the workflow in clinical practice and the data folks, the technology folks that know what data is available and easily available, and easy to capture, but that has to be pushed way upstream into the measure development world.

Kevin Larsen, MD – Medical Director for Meaningful Use – Office of the National Coordinator 
This is Kevin Larsen on the phone, that’s exactly what we’re doing with the innovation fellow that we have here.  So, we have an active strategy and a plan that we’re doing that work, which is related to getting the data better through the system.  But, once we’ve got it, even if we have a perfect measure created, the data for that measure can get corrupted if the ecosystem of relaying and moving that data through the system is not a coordinated process.

Farzad Mostashari, MD, ScM – Health and Human Services – Office of the National Coordinator for Health Information Technology 
And, I think, Kevin, partly this is not a technical issue, it’s actually a policy and in some cases emotional issue with having a different paradigm for dealing with the legitimate concerns that providers have that, well, if we want to have, you know, blood pressure control say, well there’s, you know, 58 different clinical scenarios where you don't want necessarily to have the blood pressure control to that level and let's try to capture each of those 58 clinical scenarios and make sure that, you know, the denominator is narrowed down to only include people for whom this is broadly applicable, that has been the general approach, and I think we need a different paradigm for how to deal with that legitimate concern that this measure is not appropriate for every person, and whether it’s looking at risk adjustment or whether it’s looking at outcomes, there needs to be…I think there needs to be a little bit more than just focus on the technical or even the technical and workflow aspects is I guess my hope.

David Lansky, MD – President & Chief Executive Officer – Pacific Business Group on Health 
So, Farzad, it’s David, I want to come back to something which I think is a delicate matter that we can go too far in this direction as well.  And I think balancing what Paul described as having multiple stakeholders together early in the upstream that also includes the end-users on the payment side.  And I think the fear is that, at the moment, there is no financial incentive for being thorough, complete, accurate in capturing data that will be used for Meaningful Use quality measures.  So, because there’s not a reward for performance on those measures and there’s no public disclosure of performance on those measures.  

So, as we anticipate these kinds of data eMeasures becoming used and payment programs in particular and ultimately replacing the more traditional quality measurement enterprise, the stakes will go up, but we may not have improved the pipeline of data capture to support a higher stakes measures.  And for that reason, one of my concerns is that the two forms of value that end users, clinical users will experience is not only, yeah, this is a good data it helps me understand and improve my practice, but also in the future, this is data that my livelihood depends upon, but we haven’t made that case yet.

People don’t now in the clinical environment, they don't perceive that the rigorousness of their data capture is affecting their income, but that will be the case in the future, everyone seems to agree.  So, during this bridge period, while we are developing an infrastructure for data capture that’s reliable and robust, but are not really incentivizing it, we’re going to have to find a way to ensure that people take this seriously given the high stakes that are coming and not only optimize around the clinical workflow of the current clinical environment, but also, you know, recognizing that’s it’s going to also effect the whole payment system.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
I wonder if there’s a recommendation in here, it’s very broad reaching to convene the stakeholders to work on this whole agile development, again, upstream at the measure conception and development step that involves the…I mean, the Office of the National Coordinator, because the technology that’s going to implement a lot of this has to be involved, but the end-user clinicians who are gathering and using the data, the folks who understand quality measurement, and the folks, as David pointed out, who are in the payment and consumer end really should work on the culture of the data development process, the quality measurement development process, but that’s a bit out of our scope, it is out of our scope, but it seems like we, the collective we, the stakeholders represented in this effort need to work with the folks who are traditional of quality measure developers.  So, that might be something we can maybe promote or stimulate, or recommend.  A lot of that maybe convened or coordinated through HSS.  Does that make any sense, Farzad?

Farzad Mostashari, MD, ScM – Health and Human Services – Office of the National Coordinator for Health Information Technology 
Yeah, is Kate on the line?  Kate Goodrich?  

Kevin Larsen, MD – Medical Director for Meaningful Use – Office of the National Coordinator 
I think Kate’s here at this meeting in California with me, so I think she’s in talking.

Patrick Conway, MD – Chief Medical Officer & Director - Centers for Medicare & Medicaid Services – Health & Human Services
Yeah, Farzad, this is Patrick, I mean…

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

Patrick Conway, MD – Chief Medical Officer & Director - Centers for Medicare & Medicaid Services – Health & Human Services
Well, Kate is even better, but I am on the line.  I was able to make myself have a break and get on and wanted to hear the conversation.  Would you like me to comment?

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

Patrick Conway, MD – Chief Medical Officer & Director - Centers for Medicare & Medicaid Services – Health & Human Services
Yeah, no, I think this is right.  I mean, Farzad and I have discussed this.  I think getting it upstream is correct and I think the convening function, you know, we’d have to think about the details of how one does it, but, you know, HHS is certainly a potential convener.  I would name upfront, and Farzad heard me name this is another meeting that that balance which David spoke to will be tricky.  

So, we still have a number of measure developers, especially if associated with physician and clinician groups that really want the high stakes cuts both ways.  If the measure is going to be high stakes they want all those exclusions to make sure it says, you know, accurate, if you will, as possible yet the reality of capturing all those exclusions are difficult.  

So, we sometimes get in a case similar to what people have in the clinical realm where there is a desire to capture, you know, a larger basket of exclusions and as people realize the sort of data capture burden or the potential data capture burden, you know, then there becomes questioning of well you’ve now forced a burden on me in a different way in terms of making me, you know, change my workflow to capture all these elements.  So, I think this is a complex area that’s going to be really a balancing act, if you will, in my opinion, but would be interested in others thoughts.

Theresa Cullen – Director, Health Informatics – Veterans Health Administration 
This is Terry, I actually think this is a really critical role for somebody and I don't know who it is, because I think it may give us the opportunity to do some leap frogging.  This is an issue that we have talked about for years.  We haven't been able to solve it.  We know that the clinical community wants the exceptions to be documented, but I actually think they want the exceptions to be documented because they want to do quality of care and I know in the VA we’re trying to figure out how do you do this when you decrease the…and decrease the burden at the same time.

I think if we look at documentation though and we look at EM documentation, we know providers do respond to reimbursement.  We know that if the documentation is easy and sensical they can do it.  And I just think that we just don't have the sophistication yet here.  And I do believe there’s a federal role far upstream, which is what we’re talking about, to be the convener and push this.  This isn’t a new dialogue.  So, I am worried that we come back to the same actions and we haven't figured out how to make them actionable not through anyone’s fault, but because I think this is really difficult.

Christine Bechtel, MA – Vice President – National Partnership for Women & Families 
So, it’s Christine, I couldn’t agree more.  One of the ideas though that we discussed when we were very first working on, actually not very first but in the middle of talking through the Stage 2 criteria, was, you know, we were recognizing all of these challenges and we were recognizing that we’ve talked about the same thing for many years.  

So, and I agree, someone and ideally HHS and others needs to take a leadership role and convene around these issues, but one of the ideas that we talked about was leveraging Meaningful Use as a potential pathway for innovation so that if you had, for example, a way for an individual provider to say, you know, these kinds of measures that are already part of the program, yes, I can report those or I can follow those pathways, but really what I’m interested in is, you know, developing something new or getting something, you know, taking a measure in and getting it into the EHR in a different way.  

I want to test that process and so if I follow some criteria around the kind of measure that it is and the kind EHR capabilities that it uses, I can test and I can develop something and then I can tell CMS what happened.  I can say, okay this worked really well here’s how I did it in the, you know, technical side, here’s how I did it in my workflow or, no, you know what I tried it and for these reasons it was an abject failure and then at least we are learning, but they would get credit as an alternative to the other quality measure reporting processes that we currently have. 

So that we’re really fostering some innovation among leaders who want to devote the resources to doing that.  We're, you know, giving some guidelines around what’s important to try to do.  But since Meaningful Use isn’t a performance-based program, then, you know, we can use it as a pipeline to help, you know, spur some development and that way we could then potentially hand it off to the larger measure developers for taking it the rest of the way and getting it ready for, you know, everybody else. 

