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Thank you for the opportunity to comment. I commend ONC for what it is doing to advance health IT nationally, especially its support for interoperability and standards. I support the goals and objectives of the Federal HIT Strategic Plan. I offer these specific comments in hopes of improving the organization, clarity, and actionability of the Plan in its final form. My comments are sequential by page number. 
· P. 4 – the title “Federal HIT Strategic Plan” should be clarified. This is the strategic plan of the federal government to improve health for the entire nation, not just “Federal HIT” which would be construed as the systems used by federal agencies. I suggest that National HIT Strategic Plan would be better, though the Plan should still explain how it focuses on the “levers” that the Federal Government can use. The goals of ONC, HITECH, are certainly not limited to “Federal agencies” It should be stated that these shared “national” strategies apply to persons who may not have any direct relationship to Federal agencies or funds. For example, a child receiving pediatric care at a physician practice and a children’s hospital run by a faith-based organization, covered by a parent’s private insurance, may not be supported by CMS or any other federal funds, nor be cared for by federal providers. Yet that child is still within the national population that is to be served by this strategic plan. 
· P. 8 -- Goal 2, Objective A says “Objective A: Enable individuals, providers, and public health entities to securely send, receive, find, and use electronic health information” I suggest that it say “securely and easily send, receive…”  Today, sending, receiving, finding and using can all be done already, but a major reason for lack of exchange is that it is too difficult to do some of these things: difficult to send because of lack of directories; difficult to receive and consume because of lack of standards for reconciliation or insufficiently constrained standards for exchange formats; difficult to find because of lack of directories and insufficient attention to cross-network access; difficult to use because of poor integration into workflows and additional time burden on busy clinicians, difficult to use because of both too much information and/or missing info. While usability is hinted at in Objective 1B, Strategy 3, it really should also be a strongly stated strategy under Objective 2A
· P. 9 – Goal 1 --  to expand adoption beyond hospitals and physicians, to health not just healthcare -- is laudable. There should be more quantifiable objectives set to help set priorities. E.g., how much should be invested in LTPAC organizational care vs community based care, how much in Behavioral Health? How many persons are affected by each, and where would investments give the most bang for the buck? 
· P. 10-11 -- The outcomes of “increase_____” are fuzzy and too easily achieved. Even if nothing were done at all, it is likely that the numbers will increase due to use of HIT systems that are in process of implementation. I suggest that a reasonable quantifiable stretch goal be set wherever possible, e.g., increase the percentage of hospitals and professionals who demonstrate MU from (current) to ____% (probably two different numbers).  Similarly, strategies such as “encourage” are sometimes fuzzy and not meaningful. A single blog post could be written to “encourage” XYZ as being a good thing, but that does not a strategy make! Strategy 1 on p. 10 has specific actions to encourage (funding, etc.) but strategy #3 on p. 11 does not. 
· P. 14 -- Strategy #3 should be stated more strongly than “promote” (which could be no more than “advertising” or “editorials”).  How about “Measure, incent, and increase the actual coordination of care through…” Measurement is key to assessing progress, otherwise everything will be fuzzy and subjective. 
· P. 15 – Objective 2B is questionable when it asserts: “While not all information can be standardized, recognizing that valuable provider and patient observations and other notations may be more helpful as free text, health IT should aim to identify methods to capture and present this nonstandard information in more uniform ways.” Why? We have enough trouble with exchange of information that is clearly structured (e.g., meds, allergies, problems), that needs to be fixed ASAP. Why bother trying for “more uniform ways” of presenting text? There are no strategies, below, that would help do this, nor do I think there need to be. Human understanding of narrative is essential and does not need to be viewed as lesser than structured data. Increased assessment and trials of Natural Language Processing (see JASON 2014 report, section 3.6.3) would be more promising to mention in 2B, rather than codifying narrative. 