So, we talked about that, you know, months and actually probably a year ago and I think it’s something that might be worth…we’ve written some things up to try to summarize it and we can certainly get those around, but, you know, if folks think there’s some appeal in using the Meaningful Use Program and the quality measure requirement as a potential pathway to making process in these areas, I think it’s a good idea.  

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Well, yeah and this idea is in our RFC actually.  So, I think it is a way Meaningful Use participates, but it’s not solving the underlying issue, which really is the creation, the prospective thought when you’re creating the measures themselves and what constraints you take into account.  The problem of exclusions actually, interestingly is almost like bringing the issues we have with RCTs into the effectiveness research, in other words, in RCTs we’re very disciplined in making sure we try to understand or remove confounders and in the course of that we end up having a very homogeneous population that not necessarily looks like the real population. 

If we exclude everybody then we end up with a homogeneous population even on the effectiveness side of research and that would be a shame.  So, it would be better if we came up with novel ways of finding indicators to stratify groups of populations, not down to the homogeneity we have in RCTs, but allow us to measure what we do and to measure improvement and teach people that 100% is not the score we’re shooting for.

Larry Wolf – Senior Consulting Architect – Kindred Healthcare 
So, this is Larry Wolf.  I want to pick up on a comment that Paul just made.  We often work through sort of the keyhole of what we can see rather than opening the door and I think in some of these areas where we’re trying to figure out, you know, are the exclusions helpful or hurtful, do they add complexity or not?  Certainly, in the kind of test mode that Christine was talking about if we ask providers to submit a richer dataset, but don't do the analysis upfront, do the analysis after you get the data so you can sort through some of these issues of, oh, we had a very diverse population, but our exclusions threw out the diversity and we lost a lot of good information.  

Maybe we need to figure out a better way to segment the data and segment our analysis rather than creating risk adjusters that tend to swamp out the differences or exclusions that tend to reduce the dataset.  So, use our tools, use the fact that we have…we’re putting in place robust data tools and we’re building rich data structures that would allow us to move information to get out of an old paradigm that says, just give me the number to one that says give me the data in a way that we can figure out how to make the measures better.


David Lansky, MD – President & Chief Executive Officer – Pacific Business Group on Health 
Paul, this is David again, an important piece of this is the second topic which was this ecosystem design and offloading a lot of the work from the EHR so that it’s more of a collection and then clinical decision support platform but not necessarily an integration and calculation, and reporting platform, and the more we see it distributed in the environment of care being provided to people the more important it’s going to be for us to focus on how the pieces of the ecosystem work together to construct a quality measure over an episode or a longitudinal period of time.

So, even a change in the delta measures you talked about earlier are going to need that independent platform as a way to pull the data together that’s needed and that also would reduce some of the burden on the individual care providers in that chain to have to be the ones capturing all the data from the patient themselves or from different points in time across the continuum of care.  So, I think as we do this rethinking of the measurement development upstream component we also have to be thinking of it in a bigger data flow context across the whole care provision system.

Farzad Mostashari, MD, ScM – Health and Human Services – Office of the National Coordinator for Health Information Technology 
This is Farzad, I think part of what makes this timely is that we have the concept of intermediaries providing quality measurement services as part of Meaningful Use clearly and you can be a certified quality measurement module.  And there are a number of other data service providers at the community level that would provide benchmarking, support quality improvement, support ACO enablement, supports that might be well situated to do this and there might be really important interplay with other programs, whether it’s PQRS and EHR intermediaries there.  

Also, intermediaries that serve the hospital market, most of the hospitals that report through IQR, Patrick tells me, do so through intermediaries.  Also for the qualified entities that would get Medicare claims data and provide benchmarking services to providers as well as professional societies and their registries that can do both quality measurement as well as quality improvement and benchmarking.  

So, I think the suggestion to have a Tiger Team to see if we can pull together, not just a vision for what this new ecosystem might look like, but some kind of concrete steps to understand better, how we can get to a part where there is an ecosystem and a marketplace frankly for these services is an interesting idea.  Patrick, do you want to choose to comment on the data intermediary’s piece?

Patrick Conway, MD – Chief Medical Officer & Director - Centers for Medicare & Medicaid Services – Health & Human Services
Yeah, I mean, just briefly I agree and, you know, we think this sort of data intermediaries concept, and that we enable it when people want to choose that method is critical and we think they add a lot of value in terms of not just data calculation but feedback, data validation, etcetera.  So, no, I think the comment is very on target.  

I also, to build on one of the previous comments, you know, with measure development, you know, we’re funding it, CMS and ONC, as you all know, much more focused on the de novo measure development not the sort of retooling of original chart measures.  So going forward focusing on those sort of core measure concepts and how you would capture them via the EHR etcetera.  So, I think that’s a shift from even a couple years ago. 

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Outside of data intermediaries is there any other input or advice, or participation you’d like to see from the HIT Policy Committee to further that along?  

Kevin Larsen, MD – Medical Director for Meaningful Use – Office of the National Coordinator 
This is Kevin, one of the things that I think will come up are some of the data standards and are the data standards built for the current environment that’s still the same data standards that are right for this intermediary group?  So, for example, you could imagine that QRDA 2 could figure prominently in this ecosystem potentially or something else that was created for that purpose.  So, I would imagine there might be some request from the Policy Committee to the Standards Committee to look at some issues identified by this new data intermediary group.

Patrick Conway, MD – Chief Medical Officer & Director - Centers for Medicare & Medicaid Services – Health & Human Services
This is Patrick; I apologize not being in the room it’s always hard to know if I’m cutting someone off, but to build on what Kevin said, I think that’s right.  I’d also add on that we know, you know, essentially we’ve had registries, as you guys well know, for a number of years.  We did some data validation work there.  Originally the reporting of data had some major issues meeting accuracy and sort of across registries, common methods for calculating and reporting since they’re reporting in aggregate data.  I think we worked through a lot of those in the registry space.  I think that’s another area where the Health IT Policy Committee and the certification, and I defer to Kevin and Farzad on this, may be able to do some real excellent work to make sure these intermediaries are as similar as possible in terms of some of their functionality for calculation of measures etcetera.

Farzad Mostashari, MD, ScM – Health and Human Services – Office of the National Coordinator for Health Information Technology 
That’s a challenge we’re happy to take on, Patrick, and make sure that the certification or validation process also includes what would be required for the kind of high test quality measurement for payment purposes as well, so include things like, I would imagine, being able to do audits would be pretty important and that I think also introduces some of what Kevin said on the technical side with QRDA 2 potentially.  So, let’s take that as a…we’ll take that as an action item.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
It still seems like we have to...even if we try to make the use and processing of data at the intermediary level more consistent then we need to feed them the right measures to even be using.

Farzad Mostashari, MD, ScM – Health and Human Services – Office of the National Coordinator for Health Information Technology 
That’s right, so that was going back to the first issue and Patrick maybe you can advise us in terms of where that conversation, where the Health IT community could be most helpful to provide input into the broader conversations around the future of the measure development and prioritization. 

Patrick Conway, MD – Chief Medical Officer & Director - Centers for Medicare & Medicaid Services – Health & Human Services
Yes, it’s a great question.  I mean, I’d be interested in other’s thoughts.  I think…what I think can definitely be helpful, I think you guys named the sort of upstream work that needs to occur.  There’s something here, I know the ecosystem was mentioned, but part of it is truly almost a cultural ecosystem switch of people becoming comfortable with the concept of the sort of balance of sort of data collection etcetera.  You guys mentioned stratification that’s something in terms of, you know, people being comfortable with that.

Also, do you switched to sort of outcome-based measures as opposed to a process measure really pushing for 100%; you’re pushing for an overall improvement in outcome.  So, I don't have an easy answer, Farzad, so I’m not…I’m trying to be helpful but I think it's actually complex and not an easy answer, but I think that that’s another reason why, you know, the committee and sort of the convening power may be helpful.

Farzad Mostashari, MD, ScM – Health and Human Services – Office of the National Coordinator for Health Information Technology 
Yeah, Patrick or others who may be on, the NQF MAP process is that something where we could provide this input or is that process underway too far?

Patrick Conway, MD – Chief Medical Officer & Director - Centers for Medicare & Medicaid Services – Health & Human Services
I’ll start and others can jump in, I mean, I think we can provide that input to the process.  I think we just started that process again this year, we sent them the measure list.  I think they are sort of so, not overwhelmed is not the right word, but so sort of captured by the, you know, making recommendations on measures and what are the priorities and the gaps, that I’d more say, you know, a lot of the sort of thinking and work on the eMeasures probably is with this group but there’s probably a matrix at NQF to make sure that, you know, how this group is thinking about it and how NQF is sort of envisioning their measurement both prioritization and identifying gaps that were in sync if that helps.

Theresa Cullen – Director, Health Informatics – Veterans Health Administration 
This is Terry, I would agree with that.  I think while there is a Venn diagram and overlap with that work, some of what we’re talking about is not currently in that work stream.

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

Theresa Cullen – Director, Health Informatics – Veterans Health Administration 
Even when we go back to that casual part of it.  

Christine Bechtel, MA – Vice President – National Partnership for Women & Families 
Right, so it’s Christine and I also sit on the MAP and I would say that I think that’s right, but MAP has been able to take on more than one work stream at a time and we do have a new strategic priority around filling measure gaps and spurring not only the identification of those gaps, but, you know, the work to fill those.  So, I actually think this could fall very nicely under that bucket for MAP and so that while, you know, we’re considering the 500 measures, thank you, Patrick, you know, for HHS, there is also a need to take on the gaps discussion and this, I think, could have some alignment and the MAP does have a good structure and the right kind of stakeholders in many respects.  So, I think it's a worth a conversation with Gerry Shea and Tom Valuck, and others about how this could fit into MAP.

Kevin Larsen, MD – Medical Director for Meaningful Use – Office of the National Coordinator 
And this is Kevin, I served in a number of the MAP groups and one of the things that I have noticed is that they don't tend to dive into these deep details like the volume or complexity of exclusions.  Most of the conversations I’ve been in at the MAP have had a more focus on the core of the measure and what it looks like and the evidence around it but not necessarily attributes like volume of exclusions.

Christine Bechtel, MA – Vice President – National Partnership for Women & Families 
And I would agree with that, but, I would just point out, it’s Christine again, that that is in part a function of the fact that the work of the MAP is contract driven.  So, I just think its worth a conversation because it is an infrastructure that does exist that could fit nicely within and as a companion to the Policy Committee.


Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
I’m afraid we’re going to have to wind this discussion down.  I let this go on past its time because this truly is one of these, a bit hidden things that are going to be hugely important and there’s a long lead time in and getting the new measures in place so there will be these needs.  So, I think this is work that we need to do some further discussion about and maybe further bring back some proposals or things to talk about at a subsequent meeting, but this is really, really important.  And just know, both Patrick and Farzad, that this committee is willing to find ways to contribute.

Patrick Conway, MD – Chief Medical Officer & Director - Centers for Medicare & Medicaid Services – Health & Human Services
Great.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Okay, thank you.  Thanks a lot for that discussion and thanks Larry and David again, you’ve certainly hit a nerve and it's something I think everyone is struggling with but people would recognize if there were…I think there is an elegant solution that is both more meaningful and actually more efficient and less burdensome.  Let's move on to the report from Jacob Reider about the Health eDecision’s Project, which is the renamed Clinical Decision Support.  

Jacob Reider, MD – Acting Chief Medical Officer – Office of the National Coordinator for Health Information Technology 
Thank you, Paul.  Let’s go to the next slide and I’ll sort of dovetail this with the previous discussion and just for clarification, because somehow this got Tweeted last time, we’re not renaming Clinical Decision Support.  Health eDecisions is the name of this project which is the S&I Framework Project and I know Paul you didn’t intend to say that, but somehow someone misunderstood that last time and we got some e-mails.

So, the Health eDecision’s Project is focused on decision support, which of course is the other side of the clinical quality measurement coin.  If we can improve quality then the quality measures of course will reflect that and in many cases the decision-support is the action arm that enables healthcare providers, and in collaboration with our patients of course, to improve quality.  So, let’s go to the next slide.

So, poignant quote of course, next slide.  And for those on the phone who aren’t looking at the slides it was a Peter Drucker slide that said that “what gets measured gets managed.”  But, at the same time measurement doesn’t inherently deliver improvement and any third grade teacher can tell you that just because she gives the kids all C+ doesn’t mean that will cause them to get A’s, we need to give them tools that enable them to all get A’s, which of course is our goal.  If anyone has seen Ben Zander talk everyone should get an A and that should be our goal.  So, the quality of healthcare ideally is perfect and of course, you know, we’ll never reach that, but we certainly should be aiming for it. 

And so, what are we going to do beyond measurement and as we look at the technical things that have really helped us to strive for better quality measurement, the Health eDecision’s Project looked at the technical infrastructure that’s available for broader applications, to use a term that’s perhaps overused, plug-and-play clinical decision support.  So, how can we get an electronic health record to know that every 50-year-old and those greater than 50 need to have a discussion with their healthcare provider about colon cancer screening.  How do we cause the EHR or the health information technology that the provider is using to know that the patient has hypertension and should be considered for a treatment protocol?  So, next slide, please.

So, the next slide says clinical decision support, next slide after that.  So, the background of this project is that we’re aiming for methods of really delivering that.  So, again, for those who can’t see it on the phone, clinical, there’s a definition, a very broad definition of clinical decision support which is that it’s the user facing representation of clinical guidance and there are lots of definitions of CDS and what this project chose to do was define decision support extremely broadly.  So this may even include a certain different data display and we know from lots of feedback that we got both during the Stage 2 2014 NPRM and even thereafter, that decision support is much more than just alerts and reminders, and so that’s part of why we’ve really embraced this much broader definition for this project.

And so, the concept is that effective CDS interventions require sort of a substrate of both content knowledge and technical delivery tools that can prepare the electronic health record to really be much more agile in how we respond to changes in clinical knowledge, how we select the guidance that we’re going to “turn on” or “turn off” in our systems that will enable us to meet the goals that we set for ourselves using the clinical quality measures, you know, and everything we talked about with CQM just now also applies in a prospective way to CDS.  So, just as we need to think carefully about the data that is required for measuring quality, we also have to think critically about the same data elements that would be necessary in order to prospectively guide care.  Next slide.

And so what does this project do and I’m going to be quick because I know we’re behind.  So, I’m actually more than 3/4 of the way finished here, Paul.  So, the Health eDecision’s Project is an S&I Framework community, there are more than 200 engaged members and I put on the slide the HealtheDecision.org URL, which is really just a redirect to the longer more complicated S&I Framework URL, remember we’re also interested in usability, so we’re trying to make it easy for folks to remember how to get there. 

So, we have six Workgroups that again have deep engagement from folks in many sectors.  So, we have vendors involved, we have content providers involved, we have implementers involved, and we have plain old healthcare providers involved.  So, I think we have great representation and enthusiastic engagement.  

What we’ve done is we’ve selected two use cases to really focus on, the first is CDS artifact sharing, so this is the case in which…that I described that the EHR should be able to understand an artifact of knowledge and I mentioned two earlier that I won’t repeat. And the other model is CDS services in which an instance of the patient is encapsulated in some form perhaps that’s a CCDA, and it’s thrown at a server, so maybe it’s in the cloud locally, maybe it’s in the cloud in some national cloud, obviously it would be sent in a secure form, that service would then do an analysis of this patient instance and then it would send back recommendations to the sending system for interventions that might be appropriate for this patient.  

So those are the two use cases.  There’s enthusiasm for both but we knew we couldn’t bite off both parts of the elephant at the same time so the first use case is the one we focused on for the first six months of the project and the second one will be kicked off sometime early in 2013.  Next slide.  Next slide, there we go.  