· P. 15 – Strategy #1 asks for reduction of variability and improvement of modularity. It should be recognized that modularity/substitutability, while commendable in some ways, actually increases variability. Such can be seen in debate over multiple transports (increasing the odds that entities cannot communicate if they are using different stacks” or increasing development (by making everyone have to support “all” options). In FHIR webinars, it has been acknowledged that using different architectural styles provides flexibility but decreases interoperability. Federal policies and IT standards need to be aware that this is a complex tradeoff: just as you usually can’t decrease time, decrease resources, and increase quality simultaneously . You can’t increase flexibility and options, reduce cost, and increase interoperability, at the same time. 
· P. 18 – Outcomes stated in the narrative are “health” outcomes – e.g., prevention of chronic and debilitating disease, etc. However, the 3-Year and 6-Year outcomes in the boxes are not “health” outcomes but “IT” outcomes, e.g., “increase use of health IT…” I realize the difficulty in the early stages of MU to measure health outcomes, thus MU settled for “process measures” hoping that they will lead to health outcomes. But in the 6 year horizon, the Strategic Plan should be more ambitious and strive for health outcomes, with IT simply as an enabler rather its use being the outcome itself. In the plan, it may not be practical to be as specific as “Reduce readmissions for __(disease)___ by ___%” or “Reduce the percentage of times that patients must re-state their medications, allergies, and other medical history from scratch at the provider’s office from ___% to ____%, through use of transition of care summaries and patient engagement tools” but those are the kind of health outcomes that should be proposed more and more in the 6 and 10 year horizons, if not the 3-year. Even if there were only 5 or 10 exemplar health outcomes in the Strategic Plan, that would be noteworthy progress over unmeasurable generalizations. It helps to start somewhere, even if they’re “baby steps!”
· P. 18 Need to add a strategy: “Increase harmonization and parsimony of standards among clinical quality measures and EHR data elements and value sets, to eliminate inconsistency. Achieve a state where CQMs do not require additional data capture and/or additional software development due to non-harmonized standards.”
· P. 19 – the paragraph beginning “Interoperable health information provides a foundation to measure, report, and provide feedback on care quality for a number of purposes...” seems misplaced on this page. It fits better on page Objective 3A on page 18 since that is where “quality” is the focus, rather than “Value” which is the focus of 3B.
· p. 20 and p. 23 – the distinction between “population health” in 3C and “public health and health, resilient communities” in 4B is unclear. Since Objective 3 is about Care Delivery, whereas Objective 4 is about individuals and communities, I suggest moving the paragraph beginning “Having complete information about the person is critical to achieving population health goals” from Objective 3C to Objective 4B. Assuming this suggestion as accepted and the population-health aspects are removed from 3C, I suggest renaming 3C to “Improve clinical and community services”
· p. 24 – “Interoperable information collected as a byproduct of care” is oversimplified. If it were truly a byproduct of care, it would be unintrusive and would probably be much farther along. But unfortunately some of the data capture for research is not simply “byproduct’ but additional information that is desired, requiring specialized data capture forms and standards. Thus most EHRs don’t provide the ability,(or most providers don’t spend the time, to capture research-specific data.  I suggest adding a statement: “The standards, data elements, and value sets used for clinical care vs. research should be further harmonized and made as parsimonious as possible, so that capture and transmission of research data is indeed a byproduct of care, instead of a burdensome addition to the clinician’s workflow.” The same comment applies to quality measures, per my comment on p. 18
· P. 25, Objective 5A --  “The federal government aims to encourage private-sector innovators and entrepreneurs, as well as researchers, to use government and government-funded data to create useful applications, products, services, and features that help improve health and health care.” What does “government and government-funded data” mean? Should it have said “private and government-funded data?” Or did it mean “government data and government-funded data?” If so, I suggest adding the word “data” after government, to emphasize the (subtle) distinction between government data and government-funded data.   
· p. 26, Objective 5B – The paragraph beginning “Individuals should have control over the kinds of data collected about them and a full understanding of how those data may be used” is misplaced in objective 5B (which is about development and commercialization of innovative solutions). I suggest that it be integrated into Objective 2C about Privacy and Security. Similarly, consider moving Strategy #4 in 5B to be part of Objective 2C