And so, really the goal here is of use case number one, which is the one we’ve been working on, is that CDS be shareable and implementable.  So sharable means that it's expressed in a standard form and implementable means that it’s not so complex and doesn’t actually account for all of the edge cases that the Health IT can consume it reasonably easily and then substantiate it in a system in a manner that is not interruptive that actually aligns with the workflow that healthcare providers are accustomed to. Next slide.

So, we often will get questions, especially from the technical community, so I decided to put it up here.  So, this is one question and sometimes the question comes from a disciple of a certain technical format. So, the question is, is this a new standard and then insert the what about the “blank” and it might be somebody saying, what about Arden Syntax, what about Gello, what about GEM, what about the XML that the partners folks did under the Arc grant, the clinical decision support consortium XML format?  

And the answer to that is this isn’t a new standard.  There really hasn't been any de novo work so much as really harmonizing the work that’s been done in these previous efforts and also refining the scope and I think that’s actually the secret sauce here, is that we’re not trying the boil the ocean.  This project is focusing on delivering something that will work for a subset of all potential use cases so that there can be something that works rather than something that’s going to be able to capture everything and I think it's the last piece that many efforts in the past have tried to capture too much and then we get very complex, essentially new programming languages and those are hard for the Health IT systems to incorporate.  And so, we’re aiming for that good balance of complex enough that it’s very useful and yet simple enough that it’s implementable.  Next slide.

And so this, the slide that I have up now is just really a description of the life cycle of CDS for those who aren’t familiar with it, you start with clinical knowledge, produce a CDS artifact and one will take clinical knowledge, say a clinical practice guideline and translate that into logical statements that a computer system would actually understand.  There might be then a step where these things are collected and aggregated into some form and they might be published either by a federal agency or by a for-profit corporation that manages and maintains these things and then makes them available in a digital form to Health IT providers, vendors, I should say, so that they would be then consumed. 

So, these digital artifacts might be consumed by the Health IT vendor that would then incorporate them or they might be available in a form that even an end user could make a selection and choose, you know, this set from this source and that set from that source.  Final thought, next slide, maybe I didn’t use the secret word, there we go thank you.

So, this is our very rough outline of our project timeline you can see the red arrow is right in the middle which is where we are and essentially everything has been done in the use case number one schema definition was actually submitted to HL7, the HL7 ballot process about 10 days ago and will be open for ballot voting between now and January, and then, you know, following that, we will start work on preparing a ballot for use case number two and also responding to the ballot comments for use case number one.  

And you can see that our pilots should start also in the next couple of months and we have several Health IT vendors and also content vendors who have committed to participating in pilots to find out what works and also demonstrate what doesn’t.  Next slide.

So, in summary, this is really, this is gestational, we wanted to give you folks an update on where this is and give you a sense of what it’s aiming for and I think now we’ll take a question or two if Paul thinks there is time for that.  So, thank you.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Sure, thank you, Jacob.  So, questions about the Health eDecision’s Project, which is a project about clinical decisions?

Christopher Boone, FACHE, CPHIMS, PMP – Director of Outpatient Quality and Health IT – American Heart Association
Hi Paul, this is Chris Boone and…

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
It was actually the renaming of the project not the topic, anyway, so, yes, go ahead?

Christopher Boone, FACHE, CPHIMS, PMP – Director of Outpatient Quality and Health IT – American Heart Association
Yeah, this is Chris Boone and I guess you can call it my own naivety and being new to the committee but I’m still a little uncertain about the overall objective for this particular group and what is the expected outcome I guess is what I’m trying to get to?

Jacob Reider, MD – Acting Chief Medical Officer – Office of the National Coordinator for Health Information Technology 
Thanks, Chris.  The expected outcome is to see if we can arrive at a technical foundation for a standardized way to share these clinical decision support artifacts.  There are many existing industry standards in the CDS domain but there is really nothing that has been widely adopted in the industry and so when something hasn’t been widely adopted you can either say, A; the industry isn’t ready for something like this or B; what’s out there on the market, what’s been developed in the past, the standards that exit don't meet the needs of the industry. 

And so, this group was convened to actually answer that question.  Is it that the stuff that’s there is good and we just need to find a way to evangelize it or is the stuff that’s there not quite right and I think what the community has decided, and that’s why I focused on the breadth of the community and the breadth of participation, the community made a set of recommendations to aim for a simpler harmonization of existing standards and not try and capture all of the nuances of what some of the existing standards have tried to do and so this may feel still a little bit like a new thing but this thing will then be a standard format with which a content provider can share knowledge and a standard format with which an electronic health record can consume that knowledge.

Judy Faulkner – Founder & Chief Executive Officer – EPIC Systems Corporation 
This is Judy; can I ask a question, a couple of questions?

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

Judy Faulkner – Founder & Chief Executive Officer – EPIC Systems Corporation 
Okay, I thought that was a good question that was just asked, what is the outcome needed and on top of that I have questions in two areas.  One is, how will you allow variation?  I’m very aware of that, even though there may be standards, there’s an individual physician who knows because of the subset of patients that he or she is caring for, perhaps patients with immune disease, perhaps patients of a particular gender or race that they do better with a variation to that.  Are you going to allow variation, come up with a scheme that allows variation at that level for that physician who is doing it with the knowledge that he or she will take better care of the patients of this subset that way?  That's number one. 

The second one is sort of similar but again it’s allowing variation.  You can do decision support either by leaving the EMR jumping to an engine that analyzes the data and then comes back or you can embed it in the EMR in lots of different ways.  You have to worry about response time and speed a lot and the more you jump out, come back, jump out, come back the slower your response time is going to be for your users.  And so will you make sure…and decision support isn't just one thing at one spot, it is throughout the EMR, all sorts of things are decision-support. 

So, will you make it so you have to go to a decision-support engine or will you allow the flexibility that you have generally accepted rules that people have, allow them to change, but that it can be threaded by the vendor in the way that’s fastest and best for that software instead of having to jump out?

Jacob Reider, MD – Acting Chief Medical Officer – Office of the National Coordinator for Health Information Technology 
Got, it wonderful questions and this is where it would be nice to be in the room, because I smiled throughout your request.

Judy Faulkner – Founder & Chief Executive Officer – EPIC Systems Corporation 
Oh, good, I’m hoping that’s a good thing.  

Jacob Reider, MD – Acting Chief Medical Officer – Office of the National Coordinator for Health Information Technology 
So, this is great and what you’re doing is you’re emphasizing why it is that this project isn’t about what happens in the last step of how this knowledge is incorporated into an electronic system.  So, let me answer your questions in order. 

The first is about variation and is there going to be recognition of variation and how the guidance that this decision-support artifact provides might not be something that applies to this patient in particular or in this patient’s practice and I think that it really depends on the granularity of the intervention and how much it…how much the intervention, how specific the intervention is and how complex the system is that’s accepting that intervention.  Remember we talked about two use cases.  And now I’m going to start to bleed into in answering your second question.  

There are two use cases, one is that this knowledge is consumed by the EHR and then the EHR would then do, as you described, assemble the knowledge that it has about this patient and then in whatever way it decides is appropriate, expose the end user to that knowledge and so it might be, you know, just bubbling a medication up 3 layers in the list of choices.  It might be making something bolder or it might be putting a big alert on the screen. 

The second use case is the CDS services and so we certainly have seen instances of CDS services that are fast and some that are slow and this project really isn’t about defining what it is that…you know, which people choose so much as if someone were to implement something like this, how could they do it in a standard way?

So, this is a very technical project that is focused on creating and aligning an industry around standard methods of doing both of these things so that innovation can happen and of course reflect and allow for the kind of variation in a similar way to how a clinical quality measure needs to understand the variation of care that was rendered and allow for healthcare providers to vary in their delivery of care where necessary, but of course we know when there's too much variation standardized care, standardized processes aren’t happening as much as they should and so even if we focus on some standardization yet allow for variation where necessary, I think that’s the gentle balance that we have to reach.  Does that make sense?  Did I answer your question?

Judy Faulkner – Founder & Chief Executive Officer – EPIC Systems Corporation 
Yes.  Thank you.  

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Okay, so I think for lack of time we may transition, any other really pressing questions?

Charles Kennedy, MD, MBA – Chief Executive Officer - Accountable Care Solutions – Aetna
Yeah, this is Charles and I’m sorry I had to drop off for part of this presentation, but did we ever address the question of data architecture, in other words, where do we create a single understanding of the patient that is shared so that when these clinical support decision rules run they’re running off a consistent understanding of the patient?  

When we’ve tried to do this we’ve been somewhat frustrated in trying to use the CCD standard because of the heterogeneity and the interpretation of that standard.  And so, I'm just wondering how is the kind of understanding of the patient, that common shared single representation, how do you see that interacting, if at all, with this project?

Jacob Reider, MD – Acting Chief Medical Officer – Office of the National Coordinator for Health Information Technology 
Thanks, Charles and I’ll be quick because I know Paul is pressed for time.  That’s a big part of what's been in the background here and so I’ll mention two models that have been deeply considered.  One is of course the quality data model which is the foundation of a lot of the work that’s going on on the, I don’t know, head side of the coin and on the tail side of the coin, is the VMR or Virtual Medical Record which
is also in HL7, which is an HL7 standard, the quality data model is from the National Quality Forum and how much can we learn from both of those projects?  I can say that right now the VMR has taken the lead in the Health eDecision’s Project as a preferable data model for various reasons that many of the techies could answer.  So it's a great question and it’s, you know, on the front burner and in heavy discussion in the project.

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

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Thank you, Jacob.   Thanks, Jacob for a very enlightening discussion and it attracted a lot of interest as well.  Next we’ll move onto e-Quality Measurement and Delivery Payment Reform State Action Plan, that’s a mouthful with Kelly Cronin and Kevin Larsen.

Kelly Cronin – Health & Human Services
Hi, this is Kelly, Kevin are you on as well?

Kevin Larsen, MD – Medical Director for Meaningful Use – Office of the National Coordinator 
I am here.

Kelly Cronin – Health & Human Services
Okay, terrific, so we’ll try to go through these slides pretty quickly so we can allow time for discussion and I think this relates so directly to the conversation we just had around the sort of the report out and the next steps for the quality of quality measures and the ecosystem around that. 

So, this is a project that we started with NASHP, the National Academy of Health Policy makers, earlier in the year and its purpose is to really work with state leaders to try to align the state level HITECH or Health IT activities with their delivery reform and payment reform efforts.  So, we started off, first let me go over the project team, next slide.

We’re working across ONC, so it’s Kevin, Jesse James, Lee Stevens and Anastasia Bodnar from the State HIE Team, working across ONC including the Beacon program and partnering with NASHP and more recently RTI to reach a broader number of states.  We've also been working quite closely with our Medicaid CMS Center for clinical standards and quality and other partners in the innovation center that are really involved in state innovation in trying to do this work, because it’s touching on a lot of our collective work.  Next slide.  Actually, you can go to the next slide.

So, the first phase of this was really trying to convene state leaders back in April, so this is several Secretaries of Health and Medicaid Directors and folks from the quality measurement community, State Health IT coordinators really to try to start to cover four different dimensions of delivery reform including plan provider measurement and feedback, payment reform, care delivery innovations and consumer engagement. 

And we have an issue brief that was published not too long ago that sort of is a report out from those findings and, you know, a lot of what we heard is what you might expect, that, you know, a lot of these Secretaries of Health and other leaders feel that we’re at a tipping point with Health IT and they’re really feeling like they can translate some of their investments to actually get to real outcomes and that it will be a key building block for their delivery system transformation efforts.

And, I think while, they were very sort of, you know, concretely understood their vision, they were also very aware of the challenges and felt that the way that a lot of things are run within the state government now that there are some significant challenges around silo’d efforts.  So not all of their HITECH implementation is really aligned with what they’re thinking for payment and delivery reform, and they recognize they need to sort of break down those silos. 

We also, when we got into some of the discussion around, you know, quality reporting in particular, you know, we heard concerns that we've all known for a long time around too many measures across commercial and public programs and that there’s reporting fatigue and there’s a tsunami of data even when there is feedback it's too much, it’s scattered and it’s difficult for be actionable, particularly when it’s just for silos of their patient population. 

And then, other, you know, plans and providers are reluctant to share their data and there’s, you know, sort of an overall feeling that data is a private commodity rather than a public good, so there's a problem with hoarding that they’ve addressed in other conversations and webinars since the meeting and feeling like there might be some state policy levers to address that issue. 

And, I think also, pertinent to one of the previous conversations, that there is a need to figure out the ecosystem to make this work, but they also know that there has to be a business case around it.  So we can't just sort of create sort of a series of intermediaries that perhaps, you know, are qualified and reliable, you know, reporters of valid quality measures  that are comparable across systems and that can also provide actionable feedback, but that there has to be sort of a sustainable business model for them.  So, we can't just be setting these up through grant programs or other temporary funding sources, but we have to figure out what is the willingness to pay for this and who does pay for it over time.  Next slide.

So, I think because there is so much interest in this sort of quality improvement in our measurement and reporting infrastructure coming out of this meeting, they decided to focus on this work for Phase 2, so over the last several months we’ve been working with four states, soon to be eight states, on specific plans to align their payment reform efforts with what they feel will be sort of critical, eClinical Quality Measurement improvement infrastructure.  Again, tackling a lot of the issues that we just covered.

In fact, we’ve just been on four site visits where we’ve had a lot of detailed conversation around these issues.  So, all this is really sort of converging, but they are really sort of grounded on the ability to use performance data at the provider level even at the point of care and really having the timely and comprehensive feedback to do that.  

Obviously, they want to reduce the reporting burden, the alignment of measures is becoming increasingly important when these folks are having…there’s a lot of pressure from the Governor’s Office to implement these new payment systems whether it’s sort of scaling a patient centered medical home model or doing multi-payer ACOs, or doing some combination of bundle payments with these other models, you know, there’s a variety of things that are being pursued, but the idea of getting alignment on eMeasures that could be, you know, computable and feed into this ecosystems and be functional for these programs is really critical.

And we would like to, you know, try to figure out how this might work in a couple of states and then have those models really inform how other states could be doing it too.  This also fits really nicely with the timing of a new program that the Innovation Center and CMS has been working on called the State Innovations Model and that will be a Governor led multi-payer effort to plan and test new models of care delivery and payment and they’re sort of gearing up to launch that and really a big piece of it will be the Health IT infrastructure of course, and in many ways this project is serving as sort of a precursor to that work, because everyone recognizes there is a lot of lead time to figure this out and if they want to, you know, figure out in the next year or two how they’re going to do sort of broad scale payment reform, this is one of the important pieces of the puzzle.  Next slide.

So, these are the states that we’ve been working with.  The one in Phase 1 are in blue those are the ones we just recently visited and then the next four are sort of in the hopper, we’re sort of just getting engaged with them along with RTI and Maine is considering being involved and we hope that they’ll be part of this.  Next slide.  

So, just to give you a little bit of the idea of how we’re actually going about the work, we have, again, a series of site visits and we’re really trying to provide technical assistance through having a lot of us in ONC work very closely with the states both on-site and virtually and bringing in our CMS colleagues as well and we have some other subject matter experts from the healthcare delivery system and the measurement community who’ve been also part of the site visits and helping them as we go and there’s also been sort of a privacy and security set of experts including Joy Pritts and Jane Thorpe and people who’ve really been in this space for a while and can help piece it together.  Next slide.  

So, we’re creating…we’re working with them to create action plans and in the site visits we’ve been going through sort of a baseline assessment where we pre-populate, you know, all the data that we have on EHR adoption at the county level and the state level and really give them a good picture of their state and their existing capacity along with sort of their overarching goals and their existing payment and delivery reform efforts across sectors so they have a really good sort of starting point to do their planning from. 

And then we’re in the process of, you know, following up with them on their priority areas that they want to work through with their stakeholders.  We’ve had a series of webinars that have started to lay out more specifically where we’re going from a standards interoperability perspective, what certification is enabling, what some of the tools are that they can leverage like Cypress and popHealth, and I think they have a much clearer understanding of sort of the Federal vision that Patrick and Farzad, and others have been articulating about where we’re going not just in potentially Stage 2 and, well definitely Stage 2, and then Stage 3 with clinical quality measurement but how that’s going to be aligned across federal programs and under what timeframe.  So, we’re going to be doing another round of site visits and then engaging these additional four sites soon.  Next slide.  Next slide, please.

So, and this is just sort of the sort of process for developing these action plans which is probably not important to get into right now.  And, Kevin, since you've been on a lot of these site visits you might want to speak to some of the issues that you’ve been hearing and highlight anything you think that’s important and sort of timely given all our discussion today.


Kevin Larsen, MD – Medical Director for Meaningful Use – Office of the National Coordinator 
Yeah, certainly, the states are very eager and interested in this work.  They come with a set of similar stakeholders but many of the states have some, you know, differences in the stakeholder groups, they have some different competencies and infrastructure, and drivers.  So, there is about 50% sameness and about 50% difference between the states.  

So, I would say we usually have at the table the HIE, often a multiplayer claims database or an all care claims database, members of the State Health Reform Policy Group as well as members of typically the Medicaid and often from large payer in the state, for example in Arkansas Blue Cross Blue Shield has 80% of the commercial market and so they were at the table.

So, with these groups of stakeholders figuring out their common needs and business alignments is one of the key tasks they’re doing under their policy reforms in each and every state, and it’s different in each of the states.  But, we’ve really been able to help them I think by pointing them to where we are going federally with standards.  So, for example, QRDA 1 and QRDA 3 have been very interesting to them and they typically haven’t known about that very much. 

Also by pointing them to some of the work that this Policy Committee has done with these hearings and the lessons learned, they’re very eager not to waste time and energy in places that aren’t aligned with federal policies, especially a federal policy around certification.  

They also have a number of state specific drivers that has been really interesting to watch.  I can talk for a long time.  They want to be coordinated to the federal plan and I think this is a great start, but I think we need to be really intentional about how we help give states the support so that they can be part of the driving force to some kind of an ecosystem that is coordinated with a report once kind of frame.

Kelly Cronin – Health & Human Services
Yeah, I would also just add that the discussion around deeming or certifying intermediaries is so timely for them because they are trying to figure this out now. They know in some states where they have high EHR adoption that they really could leverage, you know, ECQMs for their payment reform efforts and they’re, you know, actively thinking through how to get alignment and maybe leveraging where we are with Meaningful Use as a starting point.

But, there some of them are really stuck on, well, who are the intermediaries, where is our capacities now, how will we qualify them, how do we make sure that they can receive the data, manage it responsibly and serve multiple payers not just Medicare and Medicaid, but how do they also get the commercial payers into this without being threatened?

And really try to be, you know, sort of…try to figure out that the technical underpinnings to make this all work too and the privacy and security considerations.  There’s also some qualified entities now in some of these markets.  So, they recognize the need to figure this all out very quickly and to have us sort of working on this at the same time I think is very helpful to them.

Kevin Larsen, MD – Medical Director for Meaningful Use – Office of the National Coordinator 
We may also find that there will be some interesting lessons learned from the states that the Policy Committee might be interested in, so as we uncover some of those early lessons we'd be happy to share them with you in a way that state innovation might help inform federal innovation.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Great, is that it?  Are you open for questions now?

Kelly Cronin – Health & Human Services
Yeah, no that’s it, that’s it.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Okay, thanks Kelly, thanks Kevin.  Questions or comments from the committee?  

Christopher Boone, FACHE, CPHIMS, PMP – Director of Outpatient Quality and Health IT – American Heart Association
Yeah, this is Chris Boone; the first question I would have is how does this align with the mission or the objectives for the quality improvement organizations that exit in the state?  Are you guys collaborating with them at all in this initiative?  

Kelly Cronin – Health & Human Services
Yeah, I think the states have been sort of pragmatic in looking at their existing capacity.  So, if a QIO or a Regional Extension Center or any kind of Regional Health Collaborative has capacity to, you know, contribute to the quality measurement improvement infrastructure they’re going to try to leverage it.  And in the site visits we’ve been including, you know, Beacon communities, RECs, QIOs since they are sort of, you know, very relevant to figuring this out.  So, you know, there's variability in the capacity for different organizations to contribute obviously, but I think in many ways the QIO mission is aligned with this and, you know, it’s very likely they’ll be important as this plays out.

Christopher Boone, FACHE, CPHIMS, PMP – Director of Outpatient Quality and Health IT – American Heart Association
And one more question that I have is, sorry, one more question that I have is that I know that Texas is not one of those pilot states, but, you know, I know that they’re actually building a Medicaid Health Information Exchange and I was curious to know how you would leverage that, how do you envision that relationship taking shape?

Kelly Cronin – Health & Human Services
Yeah, I think several of the states are now trying to figure out how they make the all payer claims databases work with HIE capacity or HIE in the noun and not everybody’s figured it out.  In some cases where there’s state-level capacity for HIE, like in Maine, you know, there’s an ability to add popHealth onto that and maybe think about how that could be scalable, but then linking it to the claims data is a critical component and I think that's one that folks are still struggling with both from a data architecture perspective and just a feasibility perspective.  So, it's a work in progress.  I think everyone wants to clearly leverage it and States like Arkansas see it as being critical.  

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Okay, other questions, comments?

Charles Kennedy, MD, MBA – Chief Executive Officer - Accountable Care Solutions – Aetna
Yeah, this is Charles; I would just echo the point about integrating the claim data with the clinical data.  We did that back in 2007 and we found that the typical clinical event when you combine clinical and claim data was represented in some form by, I think it was five or six times, on average and that the challenge of bringing it all together, you know, the representation of the clinical event was actually surprisingly different, the dates didn’t match.  I mean, it was no small task, so I appreciate your comment about the challenges in doing that.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Anything else?  Good, well thank you very much Kelly and Kevin.  Okay and finally we’ll have an update from Jodi on things going on around the ONC.

Jodi Daniel, J.D., MPH – Director, Office of Policy and Planning – Office of the National Coordinator for Health Information Technology 
Thank you, very much, is Janhavi on?  

Janhavi M. Kirtane – Director Clinical Transformation & Dissemination – Health & Human Services
Yes, I am.

Jodi Daniel, J.D., MPH – Director, Office of Policy and Planning – Office of the National Coordinator for Health Information Technology 
Okay, great, so I’m going to just give a couple of brief updates and then Janhavi is going to do an update on the Beacon program.  So, I will be pretty brief and turn most of the time over to her.  So, just a couple of things that I wanted to talk to folks about, one, I just want to remind everyone who’s listening that the Health IT Policy Committee’s Request for Comment is open and comments are due on January 14th through regulations I’ve got, so please give us your feedback. 

I also wanted to let folks know that we’ll be holding a webinar this Friday from 1:30 to 3:00 hosted by the National eHealth Collaborative to review the concepts and questions that we’ve put forth in the RFC in order to help assist the public in submitting informed comments.  Registration is free so if folks are interested please visit www.nationalehealth.org to register and folks from ONC will be just walking through the specifics of the RFC to help folks understand what is in there.  So, that’s public service announcement number one.   

Public service announcement number two is a reminder that the ONC annual meeting is scheduled for December 12, 2012, so just next week.  We invite the Policy Committee and the Standards Committee members to attend as well as others from the public are welcome to attend.  We also wanted to let folks know that the meeting will be web streamed for those who can’t attend in person and you can go to healthit.gov our website/2012 ONC meeting to get more information.  So, we look forward to seeing folks there.

And the last thing I want to touch on before turning it over to Janhavi is to let folks know that we have just put forward an interim final rule with comments that I believe is on public display now at the Federal Register with a 60 day comment period and just I want to let folks know what is in there, so that it’s a very short rule, it is a joint rule with ONC and CMS to make some basically technical corrections and very modest changes to the rule, to the Meaningful Use rule as well as the Standard Certification rule.  It is an interim final rule with comments, so that means that it is effective before we go through the comment process but we will still take comments and there could be some changes based on those comments in the final, final rule.

So, just to let folks know, ONC has two minor changes, the first is we updated the version of the data element catalog that we incorporated by reference in the final rule, the Standards and Certification rule, this is…the updated standard is to ensure that it captures all of the necessary CQM data that came out in the…that was put forward in the quality measures that came out after the rule.  So, this is basically to just…to true them up and the only reason that we did this through a regulatory action is because the Federal Register requires it.  So, this again, is just a minor change to align the data element catalog with the CQMs, with the final CQM eSpecifications.

The second is the quality reporting data architecture, document architecture  category 3, QRDA 3, the version that we had adopted in the final rule was the sort of next to final version right after we put out our rule HL7 balloted QRDA 3 and so we have adopted that version in this IFC for the Standards and Certification rule.  So, those are the two ONC changes. 

I’m going to try to summarize the CMS ones, although I am not authoritative on the CMS changes so please do read the rules themselves.  But CMS had some, again, very minor changes to the Meaningful Use objectives and measures.  For the hospital objectives on electronic laboratory results, CMS added an alternative measure to account for situations where certain hospitals can more accurately measure their progress toward the objective if the denominator for the measure included all orders as opposed to just electronic orders. 

The second was the hospital objective for view, download and transmit and there was a technical correction, they had left off the word unique in all patients, it was supposed to be all unique patients, so they’ve made that change. 

And then, two other changes that were made by CMS, the case number threshold exemption for CQM reporting for eligible hospitals beginning…is now…sorry, let me say this again, the case number threshold exemptions had stated that it was effective for FY 2014 and this change would be to move it to FY 2013, so that change was made.

And finally, CMS has put forward an e-mail address to send CMS any errors in eSpecs.  My understanding is that folks are supposed to get those in by December 10th and that CMS will consider those changes.  So, that's basically what the IFC or the interim final rule with comment is about, it is, as I said open for comment.  So, for folks who are interested in changes please do read it.  It is a very short rule, it’s not…my understanding is it’s like 22 pages.  So, it should be a quick read and if there's anything in there that folks have questions, comments, concerns on that you’re encouraged to comment through regulations.gov.  So, if there are any quick questions on that I can take those questions, otherwise I’ll turn it over to Janhavi.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Okay, any other quick questions?

Jodi Daniel, J.D., MPH – Director, Office of Policy and Planning – Office of the National Coordinator for Health Information Technology 
Great, so Janhavi the floor is yours to give an update on the Beacon Program.

Janhavi M. Kirtane – Director Clinical Transformation & Dissemination – Health & Human Services
Great, thanks, Jodi.  So, I’m going to provide a quick, I think I’m going to try to do a 5 minute overview of the status of the program with three major messages for folks to think about, one, we are in the home stretch and I believe we’re the second HITECH Program to wrap up which has largely anticipated the activity of September 2013, a lot of that will be happening.

And, so in the home stretch it's a great time for us to be sharing a lot of what we see that’s exciting and hopefully the lessons that will light the way for other providers across the country, but also some of the lessons that might inform policy development both to support the modernization agenda within the ONC but also supportive of some of the payment and care model innovation coming out of other parts of HSS.  Next slide, please.

The next two slides actually just give a grounding of what the Beacon Program is.  As a reminder, it’s 17 communities, on the next slide we have where they actually are but funded at 12 to 16 million to do three things.  There is the build and strengthen Health IT goal, there’s an improvement goal and there’s an innovation goal.  Each of the communities, based on their leaders, have executed those in different ways and we’re actually just…a lot of the presentation I’m highlighting some of the exciting news that we have.  Next slide.

This is a quick overview; the basic message here is from Mississippi to San Diego, to Maine.  We’re excited because the lessons apply to such different types of markets some are highly competitive, some have one dominant IDN and so were hopeful that most providers across the country will be able to find themselves in some of these examples.  Next slide, please.

So, as an overview, I actually think we may have presented a version of this that ended in 2011 to the Policy Committee.  We are now nearing the end of the journey which is a very exciting time.  I've highlighted some of the results and some of the news that we wanted to share with you.  The first is on impact, 17 communities across the country end up touching quite a few providers and touching quite a few patient lives so over 8000 providers, over 8 million lives affected through the different types of Beacon interventions.

The news that I’m going to report on a little bit today is that in that improvement aim we are actually seeing 17 out of 17 communities who have at least two key measures trending positively which is very exciting news because we can begin to connect the storyline and understand how technology investments can begin to impact quality cost and population health.  We’re driving hard toward partnerships to just make sure that a lot of what Beacons learn together can be accelerated but also those partnerships outside with organizations like RWJ and the Innovation Center are also being developed. 

We are eager to see path stored to sustainability and payment palettes are offering that with one Beacon as a pioneer up in Maine and three regions Cincinnati, Tulsa and Colorado being part of the CMMI’s Comprehensive Primary Care Initiative.  And we have had a huge effort on dissemination.  

So, what I’m going to go through, and I’m going to skip some of these slides to just leave you with the major messages, is give some of the news highlights around finish strong and what that means for us because 2012 and 2013 have all been about winding up the program, seeing success out of 17 for 17 and the second one I’m going to talk a little bit about is how do we connect the lessons to ONC, I call that the ONC virtuous circle and then finally share a little bit about our dissemination plans.  Next slide, please.

So, I’ll let you read the messages on here, but those of you on the phone, over the last 30 days we just are seeing more and more exciting news and actually getting…some of it getting picked up by the trade press.  So, San Diego had Kaiser Permanente join their exchange locally, it’s a hugely competitive market those of you who are familiar with San Diego, so this is exciting news.  

We also, in Central Indiana had a small remote monitoring technology pilot that actually St. Vincent as a Hospital, Ascension Health is thinking about taking that to scale.  We’re very excited about news like that because the more stories that can be translated to bigger news across the country is what this program is all about.  Next slide, please.

So, the next slides I’m going to go through some of other big news.  Seven communities have newly established exchanges over 2012.  Next slide.  Eight communities are using Health IT to connect a broader group of care and wellness partners.  So, I’ll give you an example of public health and school story that we’re interested in, so not just doctor’s offices and hospitals, but organizations like public health agencies and schools. 

Southeast Minnesota is actually partnering with 11 counties and the public health agencies in their counties and 47 school districts, and really thinking about how technology is going to drive the results that they want to see for kids with asthma and also patients when they phase through their transitions of care.  Next slide, please.

The next two slides are shifting to the improvement message.  I mentioned before for the first time, 17 out of 17 communities are improving at least two key measures over baseline.  I’ve included some of the early trends and the categories of where we’re seeing the results and these will be followed by some of the…some of what we think is driving the results.  Certainly this is early, there is a separate evaluation happening after the program, but we’re excited because this is starting to suggest to us how to connect the technology story to three-part aim.

So, some of the measure categories and I’ll let you all review the actual detail of the data, we’re seeing results on the process and intermediate outcome measures for chronic disease.  We’re seeing some results around preventative care including cancer screening.  Next slide, please.  

We’re seeing some results in terms of behavioral health and depression screening rates.  So, for example in Colorado we saw that rate for depression screening for diabetics go from 68% to 93% and the final two categories where we’re seeing some early results are around public health such as tobacco cessation advice and finally, some early evidence of utilization like ED visits and readmissions. 

So, this is early, we are hoping to have more connected here and on the next two slides, next slide, please, you might have a question of what’s driving some of these results, it’s things like the IT enabled care management which is affecting utilization in Bangor, Maine and readmissions in Keystone which is Pennsylvania.  Next slide, please.

And we’re also seeing some of these results around screening rates and management of chronic diabetes by just really looking at the data and using that data to drive improvement.  So, that’s really connecting the dots of data quality and making sure providers have that available to them to make the changes and better manage their panel.  Next slide, please.  

A quick update on innovation, there’s quite a bit popping up around the country that we’re very excited about.  One of the pieces I’ll just mention here is that, you know, we have five different Beacons exploring work in mobile health technologies.  I mentioned the Indiana story with remote patient monitoring, the personalized CDS is two examples of our committee’s use, what we’re hoping to see here is basically build an evidence base to really help people understand where we think consumer facing technologies are actually making a difference and how that gets operationalized.  So, we hope to work a lot more with our consumer group within the ONC to develop these stories.  Next slide, please.

I'm going to shift gears just in the interest of time to what we call the ONC virtuous circle and what we think the big opportunity of this $280 million investment might mean.  As you might have sensed from all the different work happening, the Beacons are at the frontier of what’s happening with technology.  They’re generating a lot of different insights, some clinical, some technical, some on the measurement side and we are really hoping to connect that dot with the ONC policymaking to the point of potentially even serving as test beds.

I've included some areas where we’re already starting to have some of these conversations, it’s areas like behavioral health, we are hoping to work with standards and interoperability around an implementation Workgroup, and it’s in areas like privacy and security.  Next slide, please. 

Finally, the third goal for 2012 and 2013 was around national dissemination.  There's a lot that we hope to do here and I actually would love to engage the Policy Committee more on how we can do this in a very powerful and meaningful way.  On the right side of the page is what I’ve called swinging for the fences in our aspirations.  

So, for example, Health IT and the payment storyline huge.  How do we really connect the dots of what some of the Beacons who are experimenting with technology to support payment pilots?  What does that look like and how do we get that into the hands of the pioneer ACOs and some of the others who are coming on board in January? 

How do we make sure that we don't just put more material online that actually doesn’t help people move to the next level of their technology investments and again connecting that investment to real improvements in quality cost and population health?   And we want to have evidence of updates.  We don’t want just to have materials available.  We want to know that the next 12 communities were actually able to do something with the lessons learned from the Beacons.  I think this is a huge area to do a lot more and do it creatively and we would welcome suggestions on how best to do that.  Next slide, please.

Finally, I think there was a little bit of foreshadowing about this and I think this is something that again, we’d love to just discuss more.  There was a working discussion of how to think about linking the technology story with ACOs and we’re hoping to bring a proposal forward for consideration and the experience of the Beacon communities is one that we think could just be a ripe starting point for the conversation.  

Again, think about not just the technical needs but from a business perspective, how does technology infrastructure really help support the needs of ACOs and some of these future payment pilots and innovative care models.  And we’re hoping to use the next couple of months to really harvest what we’ve learned from Beacon and draw some of the other experiences from across the country, and perhaps consider a subcommittee with the Policy Committee to really dig deeper on this and offer some insight to the field.  

So, Jodi, I think I’ll turn it back to you.  I know I went a few minutes over, I don’t know if we have time, but certainly if there is guidance that the Policy Committee would like to offer my e-mail is on the front page, but we are very excited for the home stretch and what we can do to connect the dots of the lessons from the Beacon Program.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Well, thank you, Janhavi, that was a really interesting update on Beacon, didn’t realize it was coming to the end, but my time passes quickly.    

Janhavi M. Kirtane – Director Clinical Transformation & Dissemination – Health & Human Services
Yes.  

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Very interested in your preliminary recommendation on this last slide, because I think as you went through you talked about some of the clinical benefits you’ve seen and then exchanges coming up, but in the end we have to suit the business needs of this new model of healthcare like ACOs, so very interested in that and you’re proposing that ONC form this committee and then give recommendations to this Policy Committee, is that it?  

Janhavi M. Kirtane – Director Clinical Transformation & Dissemination – Health & Human Services
So, we would…and Jodi, I don’t know if you’re still on, I will defer to the working structure of the Policy Committee, but our proposal was to consider a subcommittee of the Policy Committee that would focus on Health IT and ACOs and I think the big question here is, again, there’s a lot of market evidence or I should say a lot of market experience of what people think is needed but there's still much to be discovered in terms of real recommendations around policy and real recommendations of where there still maybe market gaps and we think that’s just a place for the Policy Committee to really help us inform what the next page of the agenda needs to look like.

Kelly Cronin – Health & Human Services
Yeah, Janhavi, this is Kelly, I can also add that we’ve internally had a crosscutting group that’s been looking at this issue which I think is number one of the next steps on her slide.  So, we have sort of a pretty good handle on, you know, from a variety of environmental scans and a lot of brainstorming internally around, you know, what more should we be doing to evolve sort of our portfolio programs and policies and we’ve been consulting CMS and others in the process, but it would be terrific if, you know, we could sort of just take some of that thinking and what's come out of that process to feed into this committee because we think that, you know, we really want to be grounded in what's happening in the market now and, you know, not be too sort of internal in our orientation to all this and also, differentiating from some of the other existing working groups, take more of a business perspective on this like what’s really needed from sort of the CEO, CFO of an ACO perspective since a lot of our existing workgroups take on either more of a technical or clinical orientation.  So, that might help you with some of the context.

Jodi Daniel, J.D., MPH – Director, Office of Policy and Planning – Office of the National Coordinator for Health Information Technology 
Yeah, this is Jodi, we’ve been having some internal conversations about this and thinking that it would be really helpful to have some public dialogue and leverage the expertise of the folks on the Policy Committee as well as bring in other expertise.  

So, again, this was…you know, we haven’t kind of worked out all the thinking behind the scenes here to, you know, how this would work but it is something that we’re thinking about and we think that the Policy Committee could be a valuable way of having that public dialogue.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
It’s an interesting approach, it certainly has been a bullet, one of the criteria for Meaningful Use at least, but we don’t have a committee that wakes up every day trying to figure out how do we make sure that this gels.  Comments from the committee or questions about the Beacon presentation or this idea?

Deven McGraw, JD, MPH – Director – Center for Democracy & Technology 
This is Deven, I like the idea because I think it’s an important area to focus on I think it’s just a matter of whether we, you know, there are a sufficient number of folks on the Policy Committee who can…and obviously we would add some external folks who would be able to take this on, but I think it sounds like a good idea. 

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Thank you, others?  Okay, well, we’ll certainly discuss this further and really appreciate the update, very interesting.

Janhavi M. Kirtane – Director Clinical Transformation & Dissemination – Health & Human Services
Thank you.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Okay, so I think we’re getting close to close and we’re going to open it up for public comment.

MacKenzie Robertson – Office of the National Coordinator 
Operator can you please open the lines for public comment and I’ll just note that public comments will be limited to 3 minutes per person.  

Caitlin Collins – Altarum Institute 
Yes.  If you are on the phone and would like to make a public comment please press *1 at this time.  If you are listening via your computer speakers you may dial 1-877-705-6006 and press *1 to be placed in the comment queue.  We do not have any comment at this time.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Okay, thank you.  Thanks to the committee members for having this virtual call.  I think we covered a lot of ground and we had some good discussions particularly around the quality measurement space and we’ll have to figure out how to move that agenda as who said it’s not totally us but it seems like our considerations need to be brought forward upstream not that it’s not happening, but we’ll do whatever we can to further that and thanks to all the speakers that have been updating us on the hearings and the activities going in ONC.  Any final word before we adjourn?

Deven McGraw, JD, MPH – Director – Center for Democracy & Technology 
Happy holidays, everybody.

Paul Tang, MD, MS – Internist, VP & CMIO – Palo Alto Medical Foundation 
Happy Holidays and Happy New Year and we’ll see you early in the New Year.  Thank you.

M
Yes. 

W 
Thank you.

W 
Bye-bye.

W 
Bye.

MacKenzie Robertson – Office of the National Coordinator 
Thanks, everyone.
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